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BB B 1 B & Fig B & 8 553 GROUP HOSPITALIZATION & SURGICAL CLAIM FORM

{& =2 %8 Name of Employer EIB2{REESRES Group Policy No.
BRERFHIRESEHS Policy No. in claim sequence: {REHAERI Type of policy
1, O @A individual policy [ EIE2{REE Group policy
2, O ®ARE ndividual policy O =meez=s Group policy
3 O @A individual policy [ EIE2{REE Group policy

{REEDP 77 AE Rl INSURANCE INTERMEDIARY INFORMATION

{RBE D /T ALEZ Name of Insurance Intermediary

{RER D /T ALHS Insurance Intermediary Code Hét 48 E87% Contact No.

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

EZ’AX1 IMPORTANT NOTE

- BUERERARSRFR - HUERNNAENR - BEHREREALAEERNUEZEZIFE - Please complete this form in BLOCK LETTERS.
All amendments should be endorsed by the Employee /Patient /Claimant in full signature.

- ABBERTAZ "ARAT, 3 TEAT ) ZRMIETBEASRRE (B ) BRHDBRAT - The expressions "the Company" or "our Company”
used in this form refers to China Life Insurance (Overseas) Company Limited.

- BRRE—NIFEEFEMA - One form for one patient only.

- BRBNWAREEREB/REATLREAFMEN T RAEREBUWIR EAFERE AT - BEARFIGAEEHE - This Claim Form
must be completed and returned with all the original receipts to the Insurance Company by the Employee /Patient /Claimant within 90 days after the
discharged date or surgery otherwise the claim will not be processed.

- RELRES  EENWENBEBRREZSAPELR  NHREA T\ BRI LZREE  FEHEREVEFNBERREZAPHEE - U
wmEAT\EMUT  KPEBFREHESEENEZ - If the Patient is Employee, the Employee must complete and sign this form by his or her good
self. If the Patient is at or above age 18 covered dependent, the Patient/Employee must complete and sign this form by his or her good self. If the Patient is
under age 18, this form should be completed and signed by the Employee.

- NEERERBGREARER HEZNBURARBERSABRRFRNET  WiRHEEA%FERKEEER - Inthe event that the Employee/Patient
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.

- RSN AWRBKPFERIARRARASTEULE! - Receipt of this form by your Insurance Intermediary does not constitute receipt by the Company.

- MAEIER - FEENFRRP N ARSI RER AT TP RHE4R(852) 3999 5500 B - HXMERRFIBEX BT EEEEFE
EFEIMIRETEASAE 24 718 | dEFRYIHEHERBE 24 588 FIREKE 35 12 - Ifyou have any queries, please feel free to contact
your insurance intermediary or our Customer Service Hotline at (852) 3999 5500 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.

- APEEEBEREMILRFR  WEBRFTERNATERNBFER - FEARAT AL www.chinalife.com.hk 218 & T S &= FARAE -
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.

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

R{E{RFZH7I BENEFIT(S) TO CLAIMS

[0 Bz Hospitalization [0 P922/8 /I Clinical / Day Surgery

[0 ABRATPIE Pre-hospitalization outpatient consultation [0 &% E2 Posthospitalization follow up consultation

O 2R Matemity Benefit 0 &E3RE-£BRE Flexible Spending Account - Maternity
FEASRE (85N RBBRAT (RPEARKNBEZMALZRHERAE)
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability)
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EBSREESRHE Group Policy No.

—Hia - REEN @RS/FE/RENEER)
PART | - PARTICULARS OF CLAIM (To be completed by Employee /Patient /Claimant)

A. {EE/%"&E & INFORMATION OF EMPLOYEE / PATIENT

1 {ES 3 Name of Employee fRE T B (ANIEIE E) Name of Patient (if other than employee)
th3Z Chinese th3Z Chinese
&3 English &3 English

2  (EEB{:E/EBRS LD, Card / Passport No. of Employee R B 3% /FEBIRES 1.D. Card / Passport No. of Patient
L e

3 "B BZ{R{ESFRI% Relationship with Employee

B. —fR &l GENERAL INFORMATION

1 R{EPFEHH Type of claim [0 &%= New Claim 0 === Further Claim
[0 & 3RB&2 Pending Claim [0 =it/ % Review / Appeal

2 FEREER—-SHEEHMEFREATRE?MZ - EE?EQ-‘&%%%FE‘E’\EJ%?ﬁ&ﬁﬁ?ﬁﬁ% Have you made a claim against any other

insurance company for the same incident? If yes, please indicate the name of insurance company and policy no. O2Yes O&ENo

RER/AS)BTE Name of Insurance Company {REEIRHEH Policy No. RIE4ERI K88 Type & Amount of Benefit
3 EEHREOIEAIZERZA Request return of certified true copy receipt(s) OO 2ves O =no
C. AE4%MERE FOR HOSPITALIZATION DUE TO ACCIDENT
1 SIMEHMRKE Dateand time ofthe  4F Year B Month  H Day F&5 Hour % Minute  AM/PM
accident

L 1 1 | | L

2  EYMEEMBARASIB Location and details of the accident

4 IBEBIRE?ME - FIRHEE N Did you report to the police? If yes, please provide information
EZ 3 Police Station TEZ2 4R 5% Case Reference No.

