CHINA LIFE

O FEAE g4

{* Bz 85 (& B 55 % HOSPITALIZATION CLAIM FORM

{REEFF A AR Name of Policyholder SR A= Name of Insured fREESRES Policy No.

SRABDRE/ FERSEAS 1.D. / Passport No. of Insured

| 1 | | | | | | | | | 1 1 1 | | | | | | | | | | | | | | | | |

BRERFHIRESEHS Policy No. in claim sequence: {REHAERI Type of policy
1, O ®@ARE ndividual policy O =meezes Group policy
2, O @A individual policy [ EIE24REE Group policy
3. O ®@ARE ndividual policy O =meezes Group policy

fREEDP 7+ AE ] INSURANCE INTERMEDIARY INFORMATION

REED T AL Name of Insurance Intermediary

REED T A4RSE Insurance Intermediary Code Mt 4% EE7% Contact No.

EZ /A1 IMPORTANT NOTE

AL PRIESEARFR -FAERNTNEEN  SRARREFABANREBADETEERNUEZEZEE - Please complete this form in BLOCK
LETTERS. All amendments should be endorsed by the Insured & Policyholder / Claimant in full signature.

KEFRFFAAZ "ARE ., 3 "E&ERE, 2R MIETBRIASRECEINKHDBBRAE] - The expressions ‘the Company” or “our Company”
used in this form refers to China Life Insurance (Overseas) Company Limited.

KBEFRE IV ERZRARREFBANREAER  UERERE-THRERDARA 2SR - HitERE REMBRXYE
RARAE] = Part | of this form must be completed by Insured and Policyholder/Claimant and returned to the Company within 30 days (both days inclusive)
from the date of discharge along with the original receipts, discharge note and relevant supporting document(s).

MBERABTN\EIUL  FRARREFAANEREBEBRREARABTFER  URRAST\GELUT - XBFREHREFBA
RZRAZEEFHEEZENEBEREZE - IRRANREFEARGEARESR  HEARBUASESABBERRET - WIRHEFE GRS
B R B4 FEHH - Ifthe Insured is at or above age 18, the Insured and Policyholder must complete and sign this form by his or her good self. If the Insured is
under age 18, this form should be completed and signed by Policyholder and the Insured's legal guardian. In the event that the Insured/ policyholder is physically
incapacitated and prevented from signing, this form may be completed and signed by an immediate family member with relevant relationship proof and
physician's statement provided.

REFAAZEZENBHKRNT Z4$E48[E - The signature of the Policyholder must be the same as the Company’s record.
REEP N AT RITEEB WA APBRILAREARLTIESULE] - Receipt of this form by your Insurance Intermediary or bank officer does not

constitute receipt by the Company.

MERMEN - FATHREBER N ABENRERASIZ FARFEEAER(852) 3999 5519 &7 - HEXNFRB AR XA SEEBEFH
JEFE I MPBASZAE 24 F18 | FERYIMmEHERHE 24 SHBFIREKRE 35 18 - If you have any queries, please feel free to contact
your Insurance Intermediary or our Customer Service Hotline at (852) 3999 5519 for details. Completed form(s) and required document(s) should be sent to
China Life Insurance (Overseas) Co. Ltd., 24/F, CLI Building, 313 Hennessy Road, Wan Chai, Hong Kong or 35/F, Hai An Huan Qing Building, 24 Futian Road,
Futian District, Shenzhen, China.

KATIBEBISENILRFER - WEBARTERATIEKRNBFER - BEARLTAIE www.chinalife.com.hk 21 EE K N S &FTARZA - The

Company has the right to update this form from time to time and reject the form if the Company's requirements are not fulfilled. Please visit our website

www.chinalife.com.hk to view and download the latest version of the form.

WP R IRAB R AT ZE - — LSRR EZE - If there is any discrepancy or inconsistency between the English version and the
Chinese version of this form, the Chinese version shall prevail.

China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability)

PEABRE OS5 ROERAT (AREARXNERMAT > ROEERAT) ||I| “ “""” """" |||
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fREEIRES Policy No.

