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MBS SHMRAFE
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BAREREERE -

2RI L M RIEE{E 853 LADYVITAL FEMALE PROTECTION CLAIM FORM

{REEFFA A5 Name of Policyholder Z{RA L E Name of Insured {RESSRHS Policy No.

ZIRAB D&/ ERSENS 1.D. / Passport No. of Insured

fRBE{h 7T AZE 1 INSURANCE INTERMEDIARY INFORMATION

R /T AL Name of Insurance Intermediary

{RB& 1B A#RSE Insurance Intermediary Code Bt 4% ZEFE Contact No.

EZ/AH IMPORTANT NOTE

- BUERERARFER HOUERMAEN  SRARREFBEANREANRTEENWUEZZZIFE - Please complete this form in BLOCK
LETTERS. All amendments should be endorsed by the Insured & Policyholder / Claimant in full signature.

- KRBBRPFIEZ "ARAT, 8 "TEAE ) ZRBBPEAZRE(BINKRMIBRAS] - The expressions ‘the Company” or “our Company”
used in this form refers to China Life Insurance (Overseas) Company Limited.

- ABBFRE-ADVREAZRARREFAANREANERE @ UERRRABZRFRERNERBXEERES N THRNERBRE ZE

B 2342 F) ° 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).

- MBRBHERARTN\RILUL  ZRARREFEALAREERAZRELTEFR - URRABT/\EUT - AEFEREBHREREFAA
BRRAZEGEZEENERERE - IRRANREFBEARSEAREER HEARBUNSERAPFERART - LIRHEAGSE

BE & B4E8HH - 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.

- REFBAZEZENEBRNANT ZLEHFHEE - The signature of the Policyholder / Claimant must be the same as the Company’s record.

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

- MAETERN - FEE MR ABSERER AT T P IRFSEAR(852) 3999 5519 B < HZMRE KIRIEFEFETHEETE
EFRE M3 RTBASAE 24 718 | SRR ImEHEEEE 24 558 =IRE KB 35 12 - Ifyou 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.

- APEBHEBERENILREFER  WEEBRTSEALTERNEBHEE - F & AXA S www.chinalife.com.hk 2 E K N E & ThRAS - 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.

- MPEIRABEMIEBRATZE - — P SXhRAZZEE - If there is any discrepancy or inconsistency between the English version and the

Chinese version, the Chinese version shall prevail.
4012001201

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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{REESRHES Policy No.

F—EMn - REEN HSREA/BEREA/REANER)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder/Claimant)

A. —Rg &l GENERAL INFORMATION

1 ZRAEE KRB Age and Sex of Insured

2 W#EEEEE Contact phone no:

3 Es(ZAER) Occupation (Compulsory) 1T (M EIE ) Business (Compulsory)
4 RIEPFEER Typeofclaim [ EHZZ{E New Claim 0 =&/ Further Claim
[0 #3R8=2 Pending Claim O =#t/24% Review / Appeal

S EEHHhHE Mailing Address

B. /RIEEE KB REIE 1 NATURE OF ILLNESS AND RELATED INFORMATION

1 JRAEZTE Name of illness

2 AR E Please describe symptoms

3 BRUEIREEHBEE Date of symptoms first appeared F Year A Month H Day
4 BEIRZZEEZ/ZERBT Name of physician / hospital first consulted for the above condition
sK#2 3Kk H B Date of first consultation: F Year A Month H Day
(I R B N L L1

824 /B& P2 78 At ik Name & Address of Physician/Hospital

5 HttZ2alESBTHEMRRIEE/BRER Other physicians/hospital consulted for this or similar conditions
K2 H #A Date of consultation: £ Year A Month H Day

N 3 (I Y R N (I (IR
B2 4 /B& P2 78 At ik Name & Address of Physician/Hospital

6 RAEBAR—SNIMEESREMFRBATIRE ? NI - FRHFMAER - Have you claimed/

will you claim from other insurance company for the same incident? If yes, please indicate give O 2ves O &=no
details.
{RB2/AS]&E Name of Insurance Company {REESRES Policy No. RISEERI R IRIEEEE Type & Amount of benefit

C. B¥# 7 X PAYMENT METHODS

FEMERIEESFEE-TRERENA - RARRER - EEGLIETI R TETT - WABRRM T AEIE - Please selectone
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.

