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fE IS {E 8 53R CRITICAL ILLNESS CLAIM FORM

{REFFA AL Name of Policyholder Z{RA S Name of Insured fREESRES Policy No.

SRAB1DRE/ ERSEAS 1.D. / Passport No. of Insured

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

R 7T AE R INSURANCE INTERMEDIARY INFORMATION
RBREP T AL Name of Insurance Intermediary

REED T A4RSE Insurance Intermediary Code Ht 4% & 5E Contact No.

L 1 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 |

EZE/AA IMPORTANT NOTE

- EREEAR TEREER. "TRAER. TEMERRE ) R TREBESIRRE ) FEEEEEE - This form is applicable for Major Disease
Benefit, Special Disease Benefit, Chronic Disease Benefit and Continuous Cancer Support Benefit.

- BUERERARSRFER - TAUERNEER  SRARREFBAANREANEEELWAIZEZEZEE - Please complete this form in BLOCK
LETTERS. All amendments should be endorsed by the Insured & Policyholder / Claimant in full signature.

- KRBBXRFAAZ"ARAT .S TEAT ) ZFRMIEPEIASRIECEINEDEBRAE - The expressions “the Company” or “our Company” used
in this form refers to China Life Insurance (Overseas) Company Limited.

- RBEFREBAVEEREARGEFAEANREAER  IFERIRABZIFRERKESBREES N THRNERBRE Z2E
BASZ 2R ZAAE] - Part | of this form must be completed by Insured and Policyholder/Claimant and returned to the Company within 90 days (both days

inclusive) from the date when the Insured is diagnosed with the covered illnesses and has received the initial treatment along with the relevant supporting
document(s).

- MRHRASTN\EIUL  SRARGEFBEAVLEREBERAZRZELRFR  NZRABT/\BUT XEEXRERAREFBEAR
RRAZEEHEEANEREAES - URRANRESAARGEEARER HEZWBUARESARFRAET  WiRHEBAGHERK
B24-25 A - If 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 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.

- REFBBAZEZENBHEKRNT Z4EAEE - The signature of the Policyholder must be the same as the Company’s record.

- RPN ATRITEESWBIAPERL ARFTEAAS S U E - Receipt of this form by your Insurance Intermediary or bank officer does not
constitute receipt by the Company.

- WARTERS - FE BINHOREBP T ABESBRERATE SR EAR(852) 3999 5519 B - HEZMRB KB HFESEEBEMS
HEFREBE M3 RPBEASZKE 24 F18 | FEIRYIMmEHERHE 24 558 FH K KE 35 # - 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, Coastal HuanQing Building, No.24 Futian
Road, Futian District, Shenzhen, China..

- RARTEEEBREMLEPFER  TRRATEARARTEKRNBHER - BEARATAIE www.chinalife.com.hk 218 & M EFEFTARA - 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.

- WMPEIRABTAEBH AT ZE - — B XAR A% - [fthere is any discrepancy or inconsistency between the English version and the Chinese
version of this form, the Chinese version shall prevail.

F(E{RFEEE R BENEFIT(S) TO CLAIMS

[0 & =% Major Disease Benefit [0 #575U%% Special Disease Benefit

[0 2% 5mRE Chronic Disease Benefit [0 s EmEsE126E Continuous Cancer Support Benefit
PEABRIE (59N REERAT (A8 A RATEERAL 2 RAERDT) |||| || ||||||||||||| ||| |||
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability) o

HK-CL-ICLA37/202412-01 P.10f5



{REESRES Policy No.

