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MEESAHEMAFR
R EREXBES CHINA LIFE
ARTRERE -

EREELZPERR (REARFEHERTE )
HOSPITALIZATION DIRECT BILLING PRE-APPROVAL APPLICATION FORM
(APPLICABLE FOR NON MASTERCARE MEDICAL PLAN)

{REEFF A AR Name of Policyholder Z{RA LR Name of Insured fREESRES Policy No.

SIRABDE/ #EHBIEES 1.D. / Passport No. of Insured

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

fRBEDP 7T AE Rl INSURANCE INTERMEDIARY INFORMATION

IRBREP T AL Name of Insurance Intermediary

R A#RSR Insurance Intermediary Code H 4% B85 Contact No.

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

EZ’AX1 IMPORTANT NOTE

- AREFRPFRAZ "ART . F TEAT ) 2RMIEPEASRB(EINKMDEIRAE] - The expressions ‘the Company” or “our Company” used in this
form refers to China Life Insurance (Overseas) Company Limited.

- BUERBESASRFEE  HAERNEEN  SRARGREFBAREANEEEINWAUEZEZ(EE - Please complete this form in BLOCK
LETTERS. All amendments should be endorsed by the Insured & Policyholder / Claimant in full signature.

- BRRAEBEZERRE—EMD  REIZBEBEEZE MY URARAED 7 BILEX (BRREE - B REIARM AR ) 5 14 BT
K (BARBIMER ) MUEE(852)23254833 (B claimspa@chinalife.com.hk T IER EIREEEIREL - SERKBARPEEHBEELMARE
B TEERER L R TREBAE -8R iR L (108 ) WRESES LR - MARUESE - BREREASE (/85 ) BEIERS
#147(852) 3999 5593 A% S AR 75 S B 4% - Please complete Part 1 on the following form by the Insured and Part 2 by the Attending Physician and send to Claims
Department by fax (852)2325 4833 or email to claimspa@chinalife.com.hk at least 7 working days (applicable for hospitalization in Hong Kong, Macau or Mainland
China) or 14 working days (applicable for hospitalization in overseas) prior to admission to hospital. The limit of Guarantee of Payment will be issued based on the benefit
amount shown in the Policy Information Page and Benefit Schedule or the latest endorsement (if any). For urgent enquiries/assistance, please call our Hotline at (852)3999
5593.

- EERERRATSAREMZBBENER T - ZATRSZRARE TERMRIRERS 1 - BER()ARTREHIZBRFE 2 &R L A B IRE
HEEXRERBFIMZRQQBBRREPFZHZANRESEZRFEMER ZREXHER RIRERFUARTE - Subject to the approval of this
pre-approval application, the Company shall issue a “Letter of Guarantee” to the Insured. Please note that (1) the result of this pre-approval application does not constitute
or guarantee an approval of the subsequent claims application and (2) approval of the subsequent claims application and the reimbursable amount shall be subject to
the provision of claims documents and according to the policy provisions.

- WFREHZRBEE = A HEBRM WIEFREERAS - ARSI BEREREE I IERTS MEA S TR L IREEB¥HREHE - This pre-approval
service is provided by third party service provider, and not a contractual service. Our company reserves the right to terminate this service at any time at its sole and
absolute discretion without giving prior notice.

- MRHRAST\ESNU L  SRARREBFAANVERBEBRZZEARABER  URRAST\EMUT  AEBFREEREFAARZRA

SEEEANERREE - IRRARBEFAARNGEASRER HERABRBUNSERARBERRRT - WIRHEGERKELFER - f
the 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 or 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.

- RRANREBFBANREBAZEZNERAKNT Z4E#48E - The signature of the Insured / Policyholder / Claimant must be the same as the Company’s
record.

- MBERUERN - FAGHWRRE T ABENHNER AT R FRFEEAR(852) 3999 5519 & - If you have any queries, please feel free to contact your
insurance intermediary or our Customer Service Hotline at (852) 3999 5519 for details.

- AREEEBERERILBFER  WERRTERATIERNEBER - BE AR AT AL www.chinalife.com.hk %18 & T EFFTARZA - 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.

- MPEIIRABEAEBR AT ZE - — XA BEE - Ifthereis 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)

TEABRE (85 BROERAT GAhEAREANESMARLZ BAERAR) ||I| || ||I|"|I""I||| |||
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{REESRES Policy No.