I A EZiEEE PAYMENT CURRENCY OPTION ( #N#EETHR - BERRAZLUBHEEETY - If not specified, payment will be issued in HKD. )

OO0 ze=su Policy Curency [ 38 Hong Kong Dollar

1 BEIAMR DIRECT CREDIT

#R172 78 Name of bank #R1T4m 5% Bank Code 7317 #m 5% Branch Code FO5%ES Account No.

L | | L 1 | | L 1 1 1 1 | |
IRPHEEASR(PX) WRABREFTBA) IRPHEEASRBEX) WASREFBA)
Name of bank account holder (Chinese) (Policyholder Only) Name of bank account holder (English) (Policyholder Only)
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{REESRHES Policy No.

C. B&2k75=((48) PAYMENT METHODS (Continued)

O @z Fes
[0 wpR=atsR17 28RS TRANSFER TO ACCOUNT IN LOCAL BANK
OO0 sEE=xAsSBiE2ERINEERS TRANSFER TO DEFAULT PAYMENT ACCOUNT REGISTERED IN OUR COMPANY
st -
1. IRTRPIFIEAMERFRERFAA - Bank Account Holder must be the Policyholder.
2. MABRAENBERRTRAFEALSREFEATAMKRERINBEBAR - BEARIEBUBRZERL AL - If there is insuffiicient

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. WL TEER , B If you choose to receive the payment by “FPS”,
31, TEHR, REARENEEREBETHARBNSEE  BERXSFEH LIRAEBIT 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. BEFRAREBIEEBANARIIRE - Please note that CNY currency is only applicable for CNY policy.

4, EEDL THEIREAMIRIT RS o FTUE If you choose to receive the payment by “Transfer to account in local bank”,
4.1, HIRHIEEEPE - MENBRPFHAEAGRR/ZTERRERIEHIRIT R/B4EE/7F1E - Proof of bank account document(s), such as bank
card/monthly statement/ passbook with account holder name and account no. is required.
4.2. MIREREBITH A RBLISOMNESTE - |RITAIWEMWKN FEE RERBRBEBRABITEIE (WEH ) - 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 WERARI) - HEFEERREXRBISE RGN FIETEEHIER (A ) - Administration fees and losses caused by exchange rate
would be deducted from the payment amount in case of remittance failure (if applicable).

O ZE[EE TELEGRAPHIC TRANSFER
AR https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim & " IR ERRIFEFR L -
Please download “Claim Remittance Service Application Form” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim

O EERERIRITIEIRERRTE GREATER BAY AREA CGB CROSS BORDER REMITTANCE SERVICE
A} https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim T &} " BB EEMRIZFHFER (REBARSENER
EERIRITEIREEE) . 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 AhiR{TEI4RZZ= HK LOCAL CROSSED CHEQUE

[0 #®MBEzEF=FRBEPLIRIL Collect cheque at Wan Chai Customer Service Centre in person
(MMREZSEEM LHERXBE - MEREFAAGARTHENRE - IBRANSZER AN - WHREFAATRSMHERAN
HREA AT EFRE D/ OUEIZZE - 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 sses==rEA)32FE SRR /05EE Pick up cheque at Wan Chai Customer Service Centre by authorized person

HREANEZ BN ER KBABD B HRS

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

O #=z@eszi@Rimil Mail to correspondence address registered in our Company

0 @7 A8IE Deliver via Insurance Intermediary

O ms308RT51758E0 (152174 17) Collect cheque at branch in person (Please state the branch)
#R17 4317 Branch

3 Hfth OTHERS

[[] E<=REZELRE FUND TRANSFER TO POLICY
BEARE—ERAZ TENZRE  FEERERE - IHMRERSSERERE - 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®%X= / EEX UNCROSSED CHEQUE / DEMAND DRAFT
A4 https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim & " 45 5I%BEN A T EAETR 1 ° Please download “Special
Payment Arrangement Request Form” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim
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{REESRHES Policy No.