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

A. Z{RAEH PARTICULARS OF INSURED
1 K5I Age and Sex of Insured
2 W4%EEEE Contact phone no.
3 HEZ (X ZEER) Occupation (Compulsory) fT# (W JBIER) Business (Compulsory)
4 FE{ESBFLERI Type of claim [0 =%={E New Claim [0 === Further Claim
[0 #5#EE= Pending Claim [0 =t/ Review/ Appeal
5 [E%E / HE Nationality / Region
[0 =& chinese O =mus. [0 Efth Others(35 58 please specify)
6 ERIFEEHik({EA) Current Residential Address(Individual)
T City EdZ Country
7 BAIXAHIIL({E A) Current Permanent Address (Individual)
(N B AR A ik (B A ) B mi B it it (B A) ARG - SEEIEHE) (Complete if different from Current Residential Address (Individual))
1 City B2 Country
8 @it Mailing Address
(3@ ik B2 B B R it ik (1B A ) R - SEES LEH#) (Complete if different from the current residential address (Individual))
I City ElZX Country
B. fREFF AE] PARTICULARS OF POLICYHOLDER
(MNZRABREFAABLREA - EHEIEER1D) (Complete if Insured and Policyholder NOT same person)
1 F#RMBI Age and Sex of Policyholder
2 48R Contact phone no.
3 H# (% ZHIER) Occupation (Compulsory) 7% (W EIE ) Business (Compulsory)
4 [E%E / HE Nationality / Region
[0 < Chinese O =mus. [0 = 1th Others(3%5 5ERR please specify)
5 BriEERI{EAN)/ B A= (7248 4) Current Residential Address(Individual) / Current Business Address(Business association)
g City ElZX Country
6 BRIKAMUEA)/ B IZit 7 2 5 % S5 BE itk (R 22 AR 48) (N B B RU B A s bk (B A )/ B R 2 it it (R 2 4R 48) R [E - SER U
1#) Current Permanent Address (Individual) / Registered Office Address in the Place of Incorporation (Business association) (Complete if
different from Current Residential Address (Individual)/ Current Business Address (Business association))
g City ElZX Country
7 @it Mailing Address (N3 R it HEER B AT B A E (AN )/ B AU S it (A2 4B 48 AR - 3EE LE4#) (Complete if different to the

current residential address (Individual) / Current Business Address (Business association))

YT City EIZ Country
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fREEIRES Policy No.

. JRAEY E K ARFAE ) NATURE OF ILLNESS AND RELATED INFORMATION

o

SRAEZTE Name of illness

2 AR E Please describe symptoms

3 BREIRREHHEE Date of symptoms first appeared F Year B Month H Day
L 1 | | | L | 1 L | |
4 BIKZZEBEWZ/ERT Name of physician / hospital first consulted for the above condition
H Day
|

B R>K52 HE Date of first consultation: F Year B Month
|

B2 4 /B&B 2 8 K3 HE Name & Address of Physician/Hospital

5 HEthE2aESBEEMRRELE/BRER Other physicians/hospital consulted for this or similar conditions
k32 H #A Date of consultation: F Year A Month H Day
L | | | | |
B2 /&P 8 K 3 HE Name & Address of Physician/Hospital

¢ BABEER-—SHBMERMEMFRBATRE ? NI - FIRHFMER - Have you claimed! will [0 = ves [ =N
you claim from other insurance company for the same incident? If yes, please provide details. =
REZ/AS]2FE Name of Insurance Company {RESSRAS Policy No. RIEHE R R ARPEEEE Type & Amount of benefit

D. BE#M 7 PAYMENT METHODS

EMNETREERFEE-EBRETNAR - MARBHRETR  BESLBRERZZETSN - UARRES N AEIE - 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 TS BEE1E PAYMENT CURRENCY OPTION ( WNREEHR - FERASLUBHEZE U - If not specified, payment will be issued in HKD. )

[0 ‘ges=us policy Curency [ 38 Hong Kong Dollar

1 BEIARR DIRECT CREDIT

#8472 % Name of bank $R1T4R5% BankCode  77T#®5% Branch Code = [3%45 Account No.
RERBALR(PXY) WERREFBEA/ZRA) IREFBASRREN) WERREFBA/ZRA)

Name of bank account holder (Chinese) (Policyholder/Insured Only) Name of bank account holder (English) (Policyholder/Insured Only)

OO0 sz res

D EEEZAIERTTZERS TRANSFER TO ACCOUNT IN LOCAL BANK
D EEEE Z AU BR B TRANSFER TO DEFAULT RECEIVING ACCOUNT
it

1. IRITRPHBEAVERREFBAIZIRA - Bank Account Holder must be the Policyholder/Insured.

2. WABEHAENBRRTREPEAABRESBAAIRRATABRERNEB AR - BERIBRRLUERBITZERINEL - If there is
insufficient information to identify the ownership of bank account belongs to the Policyholder/Insured or direct credit is failed for any reason, the payment will be issued
by crossed cheque in HKD.