E—EM - REER @SRA/GEFEA/RENER)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder/Claimant)

A. Z{RAER PARTICULARS OF INSURED
1 Z{EAEHBE RS Age and Sex of Insured T4 EEEE Contact Phone No:
B. —fi2 =2} GENERAL INFORMATION
1 RIERFELER Benefit(s) to claim [0  {EBzE8% Hospital Benefit O 18 A Hospital Income
2 R{EPFHEH Type of claim O ==%={E NewClaim O &=E=E Further Claim
[0 #5282 Pending Claim [0 =it/ % Review/ Appeal
3 BESEE—SHIMBEQEMREATIRE? N2 - BieHFEEN -
Have you claimed/ will you claim from other insurance company for the same incident? If yes, please provide O =2vYes O &N
details.
REZ/AS]2FE Name of Insurance Company {REBSRAS Policy No. RIESHRI R RFEEER Type & Amount of benefit
4 ZEEPFEEUIEAIZEIE K Request return of certified true copy receipt(s) 0 2 ves O &nNo
5 ZRARBEBARBEESRK—BEE, RA5AMARAIKIEE) Position and duties of Insured’s present occupation (if more than one, please
state all)
6 SRAXTH{EEZTE R Name and address of Insured’s business or employer
C. AE4MERE FOR HOSPITALIZATION DUE TO ACCIDENT
1 EINEALEBHAKISR Date and time of the Ve Ve B Month H Day B Hour 43 Minute LEIvF
accident AM/PM
L | | L 1 11 10 | L |
2 EIMEEMEE RSB Location and details of the accident
3 EHILEINZEEHMRZEEN Please describe the part(s) of body injured and the extent of injury in details
4 BBEBIRE ?MA - FBIRHELIEET - Did you report to the police? If yes, please provide details.
EZ 24 Police Station &2 4R 5% Case Reference No.
O 2 ves O =no
5 A CEREE/RBEINRES/ QSRR BB ESEA -
Remarks: Please attach a photocopy of the Police Report / Traffic Accident Report / Police Statement / Alcohol Test Report.
D. B {EBT FOR HOSPITALIZATION DUE TO ILLNESS
1 EEREILSRTE) Please describe the symptoms
2 BHREIRFEHEE Date of symptoms first appeared £ Year A Month H Day
L | | | | 1 1
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fREEIRES Policy No.

E. JA%Es¥15 TREATMENT DETAILS

1 BRKZZEBEMZ/EEL Name of physician / hospital first consulted for the above condition
B RK72 B HA Date of first consultation: F Year A Month H Day

L |
B2 4 /B2 PR 278 Atk Name & Address of Physician/Hospital

2 EZAhRpBEER/EMBZ2ERNBERERTNEEER
The doctor who referred the insured to hospital / other doctors seen for this or similar past condition

K52 H #A Date of first consultation: F Year A Month H Day
L |
B2 4 /B2 PR 278 Atk Name & Address of Physician/Hospital

3 FRHEEBEERZZEBLEZNEBERIER - Please provide details of usual Physician(s) / Hospital(s)

B84 /B8P 218 Name of physician/hospital

2 P/BPRihiE Address of clinic/ hospital

4 ABzBHA Date of admission B B 88 Date of discharge
F Year H Month H Day F Year H Month H Day

L | | | | L | | L | | L 1 1 1 | L |

5 ZRABENRERPEFRIMNE 2 07 - FHIRSMNE RIREZ BERESRE -

Has the Insured taken any home leave during the hospital confinement? If yes, please state the starting and ending 0 % ves O &N
date and time.
F Year A Month H Day i Hour > Minute edini
AM/PM

4h B 8 K 5 & Starting date and time

3R [0] H #A K F% [ Ending Date and Time

L | | | | L | | L | | L | | L | | L Il |

6 FEMZZiAMBLEERRERHELEIRAGRESAEANREANREDN ABEMREE - H5IA -
Is there any relationship between the Registered Medical Practitioner / Medical Services Provider and the Insured /Policyholder /Claimant / Insurance
Intermediary? If so, please state the relationship.

F. 877710 PAYMENT METHODS
EERERPFEE-RERNA - MRAEIAETR - BEEGUBTIRITETT - WARRRF T ABIE - Please select one

settlement option for each claim submission. For any unspecified instruction, the payment will be issued by crossed cheque in HKD and delivered via Insurance
Intermediary.

IS FABETEEE PAYMENT CURRENCY OPTION ( #M#%5ERR - BEFRAS LUBHEEEHY - If not specified, payment will be issued in HKD. )

OO0 ®essu pPolicyCurency [ 8% Hong Kong Dollar
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fREEIRES Policy No.

F. B%2k75 =0 (48) PAYMENT METHODS (Continued)

1 BEIARR DIRECT CREDIT

#R17 =78 Name of bank fRIT#RS% Bank Code ~ 731T#®5% Branch Code ~ F 3% Account No.