D. {E AEUIEEHA PERSONAL INFORMATION COLLECTION STATEMENT

ANBEMEICSEERIPE "PRBEIASRE (B ) ROBRAS ) WINERBAERZER - BRI RANWERAZREZR - o)
https://www.chinalife.com.hk/zh-hk/privacy-policy/personal-information-collection-statement-clio T~ & 2§ a1 P Bl A 4R E% ( 58450 ) BRHBERAT R - IWe
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.

E. UWE{E A F {7 EEZE COLLECTION OF PREMIUM LEVY ON INDIVIDUAL LIFE INSURANCE POLICIES

RNEMEZEWS : EQTMRREEEREXRLEEQABSUREFSBAMBENBIRERW "REHE. (T8 ""E. ) RBWK
DVEHEREZRERTZE - RREEERNJLUREBHEBRS - SERNIXNRERESEREREOHBNRESBABSRRLE
HEEHWIIR - BREWEEENFE  FABPBEAS(BMNRHBRATNEE

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 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.

F. RI&FRFEX4EE CLAIM DOCUMENT CHECKLIST

- v BRI Basic Documents ; ® Fff/N4E Additional Documents ; * 3&F3 Not Applicable

e F 2 B3 [k
R R RER A TR A AT NE SRS L HE) L TR HRIER
Claim Document (Documents can be certified at our Company’s Customer Service Centres) y Claim
OO0 smTERUEZ S KBRS Part| of this form completed and signed by your good self v
] BRFZBLEEE 7RERFERE _BMD B2E4H S Claim Form Part Il Attending Physician’s Statement to v
be completed by the attending physician
] B8/ X X6 | SRERH WHHIR HRERIERERR = (M &) Laboratory/ X-ray / CT Scan/ MR/ Pathological v
Reports (if applicable)
[0 stE kR > B EABFA& (3RS M) Self-Certification Form (For Claims) for Common Reporting Standard (CRS) (]
O SRARREEHEAZSHBBIHEFEIR) D of Insured and Policyholder (Certified True Copy) v
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fREESRES Policy No.

G. ERA K #=1E DECLARATION AND AUTHORIZATION

=2 HE Authorization

ANEM  SERAREFBNREAN  ARBFNBEFAEREFZREA (NF ) ZUEE (1) £EEE  MEE - &8k - 2 R
BAE] ~ IRTT - BUATHERE - TUTERPT - SN OIBEMBEHERTAERANRMERRNFEZRERAZLRE - REANERWEMEE - 48
BIAT  HOEZEERRMY  FRREILTEASZSRR (85 ) ROBRAS (UTEE "S25.); (2 ELESEAEEEZ
BE/WMEBEMESN LR UIMAREBRFEANREMEREFZREAETAREZEBEFG R - FRERANRMER
REZSERAZBERD - LREHAANRMZERXARBEZEAEBARS - LEEENEINABEIERIGBEREKT - We, 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.

25 RB Declaration

KENEM  SRNREFSEBENREA  ZEERRER(N) LM —URGEEBNAEEE  fAmea s NEAHRFMS - AR
FRAIFRE - ARBEZEPURERN  AARMBEERNETA—IEREEE  ANHMEEBESEEAPHER LKA ; QFA
IBMEEMAFREL ZEAIERR  BREARPFR OEFEFENEREEATBERNA AN EATAARELIR - HHBEA T ARG
FAIABEERMABHER - SRS UREREAEEEZREREARERE ; 3) WANKMARUNWENERAABREERZE @ &4
SIEEERARERFER/AERANEMERTACSEEZEEE - 4) AANRKMBERBESEATITAERRANRMBR 2 ENFER

RE S ASEETERNEMIIER - RIESERTTE - 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.

ZIRA(FEE 18 BRI L) REFAAN | REA* REA
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

%% Signature

%32 Name

B {5 :8/7€R5%E5 1.D. Card / Passport No.

£ Year | A Month | H Day ©F Year | B Month | H Day T Year | A Month | H Day

E #A Date

*REANEZSRARERFBARG

*Relationship with Insured/Policyholder
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