F—8Mn - REEH
PART | - PARTICULARS OF CLAIM

A. —fi2E ) GENERAL INFORMATION

1 FiEEEE Mobile No.

2 EEp Email

3 HBE WAEER)
Occupation (Compulsory)

4 TEWEER)
Business (Compulsory)

5 BAEBRAR-SHIBEREMFRIBEASTERE? NS FREZFEBATIBRIFERE-
Did/Will you make a claim against any other insurance company for the same incident? If yes, please
indicate the name of insurance company and policy no..

O =2 ves O =no

REE/AS] AT Name of Insurance Company {REBIRHEH Policy No. {REELER R ARPEEEE Type & Amount of benefit

B. EIESMERT FOR HOSPITALIZATION DUE TO ACCIDENT

1 BEINBEEHEREE F Year A Month H Day

Date and time of the accident
L | | | | L | | L | |

A% Hour 3 Minute AM/PM

L 1 | L | | L |

2 EYMEEEEL Place of accident occurred iEHIAEAR Please describe symptoms

3 BIIBEZEERZISFHIE Please describe the reason of accident and details of injury

C. A% {EBT FOR HOSPITALIZATION DUE TO ILLNESS

1 JREERTE Name of illness

2 AHITRE Please describe symptoms

3 BERUIRMEEHBEE Date of symptoms first appeared £E Year

A Month H Day
| L |
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{REESEHS Policy No.

D. Ja%:#18E TREATMENT DETAILS

1 BERKRZZBLEM B/ Name of physician/hospital first consulted for the above condition
B K52 HHA Date of first consultation: F Year A Month H Day

L | L L I} L L |
B2 4 /B2P7 278 K i Name & Address of Physician/Hospital
2  EtEi2AItEs B E RIS /B B 1 Other physicians/hospital consulted for this or similar condition
sk H A Date of consultation: £F Year H Month H Day
L | | | | L | |
B2 /B2P7 278 K Name & Address of Physician/Hospital
E. WHNESHERZEHEFRESZ (LS4 7EIES )CREDIT CARD AUTHORIZATION FORM FOR SHORTFALL COLLECTION (THIS

SECTION IS MANDATORY)

KA EEDBERNHNERBLESERRENEXINRER AN ERABRRIESE - IHREEFEERAATRUTERFFOW
HYEE%E%E‘Z%EH ERRFFALABHBEREZREFBAIZMRA - RASHREL " ZREBHE W THXEHNEEEERER -
MEAR RNV AR EER - P RBRIGEE R (EREBARRERAERER) NN TR SR PR L FIRNER - RREEE T
H éZEf‘mEﬁﬁ}tt?f? EB5 ° If the expenses which the Company paid directly to the hospital exceeds the eligible amount of qualified claim or the relevant shortfall or
expenses is not included in the benefit coverage, this authorization form will authorize the Company to debit the relevant shortfall or expenses from the credit card account
below. The credit card holder must be the Policyholder or the Insured of the Policy. The Company will debit the outstanding shortfall or expenses from the credit card account
below 14 days after the issuance of "Shortfall Payment Advice". If we could not successfully receive the shortfall payment, we will reserve the right to take appropriate actions
(including but not limited to commencing legal proceedings) or deduct the above shortfall amount from future claims, and reject the hospitalization direct billing pre-approval
application afterwards.

BRAYSR : RRAZE:

Cardholder's Name: Cardholder's Signature:

KR ASDEERR:
Cardholder 1.D. Card/Passport No.:

EREEORE:
Credit Card Account No.:

SR-F2I48:
Credit Card Expiry Date:

£ Year BMonth HDay

fSR-EER 1 visa
Credit Card Type*: O Mastercard ==+

R ABEERE:
Cardholder's Contact Phone No.:

FRABRERM%G: e .
Relationship between cardholder and patient: D FREFFA Policyholder

EERAM_LERISE (Please tick the appropriate box) O RERNA Patient

ANEM RANGREFEANREA  EBRLARRZEARENORFEZ MU RERN  UEAREERIEREATINAAL LERFFOMKR
BREERRNER (MEA ) - IWe, the Insured/Policyholder/Claimant, hereby declare that above credit card information provided is complete and true, and agree to authorize and
instruct the Company to debit the outstanding shortfall or expenses (if applicable) from my above credit card account.