L 1 | L 1 1 | L 1 | | | |
RPHAAGZR(PY) WABREFBA) RPRAAGREN) (WARREFAAN)
Name of bank account holder (Chinese) (Policyholder Only) Name of bank account holder (English) (Policyholder Only)

O @& Fes

D ERZEARMER{TZERS TRANSFER TO ACCOUNT IN LOCAL BANK

D EERZEARNTIEE 2 TE58UZEEE S TRANSFER TO DEFAULT PAYMENT ACCOUNT REGISTERED IN OUR COMPANY
HaE

1. IRITIRPRBANERREFFAA - Bank Account Holder must be the Policyholder.
2. WREBEAERNBRRTELHFAARREFAANEBKRERNBBAR - BEARERUEZZEZRINE L - If there is insufficient

information to identify the ownership of bank account belonging to the Policyholder or direct credit has failed for any reason, the payment will be issued in the form
of a crossed cheque.

3. WEIELL TEEUR , S5 IUE Ifyou choose to receive the payment by “FPS’,
3. TEER, AEARENEBLETHARBNSGE  BEX5TEH LIRDETHAKRE 1,000,000 - “FPS” is only applicable for
payment in HKD or CNY. The maximum payment amount of each transaction is HKD/CNY 1,000,000.
32. FARAREEEEMANRARE{RE - Please note that CNY currency is only applicable for CNY policy.
33 REARAMEAEL - WEMIIPHES R " EER | HIERIFVIRITIRE - PEFI5RMNBEIIRITE - Only applicable to the local bank
account which registration is completed successfully for “FPS” binding service. Please enquire to the relevant bank for application details.
4. MEED TEIREARMIEIT ZIRE 1 FNZEF Ifyou choose to receive the payment by “Transfer to account in local bank’,
41, BIRHIEPHPXY - MEOBERPFBEALR/IBE RIRPRIBHIRTT R/B4E/F1E - Proof of bank account document(s), such as bank
card/monthly statement/ passbook with account holder name and account no. is required.
42. MEERREBTTHARELIINETE - |RITAINEW AN FEE REXBREBRELSAABTEIE (&M ) - Ifthe payment is notin
HKD or CNY, bank charge and losses caused by exchange rate associated with the transaction would be borne by the recipient (if applicable).
43. MERAKI - HEFEERAKERIEZENRENFTIESR B ( WA ) - Administration fees and losses caused by exchange rate
would be deducted from the payment amount in case of remittance failure (if applicable).
[ EE& TELEGRAPHIC TRANSFER
B4 https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim & "B ERRIFHBR L -
Please download “Claim Remittance Service Application Form” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim

BI# https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim & " EREBIREERRFEFR (REAREEKR
EEERIRITIRPEF) 1 Please download “Claim Cross Border Remittance Service Application Form (Only Applicable For Greater Bay Area CGB'’s
Account Holder)” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim

2 AERTTEIZRSZE HKLOCAL CROSSED CHEQUE

O #MEREFZPRR#D0IREL Collect cheque at Wan Chai Customer Service Centre in person
(MNFREREBM LHESNES  MEEFBANKERENRE  AIBMANZERAZNMN  URREFBEATESHERX
HRERA AT EERE D/ OUENSZZE - If the Policyholder purchased the policy online, and has not completed the identity verification, the claim
payment will be made by cheque. The Policyholder should collect the cheque at our Customer Service Centre by presenting the identity document.)

O smes==raA)3E 52D 0SEE Pick up cheque at Wan Chai Customer Service Centre by authorized person

RBAEZ RBABEER REBABD BB RS

Name of authorized person Contact no. of authorized person I.D. no. of authorized person

OO0 #®BSEReEEH@EMIE Mail to correspondence address registered in our Company

O &R sr AEIE Deliver via Insurance Intermediary

O zma3RToTEI GEIEERTTHTT) Collect cheque at branch in person (Please state the branch)
#R174297 Branch
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fREEIRES Policy No.

5% 7075 X (48) PAYMENT METHODS (Continued)

3 Efth OTHERS

[] ¥<iEBCEfRE FUND TRANSFER TO POLICY
EEARB—BIABTENZRE - BIECHRERE - IMURERCDEERERE - Only applicable to inforce policy under the same

payee, please specify the policy no.. The Premium Levy has been included into the Premium Payment.