O 2 Yes O &N

it B EERRE/RBRRINEE/OHRE BB ERER A -
Remarks: Please attach a photocopy of the Police Report / Traffic Accident Report / Police Statement / Alcohol Test Report.

D. AR {EPREK1EZF1li FOR HOSPITALIZATION OR SURGERY DUE TO ILLNESS

1 FRHEISRE Please describe symptoms

2 BRERMEBE Date of symptoms first appeared £ Year A Month H Day
L | | | | 11
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EBSIREE SRS Group Policy No.

E. JA%¥15 TREATMENT DETAILS

1 BRKZZBEHZ/ERR Name of physician/hospital first consulted for the above condition
£ Year A Month H Day B&4-/Ba P /72 B % 78 Name of physician/hospital/clinic

L | | | | L | | L | |
B2 /B /52 FTiislt  Address of physician/hospital/clinic

2 EEARIMZFINBESEN / HitZ2EILRSBERLERTAEESLEE R The doctor who referred the insured to hospital or clinical
surgery/ other doctors seen for this or similar past condition
F Year A Month H Day B4 /B&R /52 Fl % 18 Name of physician/hospital/clinic

L | | | | L | | L | |
B4 /BeP/R2 BT it Address of physician/hospital/clinic

3 ABg/Z{fi B &8 Date of admission or surgery it B B 48 Date of discharge
£ Year A Month H Day £ Year A Month H Day

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

F. RIEFRE XIS E CLAIM DOCUMENT CHECKLIST

- v B Basic Documents ; @ FANSZH (#N3EA) Additional Documents (if applicable)

- MBERE  ARIREBENRBHIEASMGSEMBE T XEH/ERIAIRER - Our company reserves the right to request for original documents or other
supplementary documents / information if deemed necessary.

- IEARXXHEAERB - No original documents will be returned.

RIEFTHR X (XHZBEEI AR TR A AT NE F IR D O H3E) =S
Claim Document (Documents can be certified at our Company’s Customer Service Centres) Hospital Benefit

O BB TEIZUESIARBBERE IS Partlof this form completed and signed by your good self v

O Bxrz24cEsitEESREN Y AREBERS I Partll of this form completed and signed by attending physician with chop v
HAREZE 2 BRI R R EEEPEIAERNEEEREIEEE N B R 2 EMk)

J  Copy of discharge slip/sick leave certificate/medical certificate with clear exact diagnosis (applicable to hospitalization in hospitals under v
the Hospital Authority of Hong Kong)

O e/ 32 (8 FE R o B 1S A B8 B 2 15 55%) Copy of discharge summary (applicable to hospitalization in Mainland China hospital) v

O EkrEEUE R EBREERPANZRIEZ Original hospital receipt and statement of account v
B HARE 22 BRI R EEIA (W mIERE - RIMS  FEFFR/ERERMENERES  VEBRS - BE

O RBER X S3RES) Copy of diagnostic 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 EtiRe AT agE s ErRA 874 Copy of settlement advice from other insurers/ parties o

O =tiReASaEss s 2 g% B E7 Certified True Copy of receipts issued by other insurers/ parties )

G. WELESRERZ ERFRES (FREFEERHBFiN/EREMERERLFERIAS)
CREDIT CARD AUTHORIZATION FOR SHORTFALL COLLECTION (THIS SECTION IS MANADATORY FOR APPLICATION OF GROUP DAY
SURGERY/ HOSPITALIZATION DIRECT BILLING SERVICE CASE IN HONG KONG HOSPITALS)

MPBASE (B ) ROBIRAS (UTEE "ART" ) EROERXNNERBLHEERRENENIEELE  NAREZHRNERABNRIZEHE
IEREEFEERAATIRUTERFFPOWNERERNER - EAFEFALERERESHRE - IRKLERRHEREZR  A2TRNEL "E
ABMSE ) WHUXEEBNERFTTININAMESEREHR - Ifthe expenseswhich China Life Insurance (Overseas) Company Limited (hereinafter called “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 below credit card account. The credit card holder must be the Employee /Patient. If there is shortfall after claim
adjudication, the Company will debit the shortfall amount from the credit card account 14 days after the issuance of "Personal Payment Breakdown".