3. MNEEEDL TEEER , S TUZEFX If you choose to receive the payment by “FPS’,
31, TEZR,, REARENBEER/ETHARBINSREE  BEXSE LIRBETHARE 1,000,000 - “FPS" s only applicable to the
payment in HKD or CNY. The maximum payment amount of “FPS” is HKD/CNY 1,000,000.
32. AR ARHEIEEEANRARE{RE - Please note that CNY currency is only applicable for CNY policy.
33. REARAMBL - WEMRINYHESR "EHER , HERFENIRITIRE - BEFIEBOBHIRITER - 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.
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fREESRES Policy No.

D. M AT PAYMENT METHODS

4. MNEED TEIREARMIEIT ZIRS 1 7N If you choose to receive the payment by “Transfer to account in local bank’,
41, BREEFEBEXH  NEBREFEEAUB/IZERIEERBIIRITR/A4E/FB - Bank account document(s), such as bank

card/monthly statement/ passbook with account holder name and account no. is required.
4.2. MEERR BT A RBLIIMNETE - SRITPRIENROIA FBE R EERISR B ERERABITEIE ( 2B )- Ifthe paymentis notin HKD
or CNY, bank charge and losses caused by exchange rate associated with the transaction would be borne by the payee (if applicable).
4.3 MEIRAKT) - HAFEERREXBRERAENRIETBENHIR ( MR ) - 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
BJ 5} https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim & " IBEEE RARFEERFAR 1 *
Please download “Claim Remittance Service Application Form” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-
download/individual-claim
[0 RKREEEZRTEIREMART GREATER BAY AREA CGB CROSS BORDER REMITTANCE SERVICE
TIHR https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim &} "B IS BERRIEHBR (RERAR
BAAXEBEERRTIREEE) . 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 FihER1TE|IARSZT HK LOCAL CROSSED CHEQUE

[0 MEREFZEFR#HPOIREL Collect cheque at Wan Chai Customer Service Centre in person
MREZZBHELHEEFABE  MREBFAAGATRENRE - AIRFENEERAXZN - UHEREFBATRES
HERBXEGREANATE L RIFPOULEISZE - 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.)

0 ses==rEAN)EE 52 MR#E D0 4EE Pick up cheque at Wan Chai Customer Service Centre by authorized person

REBEANEZ BB ER KBABD BB
Name of authorized person Contact no. of authorized person I.D. no. of authorized person
OO0 ®BS=REZEHENMIUL Mail to correspondence address registered in our Company

O @&RcpsT ABEIE Deliver via Insurance Intermediary

O #mazRTHT8Em (5555279 7T) Collect cheque at branch in person (Please state the branch)

#R474317 Branch

3 Hfth OTHERS

BELFEERE FUND TRANSFER TO POLICY
FEEANRE—ERAB TNERNZRE - FIEERERS - I REFSEFFRERZE - Only applicable to inforce policy under
the same payee, please specify the policy no.. The Premium Levy has been included into the Premium Payment.