L 1 | 1 1 | | 1 1 1 |

[0 3FEERXE / EXR UNCROSSED CHEQUE / DEMAND DRAFT
BJ 5} https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim T~ & ™ 4% Bl $B BN/ = ER 55 3% 4 - Please download “Special
Payment Arrangement Request Form” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim

G. RIEFTFEXHBE CLAIM DOCUMENT CHECKLIST

- v BEARXH Basic Documents ; ® BN Additional Documents ; x “R#EA Not Applicable

REFRE X4 (XM ZEERTRAASINE FIRTE D0 HE) S ERAR
Claim Document (Documents can be certified at our Company’s Customer Service Centres) Hospital Benefit Hospital Income
[0 s T ERUEE 2 RBERE—ES Part| of this form completed and signed by your good self 4 v
O HFEZBLEERETHSEE RS ZARBEFRSE _EBD Part Il of this form completed and signed by attending v v
physician with chop
HAREZE 2 BEARBRA/ELEREERANETEEREIEFE T Bt 2 1E£F5) Discharge slip/sick
E] leave certificate/medical certificate with clear exact diagnosis (applicable to hospitalization in hospitals of the Hospital 4 v
Authority of Hong Kong)
FRAERLHREDEE  FEEE - EREE - B/  PE2RERERERSFE BEARTRIR
[0 w2 E2) Medical records including: Admission summary, hospitalization records, Discharge summary, outpatient v v
records and statement of account (applicable to hospitalization in Mainland China)
O et iE AR EEERBAMZR Original hospital receipt and statement of account v ‘/(’D\%E”m
(Copy required only)
FRRERE 2 BRI S (W0 : PR S - BBIHE - EEFIRE/EMERMENRES - VERR
O & @B8KEsR X HHE S)Prognostic report and laboratory test report during hospitalization (such as pathological ° °
report, blood test report, PET Scan/CT Scan/MRI report, ECG report, ultrasound report and X-ray report etc.)
O =RmASeigs 2 aEErBMA Settlement advice from other insurer/ party(ies) ° x
O =RARRERBAZEHBIAXHAZEIES) ID of Insured and Policyholder (Certified True Copy) v v

H. B AERIUWEEEEHRE PERSONAL INFORMATION COLLECTION STATEMENT

AANEMAEICEHBERBE "PEASRKRE (B ) ROBRAS . WRERBAERER - BEASTRANWNEBAERER - o)
https://www.chinalife.com.hk/zh-hk/privacy-policy/personal-information-collection-statement-clio "~ £ 8 a1 2 B A SR ( 589 ) I& 1B PR /A = ZEY - I/We confirm that
I/we have read and understood the Personal Information Collection Statement ("PICS”) of China Life Insurance (Overseas) Company Limited. For the latest version of the
PICS, it can be downloaded from https://www.chinalife.com.hk/zh-hk/privacy-policy/personal-information-collection-statement-clio or is made available upon request.

I. EFFRIZR(EEAT DECLARATION FOR ELECTRONIC RECEIPT

E] ANEM  SERANFREFAANRBAZLEIERERZEFRBEAE—E  HEZBRIEAMERKRZINBE LN EER
HEEEARWE - AAEM - SRANREFANREATNBRRFRERE AT - M ERSBRAKZRERMED - WEALEMR

”TW%%LEE%% c AANEM  SPRANREFENRENFENLMERALER  AABERBRESASMZERIBEKZ

ZERRRME - WHEIERRBZ —tAREMT - IWe, the Insured/Policyholder/Claimant, confirm that the electronic receipt(s) submitted for this claim application is/
are the sole receipt(s). The clinic / hospital of this visit has not ever or repeatedly issued the original paper receipt(s) for the same visit. |/We, the
Insured/Policyholder/Claimant, declared and guarantee that apart from our company, I/we have not filed/ will not file the duplicate claims against other insurance
companies or institutions concerning the amount to be claimed in your company for the said electronic receipt(s).l/We, the Insured/Policyholder/Claimant, undertake
that if the above statement is incorrect, I/we are willing to refund the full claim payment for the said receipt(s) to our company and bear all related legal liabilities.