RBRAYSR : BRABEERIRER: BRAEZ:
Cardholder's Name: Cardholder .D. Card/Passport No.: Cardholder's Signature:
ERFEOMRE: ERFEIEAA:
Credit Card Account No.: Credit Card Expiry Date:
BRABHEER:
SRRER* O  via Cardholder's Contact Phone No.:
Credit Card Type: O Mastercard msiz+ RITRIE:
Name of Bank: %FYear | AMonth | HDay
= 51 2814
h-E_AE—iJ_ﬁ%‘EE% _ O &= Employee
Relationship between cardholder and patient D ) )
EEEEEAMLERISE (Please tick the appropriate box) RERN Patient
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EBSIREE SRS Group Policy No.

GC. WN=BHERZERAFRES (PREEERERER OBFNEREMNERBARLFERILAERS) (8)
CREDIT CARD AUTHORIZATION FOR SHORTFALL COLLECTION (THIS SECTION IS MANADATORY FOR APPLICATION OF GROUP
HOSPITALIZATION/ DAY SURGERY DIRECT BILLING SERVICE CASE IN HONG KONG HOSPITALS) (Continued)

ANEM - EERE  ZBEPLARTZEARENGASEZ2HUERER  TEASKRERERPEAS (85 ) ROBRATUAAL LERF
FOMBRERERNER (NER )-

I/We, the Employee/Patient, Hereby declare that above credit card information provided is complete and true, and agree to authorise and instruct China Life Insurance (Overseas)
Company Limited to debit the outstanding shortfall or expenses (if applicable) from my above credit card account.

RESHEBRTELMNVisaREEZEE Only accept Visa and MasterCard issued by banks in Hong Kong.

H. B AERIUIEERR PERSONAL INFORMATION COLLECTION STATEMENT

DEIASRE (8% ) ROHABRAS (RPEARKMBEGEMALZZRNBRAS )( FEART ) HARE (BAER (FARR ) 156)) TREAZER
WL - FA  BENEAMRANELR - XAATERRTANERNBENWERABR - WRIN—IINEITTHIER - BEAASFAFEAZR
EMEM - ARTBRN—IWEL TSR - BEEAABRNZEY  RERBERERNZERSIIMEBENS - MRS TERBEABERNER -
B IHEAE ﬂtﬁﬁﬁiﬂ %Jiua/ ﬁﬂ%%TKHIQTkT {FTENEAER - RATORERERHE N ERNER - ERIRT -
ERKEEAERNER (KRB ) "F§Uﬂ ZitEAM TR

KRBT ?‘EK’A\TEHW NS K’ATEHH‘%“’\T Lﬂiﬁ’ATE’J!’A\T SATEUMBAS - BATETHEAT - KRGS P

BIASRE (£8 ) AREERZAT ( "AATREBE" BIFERRERE)-

B : AR FNHALECAE THNEAZRMENIAR

1. EENEN  REMNEFEART  AATREBASNARIMEmESERENER / RS (2RI AEEREENMEREAZR &0 ). MR
Rt #55  EENRFRSER/RY

2. EENFEENUAAIRALTEMLNER / RERENEMRFIEK ;

mE MRHEERE(SFREANRRERGAN / EREERB)RPTEBSRENRE - SFEAMRIIBM - Bol - #F - ## - EHIKE ;

MARTM / HARSREE S RENETER / REMEARE PREMRES RO - #HHETHEMRBLREN - HZFBEMSRE THEMER

BANEURBAEFNEAEN  SEHRMETRE ; MREATNBLERETS (EnSEEMILPAMBRENRERR ) FARNEN ;

B PR BEK ;

BAREN | HARRTREBSRANER / RENSERENER | R

BAREM | HAREEEETS - SHRBTHEIERNESH BN B BNETHHIBENE

ERABIAMIINETEN  BARIABHFALAF N ERANEAERETRE ;

mELSMERACHEE - RAWBHERE - RA - RE - BBEFRISIESIER - NHEEBNEBLSNE M HE S E B A EEE B A

RETRE ;

10. ETBN / NERZEN / HEBBU ;

1. HRERRNTFEBZLERREIEMARE ;

12. B N ERRIHANEARPNAZIARKE B X HTHMER ;

13 RBE12E (RBKRE) FEFBMBIRFERNRE - ETHENEREEER ; &

14, B PO ENERERNEM B -

EAERMNZE . EABSRBEFURE  BEETEMERZREXWARET  IBET .

