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=S A RAF RS
R ERREXBES CHINA LIFE

T R amEE -

i% HA ¥ 7% S {8 89 55 3 TERMINAL ILLNESS CLAIM FORM

{REFFA AL Name of Policyholder Z{RAEZ Name of Insured {REESRES Policy No.

SIRABDE/ #EH8SRES 1.D./ Passport No. of Insured

fRE& {77 A1 INSURANCE INTERMEDIARY INFORMATION

{RERR T AL Name of Insurance Intermediary

{RERMH T A#RSE Insurance Intermediary Code Bt 4% B 5E Contact No.

EZ’EH] IMPORTANT NOTE

- IEFRBERAR TREERERS o MAIRIERYAEEERES - This form is applicable for Dread Disease Benefit.

- BEMUEREREARHEER TAENNEERN SRARGREFENREANBEEXNWMEZEZIEE - Please complete this form in BLOCK
LETTERS. All amendments should be endorsed by the Insured & Policyholder / Claimant in full signature.

- KBHERPAAZ "TAAE ) 5 TEAT ) ZRBEFBEASRER(BINKRMDABIRAE - The expressions ‘the Company” or “our Company”
used in this form refers to China Life Insurance (Overseas) Company Limited.

- ABFRF-MOVEEZRAREFBAREAER  THERIRABZZRERKESEIAEE N TRAERBRAERR
NHZ2RAATF] - Partl of this form must be completed by Insured/Policyholder/Claimant and returned to the Company within 90 days (both days inclusive)

from the date when the Insured is diagnosed as suffering from covered illnesses and has received the first treatment along with the relevant supporting
documents.

- MRGASBTN\EILU L  SRARREFBAALEARBEERZZEARELR  URRAST/\EMUN - XEFEEREEREFAA
ARZRAZEEZHENERERES - NIRRANREFEAREGEARER  HEARBURBERAPEERAET - WIRHEGSE
FA R B&4=75 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.

- REFBAZEZENEBRRNNT ZLIFHERE - The signature of the Policyholder must be the same as the Company’s record.

- RN ATIRTEXZBWRAPBFRITARNEARASS USR] - Receipt of this form by your Insurance Intermediary or bank officer does not
constitute receipt by the Company.

- WMBEEEERE  FE B TITNRRBONT ARG ER AT R P RIEEAR(852) 39995519 B - HZMWRE KB EAES T 82 1Fet
JEFFE MIRFPBASZAE 24 718 | FERYIMmEHERBEE 24 558FIREXRE 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.

- RREEEBIRENILRER  UEBRFEARAASERNBBER - BEARAT AL www.chinalife.com.hk 818 5 N E&EFTARZA - 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.

- WPERABTAIREH AT ZE - —BIPARAZEE - If there is any discrepancy or inconsistency between the English version and the
Chinese version, the Chinese version shall prevail.

4012000301

HEASRE 0850 ROBRLR (RPEARKMBEMBL 2ROBERDE)
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability)
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fREESRES Policy No.

F—EMn - RIEEWN HSEA/BEREA/REANED)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder/Claimant)

A. Z{RAZEH PARTICULARS OF INSURED
1 H4EEE Contact phone no.
2 W3 (HZAIAR) Occupation (Compulsory) 1T (Wh7BIER) Business (Compulsory)
3 R{EHFEEE Type of claim [0 ==%=/E New Claim [0 === Further Claim
[0 #5385 Pending Claim [0 =#t/7 1 Review / Appeal
4 [El%5 / HIE Nationality / Region
[0 & chinese O ZEUS. [ Efth Others(55ERA please specify)
5 ErIEEHE({EA) Current Residential Address(Individual)
W City B2 Country
6 BRIKAMIL(E A) Current Permanent Address (Individual)
(3N B ausk A k(8 A )2 B BB itk (B A) R = - SEELBEHH) (Complete if different from Current Residential Address (Individual))
T City B2 Country
7 BNtk Mailing Address
(niEE ik B2 B B B (E i HE (BLA) R - SEE ILEH#) (Complete if different from the current residential address (Individual))
W City B2 Country
B. {RE#F AER PARTICULARS OF POLICYHOLDER
(MNZHREABREFBABAEA - EHEELEER?) (Complete if Insured and Policyholder NOT same person)
1 H4EEE Contact phone no.
2 3k (%ZEAR) Occupation (Compulsory) fTE (W EIER) Business (Compulsory)
3 Bl / HE Nationality / Region
O =& chinese O ZEUS. [ E Others(3535EAB please specify)
4 HBrRIEEIHEA)/ BauEZEitit(E2E4848) Current Residential Address(Individual) / Current Business Address(Business association)
W City B2 Country
5 BRI A) I BRI 2 SN S R itk (R 2 AR 4 (AN L B BT (i (1B ) B BUE itk (2 A 8 R [F - SEE L)
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))
1 City EdZ Country
6 BFMtit Mailing Address (¥03E R 3t B3 B Al = itk (BN )/ B AT S St ik (R 2240 48) A B - SEF L) (Complete if different to the