J. uﬂzmlil)\%liﬁﬁﬁﬁiﬁ COLLECTION OF PREMIUM LEVY ON INDIVIDUAL LIFE INSURANCE POLICIES

RNEMBEEWT  ERATNMRBEEERERUZEOBURERBEAMSAENBNRERW "RERHE, (T "#E, ) - KFIWE
NHERZ ’i&i@;s&%z%ﬁ RIREEE RO LURBHEBRS - SEENANRFESESERROMBNRESFBEABRRRLBESE
HUWEIR - BEAWNEENGEE  SHABTBEASCEMNKRODBRASNAEE hitps://www.chinalife.com.hk/zh-hk/customer-service/useful-
information/premium-levy ° I/We hereby notified that: China Life Insurance (Overseas) Company Limited, as an authorized insurer, is statutorily required to collect
Premium Levy (“Levy”) from policyholder on behalf of the Insurance Authority ("IA") and report to IA. IA may take legal proceedings against policyholder in respect of
any outstanding Levy as civil debt and may impose pecuniary penalty. For details of the collection of Levy, please refer to the website at
https://www.chinalife.com.hk/customer-service/useful-information/premium-levy.
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fREEIRES Policy No.

K. EERA K %1 DECLARATION AND AUTHORIZATION

2 Authorization

KNEM  2RAREFBNREA KRFANRMEBREEZZRA (0B ) ZUEE (1) £OUEE - :EMRuEE Bk - 27 - R’
g~ fR17 - BURHE - BUGERFT - siEthi%eE - AEsiA L - NANBSEBEETUARAANREMERREZRRAZEBRRE - LHENER
E  OURZSEREM  BRRERAPBEASRRE (8 ) ROBIRAST (UTEE "EAT.); (2 EXTSEUEEE 2B/
BERES LR UMARERBEANEMERLEZZRAETHB ZEETMGE AR - FRERANEMIEREEZZRAZ
RN « IWREHANRMZEEAREBARBNORS - WEEENTIALEATBERSHUN -

I/We, the Insured/Policyholder/Claimant, represent me/ us/ the under aged Insured (if any) HEREBY AUTHORIZE (1) any employer, registered medical practitioner,
hospital, clinic, insurance company, bank, government institution, government department, or other organization, institution or person, that is aware of or has any medical
history, records or information of me/us/the under aged Insured to disclose, release and transfer such information to China Life Insurance (Overseas) Co. Ltd (‘the
Company”); (2) the Company or any of its appointed medical / para-medical examiners or laboratories to perform the necessary medical assessment and tests to
evaluate the health status of myself/ ourselves/the under aged Insured in relation to this claim. This authorization shall bind the successors and assignees of me/us. A
photocopy of this authorization shall be as valid as the original.

A Declaration

ANEM SRAREFAANREA  ZLBRERR() LE—REREBNMAEERE  AREEXNKPRFERS - SAANFEMAR
HERE - ARBEZHUERERNA ; AANKMAPRMRINEA-IBEREEE  ANRMYEBESEERPHERLRE ; QFA/FEM
HEQYAFRFLEZEATER  REABBFRLDESHEIERE SATRRMAESIN - ERATAEZHOIR - EHREA T ABERBETARSB
BRATENER  ERATUREREASEEZREEARERE ; Q) ANEFHALPAEE AT EEAONERARANEFREIFERE KA LERE
ERMEREREE OANEERERETTIEX  RERERE  EEREBRERIBEER ZER - B AT REAERNITE -
I/ We, the Insured/Policyholder/Claimant HEREBY DECLARE and AGREE that (1) all the foregoing statements and answers to all questions whether or not written by
my/our own hand are to the best of my/our knowledge and belief complete and true; I/We also understand that in the event of doubt as to whether a fact is material, it
should be disclosed here; (2) The Company is not bound by any statement which I/ we may have made to any person unless it is written or printed here and is presented
and approved by the Company. If any relevant persons fail to provide any information requested in this claim form, it may result in the Company’s inability to process
and deal with this claim; (3) I/We understand and agree that the Company has the right to reverse/claw back any incorrect payment caused by incorrect information
provided by me/us; (4) I/We agree to indemnify the Company against any loss, claim and action in connection with any false, misleading or incomplete information of
my/our nationality, residence and/or tax status.

L. HZB(FBZEZE B8 L% =) SIGNATURE (Please DO NOT sign on BLANK form)

SRA(FH 18 BRI LLL) REFAAN | REA* RiE
Insured (whose age is 18 or above) Policyholder / Claimant* Witness

%5 Signature

2 Name

BB RS
1.D. Card / Passport No.

F Year B Month H Day F Year | H Month H Day F Year A Month H Day

H #A Date

*RIEAAZRANRERA ARG

*Relationship with Insured/Policyholder
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