1. EURATIREETT ;

2. BARTM / HAREREE S RENEAER / REMER T HE MRERN - IEMSRETHNETRERBNEYAL ( 2EMARESMN
RERELT);

3. BARTM/HALTEMASAREER / RENVELURE XEBAFE=7  @FEUBREAT - RPN - EESERRT - BREEHE
TR

4. MEBEEBRAORATMN / NAASEB T RMTI - 5ilf - BUREE - B - B - XY - BB - EFPORE - EREBERBHAEMR
BHREARE - ZBFHE=F ;

5 BBIWERTERNSEE TEENEMAT  FIMMEAS - EEEREES (EHREXERWERLT ) BRRIRAT ;

. AATENTEBNEOERNIZZNFEAN ZFH - SREFRBHE ;

7. HUEREEFE RAEFFKIOERE - RA - R/ - EBEFRIES IZKIBEAATMN / AAATEM S D EFLIKENEAEFAEFREtMEE

WEFSSEERE (KB ENERNZE—PERXTHMEAEEENBUFSPISEEN BT EEHE ), &
HOERRBHRBEBNTERTNHE ;
TR REEERRERNNAL - MtMHREEEGERTEEITRRIRFFRB R Z IE/E?Z“THTE‘E\%D@EWE}\EH REEEA - KBNEL ; BE
BEeEEAL ; Bt SEtA0; MIBERRE ; 260 ; EGHAS  EtRIR AT (EREEEY  NEBBMHEIFFASN AR PIEZNEMAL ); N
RIEEMIRAEERMBFMRHENERMEEATNSEN BB ERELCH ( REEEE )-

B TWEABERNTESRMA LHET—75 (ZHUBEUREEREANIRI ) MRnsS - B NERRE THNENBEEZEEER -

B TNWEABERFER EXPREN—ENZEEHEENMKZE - IRERA QIR EEREHENMERAE FTHEABRNER - B2/ N XX RE
e B m EREAZR G -

B

© o N oo
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EBS{REE SRS Group Policy No.

H. B AE R U EEEERA(48) PERSONAL INFORMATION COLLECTION STATEMENT (Continued)

AERRHEBNMERBAER : KAATHTE :

1. BERAQTIARFANE FTHWER  BEER  ENBRBNESER - KSBRANTS - MBESMRTEBUETEREH ;

2. ﬁfﬁ/\ﬂ C AP ANAASHE RS ER A O ERE T IERINERMRFETERREH (R RMUES  EPgEEERE):

() fRk& - % - R1T  MEEE - %EW%?IJ C1RE - TRIRT  ERR  /BFURBEERNR ; &

(b) E?ﬁ@ﬁﬁ - RERER B REEE - SEEEERNR

3. t?ﬁ;‘éﬁ%ﬂﬂﬁ%ﬁ%ﬂﬁﬁmm“aﬂ / B REIEB R

() EHAERASIEEMT ;

(b) BE=FFERIHEE ;

() RHUAXEHNE 2 RAVIINERKBRBHNAAT - RASEBAEMARSBE mESIEBE

) F=HRE ZFHNEEBEINEMRE R

(e) XEARATAATU LPREIHABIRHAERMNES 2 Exﬁﬁﬁ\JE’J;—u‘:l':&HE?%E’J%%BHE%%%%#% ;

4. TEBREZEBEZROQOAQTN / AAASTBEBSRETH - &Kilv - BUBERE - Bl - BhE - 2T - BFEW - SREPORE - BEEEHFHRBIEM

REEREMRIE - FEEXE=F ;

5. BEBIWER T EREEE NEHENEM AT - AR AS - EEEREEN (EHREERNERT ) BRIXRAE ;

BTN oBERERS T A AT ERERE TWEABR RREH %a% AFEREHARNEE  MALIBEANMNELERNIBER M FLERZEE

EHEEREHAR - B TORBEBE M TALATNEER - BHERATNEABRHRELE (HBE2HETX)-

BABERMNERMELE : R (BAER (AR ) 1K) BTAEERALIZEFAR THEAER - EIEHAAERENER - DURERAAT

BEBAERNBERER - B N EUUEXRARTENE TR QSAFEAERNELS -

ERNMEENER  HAEREINESK - ERAMEHNENBENERN - SEMNEETR#E

BAERREEE

PEIASRE (8% ) BROHBRAT

BEEHEHEFEMIRIEASZAE 24 12

EE5E © (+852) 39995519 {HE : (+852) 2892 0520

AR AEMEEETUEREAERNERNGEER -

China Life Insurance (Overseas) Company Limited (incorporated in the People’s Republic of China with limited liability) (the “Company”) recognizes its responsibilities in relation

to the collection, holding, processing or use of personal data under the Personal Data (Privacy) Ordinance. Personal data will be collected only for lawful and relevant purposes and

all practicable steps will be taken to ensure that personal data held by the Company is accurate. The Company will take all practicable steps to ensure security of the personal data

and to avoid unauthorized or accidental access, erasure or other use.