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

T City B2 Country
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{REEIREE Policy No.

C. 7RAEtEE KA RFIE ) NATURE OF ILLNESS AND RELATED INFORMATION

1 JREEATE Name of iliness

2  FEEUR{E Please describe symptoms

3 BHRUYIRFEHBEL Date of symptoms first appeared £ Year A Month H Day

L 1 | 1 |

4 BRRZZBEWZ/ERT Name of physician / hospital first consulted for the above condition
B RK=2 HEA Date of first consultation: F Year B Month H Day

L |
B84 /BB 278 A HE Name & Address of Physician/Hospital

5 HthZ2AEISBEEMRRINELE/BRRZER Other physicians/hospital consulted for this or similar conditions
K2 HHA Date of consultation: F Year A Month H Day
L | | | I B I
B2 4F /&2 8 A 3 HE Name & Address of Physician/Hospital

¢ TAGHEE—SMNIMHIOEMFRATERE? N2 - FIREFHAZER - Have you claimed! will [ 2 ves 1 =
you claim from other insurance company for the same |n0|dent? If yes, please provide details. =
REE/AS] AT Name of Insurance Company {REESRAS Policy No. IRIEZE R R ARPEEZE Type & Amount of benefit

B FR A =t PAYMENT METHODS
AEMETREERFEE-EEESNAR - MIARBERET  BESLBREARXZETIN - WARKREMD T ABEIE - 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.
AEFRESTEESE PAYMENT CURRENCY OPTION ( WN#EEAR - HERXAS LUBHEEZSHT - If not specified, payment will be issued in HKD. )
0 ees=e policy Currency [ 38 Hong Kong Dollar

1 HEEIARR DIRECT CREDIT

#R17 28 Name of bank #R1T4R 5% Bank Code 4T#HmE Branch Code B[ 8%HS Account No.

L | L | | | L | | | | | |
RERBASR(PX) (WERZIRAN) RERBABREEN) ( WERZIRAN)
Name of bank account holder (Chinese) (Insured Only) Name of bank account holder (English) (Insured Only)

O s Fes

0 @EEAM|RTZEES TRANSFER TO ACCOUNT IN LOCAL BANK

0O ®@EE4sATCEE2ERUTEEES TRANSFER TO DEFAULT PAYMENT ACCOUNT REGISTERED IN OUR COMPANY
&:E -

1. RITERLFBEAMEBERZIRA - Bank Account Holder must be the Insured.

2. EARBRHENBRRTERLPFEASREATEHKRERINBEISAR - BEEAMIERLBIRZER I - fthereis insufficient information
to identify the ownership of bank account belonging to the Insured or direct credit has failed for any reason, the payment will be issued in the form of a crossed
cheque.

3. WEIEDL TEEEUR L, S INEEFR If you choose to receive the payment by “FPS’,
31 TEHR,, REAREBENEERETHARBHNSER  BERSEH LRAETH AR 5,000,000 - “"FPS” is only applicable for
payment in HKD or CNY. The maximum amount of each transaction is HKD/CNY 5,000,000.
32. AR AR KEEBANRARLEIRE - Please note that CNY currency is only applicable for CNY policy.
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{REESRHES Policy No.