O

[0 FEZEZZ=E / EEXE UNCROSSED CHEQUE / DEMAND DRAFT
] 54 https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim = & " 45 Bl $EER 75 TLERFA R 1 ° Please download “Special
Payment Arrangement Request Form” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim

E. ZR{EFTEX 55 CLAIM DOCUMENT CHECKLIST

- v B Basic Documents ; ® /IS Additional Documents ; x “R#EF3 Not Applicable

REMBXG(XHMZEEARTRAASTNE BRSO BEE) BEIEE
Claim Document (Documents can be certified at our Company’s Customer Service Centre) Critical illness claim
[0 BT EZUEE T ABERE 1S Part | of this form completed and signed by your good self v
HERBLEIED VREERFERFE _MMHEZEEIREZE Claim Form Part Il - Attending Physician’s Statement to be v
completed by the attending physician
n B8/ X o/ EIIFER AR OEE BRERIERRIRS (WA E) Laboratory/ X-ray / CT Scan / MRI/ E.C.G. v
/ Pathological Reports (if applicable)
REIEASREIBERBIFE(WNRAIR H R EE IE ) Original Policy or Policy Lost Declaration (if unable to provide A
original Policy)
[0 stE ek B R AP (RES 1 ) Self-Certification Form(For Claims) for Common Reporting Standard (CRS) °
O SERARREZEAZSHBIAS(AZEZIEZR) ID of Insured and Policyholder (Certified True Copy) v
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fREEIRES Policy No.

F. AERUIEEERA PERSONAL INFORMATION COLLECTION STATEMENT

ANHEMAEISHBRIAE "PEASERE (B ) ROABRLAS . NIREBEAERER - BRASMRANKERAERNEZR  aR
https://www.chinalife.com.hk/zh-hk/privacy-policy/personal-information-collection-statement-clio "~ &8 a1 S B A SRk ( 5850 ) B B BR/A S ZREY ° 1/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.

G. UZEME A S FEfRE & E COLLECTION OF PREMIUM LEVY ON INDIVIDUAL LIFE INSURANCE POLICIES

ANHEHMEEUE  EATNMRREEEREXRUFENBUREFSBEAMEENEYRERW "RERE . (T8 "8&, ) ASWENEER
SEHBERTZE - REEEERMNILURBRERBES - REAENANRIESRESEEROHBNRESBAAEBNRRUBHESHWER - BE
WEH B BB TEAS(EINRNARATIRME 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.

H. ERAKIZH# DECLARATION AND AUTHORIZATION

2 Authorization

ANEM 2RAREFBANREAN  ARBANHMAKREGERREZZRANB)ZLZEE (1) £OUEE - GEMRE Bk 2 /R
g~ R17 - BURHE - BUTEIPT - sSUE M - ABEA L - NANENEBEETERAANRKMERREZRRAZBRKE - LFNER
Z U BZEERREM BRMRERATBEASRE (85 ) ROBIRASE (UTEHE "E/8, ) ; (2 SEATNEAEEEZEEH
PEEGESNLEM - IRAREPBERNFMERRNEZZRAETAZZERIGE R - FRERANRMAERREZRR
AZREIRT - IEREH RN M ZERAREBZAEBNRS - ILERESNENAREEXIIEESHA -

| /\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.

2 BA Declaration

ANEHM  SHRANREFBENREA  ELBRRES(N) LM —UERLKEBNFAEERE  CHEaANKMRFAE - BAAFMAT
HEE  HMRABEZEHUBRER ;, AA/RMPEMERMNETMO—EREEE  AANBRMEERESEELRPFERLHRB ; QFAFHM
R AFREL 2R - BREAPHFR HERSEERE SASIRRMAESIN - EATIAAERELNR - EHBEA T AR HEAAR
BERMENER - SATURERILAEEZREREARESRE | QFANESEHBUEES QNS AERALOSERRAN/EEREIFRHA
IEEERMERNEREE OANSERBBEETIEL  REREHE  BEREBERIEREN ZER - RENATERERN
178 -

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. MEGEEZHRIE LEEE) SIGNATURE (Please DO NOT sign on BLANK form)

SR A (FH 18 BRELLLE) REFBA | REA RiE
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

%5 Signature

2 Name

B {98 /7E B 5RHS 1.D. Card / Passport No.

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

H #f Date

*REANESFEANRERB ARG

*Relationship with Insured/Policyholder
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