The provision of your personal data is voluntary. Please note that if you do not provide us with the required personal information, the Company may not be able to provide

your requested information, products or services.

In this Personal Information Collection Statement (“PICS”), the following terms shall have these following meanings:

“Our affiliates” means any subsidiary undertaking of the Company, any associated company of the Company, and parent undertaking of the Company, any subsidiary undertaking

of parent undertaking, any associated companies undertaking of parent undertaking, for the avoidance doubt, undertaking within the group of China Life Insurance (Group)

Company (“Our affiliates” shall be construed accordingly).

Purpose: From time to time it is necessary for us to use your personal data for the following purposes:

1. offering, providing and marketing to you the products/services of the Company, our affiliates or our co-branding partners (see “Use of Personal Data for Direct Marketing Purposes”
below), and administering, maintaining, managing and operating such products/services;

2. processing and evaluating any applications or requests made by you for products/services offered by the Company and our affiliates;

3. providing subsequent services (including but not limited to health inspection / management) to you and administering the policies issued including but not limited to additions,
alterations, variations, cancellation, renewal or reinstatement;

4. any purposes in connection with any claims made by or against or otherwise involving you or other claimants in respect of any products/services provided by the Company and/or
our affiliates, including investigation of claims; detect and prevent fraud (whether or not relating to the policy issued in respect of this application);

5. evaluating your financial needs;

6. designing new or enhancing existing products/services of the Company and/or our affiliates;

7. conducting market or actuarial research for statistical or similar purposes undertaken by the Company and/or our affiliates, the financial services industry or our respective
regulators;

8. investigating any data held which relates to you from time to time for any of the purposes listed herein;

9. meeting requirements imposed by any applicable, present, existing or future law, rules, regulations, codes of practice or guidelines or assisting with law enforcement purposes,
investigations by police or other government or regulatory authorities in Hong Kong or elsewhere;

10. conducting identity and/or credit checks and/or debt collection;

11. carrying out other services in connection with the operation of the Company’s business;

12. sending out administrative communications about any account you may have with the Company or about future changes to this PICS;

13. performing relevant due diligence procedures in accordance with the Common Reporting Standard (or Automatic Exchange of Financial Account Information) as set out in the
Inland Revenue Ordinance (Cap. 112); and

14. other purposes directly relating to any of the above.

Transfer of personal data: Personal data will be kept confidential but, subject to the provisions of any applicable law, may be transferred to:

1. any of our affiliates;

2. any person (including private investigators and claims investigation companies) in connection with any claims made by or against or otherwise involving you in respect of any
products/services provided by the Company and/or our affiliates;

3. anyagent, contractor or third party who provide services in connection with the product/services provided by the Company and/or our affiliates, including any reinsurance company,
insurance intermediary, fund management company , health management institution or financial institution;

4. any agent, contractor or third party who provides administrative, technology, data processing, telecommunications, computer, payment, debt collection, call centre services, direct
marketing services or other services to the Company and/or our affiliates in connection with the operation of its business;
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EBSREESRHS Group Policy No.

H. B AE R U EEEERA(48) PERSONAL INFORMATION COLLECTION STATEMENT (Continued)

5. other companies who help gather your information or communicate with you, such as research companies and credit reference agencies or, in the event of default, debt collection
agencies;

6. any actual or proposed assignee, transferee, participant or sub-participant of our rights or business;

7. any government department or other appropriate governmental or regulatory authority (which may be further transferred to governmental or regulatory authority of certain other
jurisdiction(s)) to whom the Company and/or our affiliates are requested or required by any applicable, present, existing or future law, rules, regulations, codes of practice or
guidelines to make disclosures;

8. any financial services provider industry association or federation;

9. any person preventing and detecting insurance fraud, who may collect and use the personal data only as reasonably necessary to carry out the purposes of preventing and
detecting insurance fraud: insurance adjusters, agents and brokers; employers; health care professionals; hospitals; accountants; financial advisors; solicitors; fraud prevention
organisations; other insurance companies (whether directly or through fraud prevention organisation or other persons named in this paragraph), and databases or registers (and
their operators) used by the insurance industry to analyse and check information provided against existing information.

Your personal data may be provided to any of the above parties who may be located in Hong Kong or outside of Hong Kong, and in this regard you consent to the transfer of your data

outside of Hong Kong.

Transfer of your personal data will only be made for one or more of the purposes specified above. For our policy on using your personal data for promotional or marketing purposes,

please see the section entitled “Use of Personal Data for Direct Marketing Purposes”.