D. B&Ek75=((48) PAYMENT METHODS (Continued)

4. NEEZFD TEIREARMIRIT ZERE 1 FFNEH If you choose to receive the payment by “Transfer to account in local bank”,

41, BIRMIEFEBPE - MHOBREFAAYR/BENRERERIRIT R/B4E/MZ1E - Proof of bank account document(s), such as bank
card/monthly statement/ passbook with account holder name and account no. is required.
4.2. MEBERRDETHARBELIINETE - |RITAAWEMK N FEE RERBRBEERABITEIE (WER ) - Ifthe payment is not in HKD
or CNY, bank charge and losses caused by exchange rate associated with the transaction would be borne by the recipient (if applicable).
4.3. MERAKTN - HEFEERKERIBRENRAENTIERBEEER ( 203EA ) - Administration fees and losses caused by exchange rate
would be deducted from the payment amount in case of remittance failure (if applicable). #2121 " IR EAMIRIT 78RS 4 7B If you choose to
receive the payment by “Transfer to account in local bank”.
[[] (& TELEGRAPHIC TRANSFER
B4 https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim & " BRI ERRIFHER L -
Please download “Claim Remittance Service Application Form” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim
(| EEERIRITISIRERARTS GREATER BAY AREA CGB CROSS BORDER REMITTANCE SERVICE
AR https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim F& " IBEEFEIRERRIFERR (REAREAKX
EEERIRITIREZF) | 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 KiniR1TEI4 7= HK LOCAL CROSSED CHEQUE

[0 #®MBEzEF=RRHEPLIRE Collect cheque at Wan Chai Customer Service Centre in person
(INREZEBALHESNES  MREFAABNKRTHENRE  RIEREUZEZERAEZN  UBEREFEATESHFERX
HREAATEFRE D/ OUWESZZE - 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.)

OO sesE==rEA) 3EFE 5D /04EE Pick up cheque by authorized person

REABH AN B REANS R FBIASTHERES
Name of authorized person Contact no. of authorized person I.D. no. of authorized person

BRET (R B F RCAYEAT AL Mail to correspondence address registered in our Company
£ARBRAD /T A EZIE Deliver via Insurance Intermediary
RERERITHTEI (FEIEEIRTT17) Collect cheque at branch in person (Please state the branch)

O00

#R4T7 317 Branch

3 Efth OTHERS

[0 E=£HREZEfRE FUND TRANSFER TO POLICY
BEARE—ERAZ NENZRE - FEERERD - IHMRERSEHEMRERE - Only applicable to inforce policy under the same payee,
please specify the policy no.. The Premium Levy has been included into the Premium Payment.

[0 7F2I%%= / EEX UNCROSSED CHEQUE / DEMAND DRAFT
I} https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim &} " 45 Bl BEN T T ERFE TR 1 - Please download “Special
Payment Arrangement Request Form” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim

E. RIEPAFEX4HBE CLAIM DOCUMENT CHECKLIST

- v/ BRI Basic Documents ; @ [fffiI4E Additional Documents ; x A#EF3 NotApplicable

REMBEGENZERARTRAATNE FIRFE PO HIE) M HR R AR B (E
Claim Document (Documents can be certified at our Company’s Customer Service Centres) Terminal illness claim
O s TEZUEZ o ARBERE—EH Part | of this form completed and signed by your good self 4
m HAFZBEEE EERERE _EDOEZEBEREZE Claim Form Part Il - Attending Physician’s Statement to be completed v
by the attending physician
m {EBg/ X 6/ BRI #MAOEIR O EE 18R EIE R 5 I & (M=) Laboratory/ X-ray / CT Scan / MRI/ E.C.G. / v
Pathological Reports (if applicable)
[ 1Re8 F AR B 38 sk B AR = (N 7R A5 2 117 88 IF 7X) Original Policy or Policy Lost Declaration (if unable to provide original Policy) °
[0 @R~ B R EAPR S (R A 1 ) Self-Certification Form(For Claims) for Common Reporting Standard (CRS) [
O 2RARRESEAZSHEBEHFZEIEZR) ID of Insured and Policyholder (Certified True Copy) 4
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{REESRHES Policy No.