RS EBRTEHN Visa REZEIEFR Only accept Visa and Mastercard issued by banks in Hong Kong.

F. AERUIEEERA PERSONAL INFORMATION COLLECTION STATEMENT

AANEPAEICEHBERBAR "PEASRE (8% ) ROBRAST ) WIREBABERER - BEASMRANWEBAERER - oK
https://www.chinalife.com.hk/zh-hk/privacy-policy/personal-information-collection-statement-clio. &=k @ B A SR (89 ) BRHBR AT ZEI - I/We confirm
that l/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.
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{REESRES Policy No.

G. ERAKIZH#E DECLARATION AND AUTHORIZATION

$ZHE Authorization
ANHM - 2RANREFEBNREAN ARAANFHPIEREEZZRA (WF ) EIEE (1) £OEX - ;EMEE - Bk - 257 RIRAsE - ]R17 |
FIH4E ~ BURE0F - SEMRES - BEE AL - NAEHEFEAEEANBEMERREZSRAZERRFE - CHABENE - HURZSERRHE
RRAEZAPEIARRR (085 ) ROABRAS (UTNEE "EAS,. ) ; 2 EASNEOREEZER/HEERIREIN(ERAT - AR ARERFE
BARNREMERNEZZRAETHEZBEIMGE AR - (FRERANEPIERREZZRAZEZENRL - IEREHRANRMZEEAAREZEAR
BHERSN - IISEENFEARBEIEARIERIEUT - IWe, 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 myselflourselves/ 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.
288 Declaration
RANEWBRRER() LRI REENFBER - FAREEAARFRE - MAARANMAE 955 EZE2HTRERN ; AABERMBELR
NEEBREZSENERIIREE | QFRABTMAAFRFLEZEMTER  WSBEILSRFR HERSHY - EATANARELR - HHEA LT ABERHE
HA L ERFERABNER - AT UREE A BEEZ KRB IR ZPE ; QERAFFAHEATREN " ERMNFRERS - UABHEASKER
BEN—ED ; ¢) NERATEXMNREPAEZRELENTOERNBHI/RMZRANSERRIERER - EATEERBABFER E HHEEN
ERRPHRIEEER - MEATREHAFUREREAZRHATEMREMBEENNZSEEZE - SATARUAINRER/HBEATEBNETRE
(BRHEMZRABREFBAHGTEA ) ZENHIBENFHRMAIRAANBRIEFHAFEER  SFEARREUSHEE( EEETUNEER ) -
HARFIERE ZIRE ( EmE AT EREE ) - | HEREBY DECLARE and AGREE that (1) all the foregoing statements and answers to all questions whether or not written by my
own hand are to the best of my knowledge and belief complete and true; | 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 | may have made to any person if not written or printed here. If any relevant persons fail to provide any information requested in this
application form, it may result in the Company’s inability to process and deal with this pre-approval application; (3) neither submission of this application nor the issuance of the “Letter
of Guarantee” by the Company shall be construed as admission of liability on the part of the Company; (4) in the event that the Company has settled any charges not covered in the
policy or exceeds my/our /the Insured's eligible benefit limit, the Company shall have the right to deduct any of such charges from the credit card as specified in part E of this form.
However, if the Company cannot collect such shortfall due to insufficient credit available in the credit card account or for any other reason whatsoever, the Company shall have the right
to set-off the shortfall amounts against the amount due or payable to me/us/ the Insured from this Policy and/or any policy issued by the Company of which l/we/the Insured am/arefis
the Policyholders or trustee(s) including but not limited to any death benefit (to the extent it is permissible by law), dividends or return of premium (for whatever reason).

H. H#ZE(FEZ2EZEZBER1E L E) SIGNATURE (Please DO NOT sign on BLANK form)

ZRA RERFAAN | REA REA
Insured Policyholder / Claimant* Witness

%5 Signature

2 Name

B {8 /7€ @SR AS 1.D. Card / Passport No.

£ Year | B Month | H Day £ Year | B Month | H Day £ Year | B Month | H Day

H #A Date

*REAEZRARESE ARG
*Relationship with Insured/Policyholder
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