Use of Personal Data for Direct Marketing Purposes: The Company intends to:

1. Use your name, contact details, products and services portfolio information, transaction pattern and behaviour , financial background and demographic data held by the Company
from time to time for direct marketing;

2. Conduct direct marketing (including providing reward, loyalty or privileges programmes) in relation to the following classes of products and services that the Company, our affiliates
and our co-branding partners may offer:

(a) insurance, annuities, banking, wealth management, retirement plans, investment, financial services, credit cards, securities and related products and services; and
(b) health, wellness and medical, food and beverage, sporting activities, memberships and related products and services;
3. The above products and services may be provided by the Company and/or:
(a) any of our affiliates;
(b) third party financial institutions;
(c) the Company, our affiliates and our co-branding partners providing the products and services set out in 2;
(d) third party reward, loyalty or privileges programme providers; and

(e) external service providers supporting the Company or any of the above listed entities in providing the products and services set out in 2.
4. In addition to marketing the above products and services, the Company also intends to provide the data described in 1 above to all or any of the persons described in 3 above
for use by them in marketing those products and services;
5. The Company requires your written consent (which includes an indication of no objection) to use and provide the data to the third parties as set out above for any promotional or
marketing purpose.
You may withdraw your consent to the use and provision to a third party of your personal data for direct marketing purposes at any time, and thereafter the Company shall, without
charge to you, cease to use such data for direct marketing purposes. If you wish to withdraw your consent, please contact the Company’s Personal Data Protection Officer (details
below).
Access and correction of personal data: Under the Personal Data (Privacy) Ordinance, you have the right to ascertain whether the Company holds your personal data, to correct
any data that is inaccurate, and to ascertain the Company's policies and practices in relation to personal data. You may also request the Company to inform you of the type of personal
data held by it.
Requests for access and correction or for information regarding policies and practices and types of data held should be addressed in writing to:
The Personal Data Protection Officer
China Life Insurance (Overseas) Company Limited
24/F, CLI Building, 313 Hennessy Road,
Wan Chai, Hong Kong
Telephone: (+852) 3999 5519  Fax: (+852) 2892 0520
The Company have the right to charge a reasonable fee for the processing of any data request.
BIARAE . KA / HPRBANEMACHEELRBWEBEABTRER (KB ) KA/ BV ILHERERRASRE R BRERNBE RN
WEAER - EFESEEREZENERMEHRAA / HMANEAER - KA/HKMPAENSELPERHE=7EK (N8 ) IENEE - KA / KM
ERLEABRSABRPAIL Z BB AN / RFANEAERBEEEBIZIMABEIRPILAEE AR -
BERT  FRUTRZENERS  LURB TEE - EE TARRREBE SEREHENMEREAER SOAIDEZEEHE 2 BNMERMEHET
WEAER - BEUTAEELE TV, 5 -
Declaration and authorization: I/We acknowledge and confirm that I/we have read and understood the Personal Information Collection Statement (‘PICS”). 1/We hereby give
my/our acknowledgement and agree to the use and transfer of my/our personal data by the Company in accordance with the PICS, including the use and provision of my/our personal
data for the purpose of direct marketing. I/We have obtained the consent to provide the third party information (if any) in this application. I/We acknowledge and consent to the transfer
of mylour personal data outside of Hong Kong for the purposes and to the types of transferee as set out in the PICS.
Important: Please indicate your agreement by signing on the space provided below. If you do not agree to the use and provision of your personal data for direct marketing as set out
in the section “Use of personal data in direct marketing”, please tick the box below.

O xx/ HAEAEERBEU LWERBABRER( 2F SEREHENMERBEAZR 27 ) REEREZBNMERMREERA / HMAWEA
Bt TARZRWETERREEREMR -
|/ We do not agree with the use and provision of my / our personal data for direct marketing purposes as set out above in the Personal Information Collection Statement (see
“Use of personal data in direct marketing”) and do not wish to receive any promotional and direct marketing materials.
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|. EFEIZR(EEH DECLARATION FOR ELECTRONIC RECEIPT

O xamm . eEszzEARERIERER Y EF=HAE—IE - HR2FERIDEERERKDUE B S % b BEEALE -

I/We, the Employee/Patient/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.

ANEM - BENREB/REATNBEREFREREATN  MZERNBREKZRERMEY  WREEMRMBASNEBETEERE -

I/We, the Employee/Patient/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).

KANEM - BEREBIREANEGEN LGBIAANIEE  AARBREEQIMZERABRERZ 22 EEE  WEIERH 2 —tIEEEE -

I/We, the Employee/Patient/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. BAAK IS DECLARATION AND AUTHORIZATION

EHE Authorization
ANEM BEHREBREAN  KEANEMERREZZERA (NA ELEE (1) HEEE - MR8 - Bk 2/ R®aas -
ERIT - BUTHEAE ~ BUSEBFY - SUE %48 - B A T - NHES BB ABRANHKMIERMEZRRAZEERE - LiRsiER
EF  POBZEERNREM BMEEBRAPEASRECBINRHBRASE (UTEE "E2Q8.),; (2 SRS AUEEE 2 BE/#HE
BERESIERT  dMAREFFERANRMERAEZRERANETHR ZBEIELOAE - (ERBEZANEMAERREZS
RAZRRERARN - ILIREH AN RMPZEZXAREZEABRBARA - WIREENFHARAFARERENA -

I/We, the Employee/Patient/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.