F. {8 AE R UZEZHA PERSONAL INFORMATION COLLECTION STATEMENT

AANEMEIECSHBRBL "PEASRKRRE (B ) ROBRAT ., HINERABEREZR - BESEMMRANKWEBAERZR - o)
https://www.chinalife.com.hk/zh-hk/privacy-policy/personal-information-collection-statement-clio "~ &3 [a] o B A SR ( 7890 ) IR B BE AT ZREN - 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.

G. WHEUE ASF{RE & E COLLECTION OF PREMIUM LEVY ON INDIVIDUAL LIFE INSURANCE POLICIES

RANRMEBKE  EATMFRBREEEREXRLZERSURERBEAMSENENRERW "RESE . (M "H#E ) - RBWEREER
EEHERTZE - RREEERINILUIRBABIRS - RABNINRESRSERRAOEENREFAABN IRLAREHINSTIN - B
WENEHBEREE  BABTRAS(EINKRNBRATINAE https://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 1A. 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. EHAKIZH# DECLARATION AND AUTHORIZATION

=2 HE Authorization

ANEM SRANREFBNREAN  ARANBEAEREEZZEA (WE ) ZLLEE (1) EEEE - FMAsE - 8kt - 20 - ®ig
AT~ RA1T - BUGHLS - BUTEFT - St OISR B AR OEBANRMEAMEZZRAZLHE - [BHERNEMEE - A8
AT HOEZEERRME BNARERATEASRE (585 ) ROHBRAS (UTEE "S5435, ) ; (2 ERSSEAEEE 2 BE/H
BB ESN(EERAT - TMARERFERNBEMEREEZZRAETR 2B ELEOR - (FREZARNEMISREEZZIR
AZRBRERRD - WEEBEHAA/IRMAZERAREZAEBARSN  WEEENEOABRAEXRITGBESZWA - IWe, the
Insured/Policyholder/Claimant, represent me/ us/ the Insured under 18 years old (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 may be aware of or has any
records, knowledge or information of me/us/ the Insured under 18 years old to disclose, release and transfer such information to China Life Insurance (Overseas) Co.
Ltd (“the Company”); (2) the Company or any of its designated medical / para-medical examiners or laboratories to perform the necessary medical assessment and
tests to evaluate the health status of myself/ ourselves/ the Insured under 18 years old in relation to this claim application. This authorization shall bind the successors
and assignees of me/us. A photocopy of this authorization shall be as valid as the original.

2 0A Declaration

ANHM  RRANREFANREA - BUEBRAFE()LE—BEREENFEESR  AREERNKMBFAE - A AFLFIPT
HAE  HASEZ2HTURERM ; AANRMBPBMANECT-—EEREEE  AANBEMYEBESEEARARFR LRA ; QFRAEM
A ARRFH ZEIER - BREABFR LERHIEREEATRERMAESN  EATARZEHLIR - 5HEA L ASERHEEQI RSB
BRFIBNER - EATURERILAEEEZNEEARESE ; 3) UANEMPRENENEEOABERRERZE - EQSHEER
AREPBRFERANRKMBREETASEEZEE - 4) AANEMRBRRESATTUEARANREMAREZERNDER - BN ATE
FREEMEaER - RETERTTE - 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 that if any information given is untrue and/or has been
withheld, the Company reserves the right to decline my claim application and/or request a refund of any claim amount paid. (4) I/We agree to indemnify the Company
against any loss, claim and action resulting from any false, misleading or incomplete information provided by me/us.

. #EEGFEZEZERFRIE LZEE) SIGNATURE (Please DO NOT sign on BLANK form)

SR A (FH 18 mELLL) REFAA | REA* R
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

%% Signature

%32 Name

B {38/ 35555 1.D. Card / Passport No.

% Year | H Month H Day % Year | H Month H Day % Year | H Month H Day

B H#A Date

*REANEZFEANRERA ARG
*Relationship with Insured/Policyholder
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