E2HA Declaration

ANEM - BEMFEBIREA  ZUHEBRARER() LA —VRAKEENMAEEE  AREEaANRMBFRE - AN FFEIFT
B ARBEZZHUEERN ; AANRMABBMARNEMA-IEEEEE  AA/RMOEBESEEARADRER LHRA ; QERAFHKM
M AFREL 2 AIERR - FREARRFR HESHE REEATBRNAEN - EASANEZELIR - EHBEA T ABERMHED

KREBFRFIFBNVER - EAS0REEAREEZRERARESRS ; QFANESERANLEEE AT AERAOSNERENEEFROERE
HAFEERMERWEREE, OXANESERBBERMESX  RERERE  EERERBARERAERN ZEHR - RENATE
FrEEERITE -

I/ We, the Employee /Patient /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.

K. #E(FEEZ B RS L% E) SIGNATURE (Please DO NOT sign on BLANK form)

REMIEZRESR 18 B

=] I _E) Patient (if other than *REA RiE
Employee employee and aged 18 years old *Claimant Witness
or above)

%5 E Signature

%2 Name

BRFEFEIR5REE 1D,
Card / Passport No.

F Year | HMonth | HDay | & Year | A Month | HDay | £EYear | A Month | HDay | £E Year | B Month | H Day

H #f Date

*REABRER %
*Relationship between
Claimant and patient
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EEMD - TEBLEHRESE BmIvBLER  MAERHSRAREREAREABTERE
PART Il - ATTENDING PHYSICIAN’S STATEMENT To be completed by attending physician at the Insured / Policyholder / Claimant’s own
expenses.)

A. 75 AE 1] PARTICULARS OF PATIENT

JRALR JRAEHR /MR / RAS 378 /RIS
Name of patient Agelsex of patient 1.D / Passport No. of patient

B. i2)A& 1l CONSULTATION DETAILS

£ Year A Month H Day

1 WAZEBEIEIROIEWZE We can trace the medical record of patient back to / /
2 BHREIRFEESEIMNE4 B EB Date of the accident occurred or symptoms first appeared / /
3 WABERBRLRIEZKEZ B EHA Date of first consultation for this condition or related illness / /
4  WAREBZHB(RBERREERE)Date of last menstruation (Only applicable for maternity benefit) / /

5 BRI EREZIEZEIRFITRIE Please describe the symptoms and complaints at first consultation

6 WMEEBIMERR - FFIREEINENE For hospitalization due to accident, please provide accident details

7 RASEHEMEBLEEN ?ME - BiRMHBEZEZ Rt Is the patient referred by other
physician? If yes, please give the name and address of the referring doctor.

EAEEEYEE Name of the referring doctor EABEAMIUE Address of the referring doctor

O 2 Yes O &N

8  :2Hf Diagnosis B PR %R 5 $E 4% S ICD 10 Code

C. EFR K F1igE 1l HOSPITALIZATION & SURGICAL DETAILS

1 EBPBR/EZFR& 18 Name of hospital/clinic F Year A Month H Day
N == l=F | /
Date of admission/day surgery
HbE HEA / /
Date of discharge | |
AFEREEFRRYEES
Period in Intensive Care Unit / /

2 F{liE R Surgical Procedure Details =iy H £ Date of surgery / /

1728 Name of the Surgical Procedure BEARISMIEE4RME CPT Code

3 ERIFiNEBZEE BEREER AEEAHBER L RIFM1E 2 B2 IRESTE Treatments, investigation procedures, results,

and/or any complications during hospitalization/surgery and post-hospitalization/post-surgery follow up plan.
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C. xR FiiE® (48) HOSPITALIZATION & SURGICAL DETAILS (Contlnued)

4 WAEARB/FiEE=—EHSEMILERERABEIKZ ? A - FRHMAERFS -
Had the patient been treated or consulted for this condition in past 3 consecutive months prior to hospitalization/ undergone surgery? If yes,
please provide details.

O =ves O &no

B24 952 Name of the physician BE[RZ % Name of hospital
S HE Treatment date JEERETE Treatment details

5 RABEREREABERIM ? M5 - FFIASMNE RIRE 2 HEAREFRE - Has the Insured taken any home leave during the hospital
confinement? If yes, please state the starting and ending date and time.

D. B F 25 %S R PROFESSIONAL COMMENT

1 ZRRBE - AERERBHNA) SEE LZHEEEAGMESERTREELEEER?
Were the treatment(s), the medical test(s) and the length of stay in hospital (if any) directly related to the current diagnosis, and were medically
necessary and recommended by you?
O=2vs O &N

NE - FEFL. If No, please provide details (#: =& M AZEK{ERT? E.g. Was the hospitalization requested by patient?)

2 ZBERFHIEBEMZ | BREFMiD/0#E1T? Can the medical test(s) and the operation procedure be done on an outpatient basis / at day
surgery centre?

O=ves O&No

ME - FHERIRKER - FEERIERRERRFMIRIFEEI (S HHE): If No, please indicate the clinical risk(s) , medical reason(s) for

hospitalization and current Health Status (Co-morbidity) :

3 FiiiREWBEEZBRMEET #1T? The surgery could only be performed under general anesthesia?
O=ves O &no

WMFMHEER T MERETT - FA5EABEBREE For surgery under Monitored Anesthesia Care, please specify the reason for hospital stay.

4 RBRBE . AEREREEFZEZMEE Isita case of emergency?
O=vs O &N

M2 - FBEFIIREREE Please provide details:

5 RBRAEFZEZE(NEREE  FR)EMERER REERZHRIE - FE)EBEFEMBRERM ? M2 - FiRHAMZEEH
RAEEREE - Is the condition (1) a recurrent episode or (2) a complication of any chronic illness/ major disease or (3) related to any previous
conditions? If yes, please provide date of diagnosis and treatments details.

O 2 ves O &no 5278HE8 Date of diagnosis/treatments  4F Year A Month H Day
B (BIEZ A E /B R4 R) Details (including diagnosis/ treatments/ investigations and results)
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D. BN ZE %S R (4) PROFESSIONAL COMMENT (Continued)

6 RIEE®ZIRZAERE What is the underlying cause of such illness?

7 ®IETERI R 1882 2 Ol A The prognosis of the condition and any possibility of having a relapse?

8 BELBREERAMZINR - Is the illness associated with the following?

[[] %X 4% Congenital condition [] =% self-infiicted injury [[] F&=i4E5 Infertilty or sterilization [[] #5935, Mental disorder
ERZESLANE Abuse of drugs or [] 145 Venereal disease [[] #RHBIE Corrective aids or [] &&/%%& Rehabilitation/
alcohol treatment of refractive errors convalescence

[] =% 4% Cosmetic or [] 5B =% Develop-mental [ 24kl iEEh/55%) Hazardous  [[] 3E1E 1 %5% Hereditary condition
plastic surgery abnormality sport / activity

[] —#58ets/BhaEsT Body [ Bumsi A eastiEmssg [ 152 RBTEE Pregnancy, please provide expected date of delivery
check vaccination & immunization v AIDS or HIV related illness
injections

[[] Etthsm - #2588 Other disease, please specify ] b5 None of the above

E. HfthE% %S OTHER MEDICAL HISTORY

1 BRELBABTEAERUTRIE/ZIE - Does the patient have any medical history or habit as indicated below?

[ % Asthma [] 05 Cardiac problem [C] #&m 7 Diabetes Melitus

[ ZEURF3 Hepatitis B [] =mPE Hypertension [ 151 Previous operation
JBSZ% Drug abuse D KM AE Family history of cancer D K I&EJBSE Unfavorable family history

[ W EE8% None [ &t - 552288 Other disease, please specify

2 ZRASEREELNERIEMBRERRIESBENERAE ? A - i5iRAAEE - Had the patient previously been treated or

hospitalized due to the above disease or other major disease? If so, please specify details.
O Aves O eBNe 25208 Date of diagnosis/treatments  £E Year A Month H Day

#£ 9% Disease
JAE/1E R EE1E Details of Treatment / Hospitalization

Ba 4 k% /B8P 2 FE Name of Physician/Hospital

3 EIRMHEE/RIEB 1B %15 Please provide details of drinking & smoking habit

BHHE=E (z/8/t8/1#) Daily consumption (piece/ pack/ bottle/ can)

Z 1B YA B Drinking/ Smoking start date since F Year H Month H Day

F. X284 ER PARTICULARS OF ATTENDING PHYSICIAN

RAGEIERR - MIAAFRFPIE - EHAXRANRHNERNEREE 2 - WES ML - | HEREBY DECLARE that all the information provided

by me in this form is true and correct to the best of my knowledge and belief.

FBENE BRE

Name of Attending physician Qualification
ik Bh48ER
Address Contact No.

IBERERER/ZREE % Year | B Month | H Day

SRt

Signature of Attending Physician
Date

and Stamp of Hospital / Clinic
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