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CHINA LIFE

"EISBN, EnEREREN AL EBE
MASTERCARE MEDICAL PLAN DIRECT BILLING PRE-APPROVAL APPLICATION FORM

{REEFFA A LR Name of Policyholder Z{RA S Name of Insured {REESRES Policy No.

SRAB1DRE/ ERBSEAS 1.D./ Passport No. of Insured
L | | | | ] ] ] | | | | | | | ] | | | | | | ] ] | | | | | ] ] |

{REE{P T A ZE 1} INSURANCE INTERMEDIARY INFORMATION
{RB& 1P T ALEZ Name of Insurance Intermediary

R/ A4R5E Insurance Intermediary Code B 48 B 5 Contact No.
L 1 I I | | | | 1 I I | | | L 1 1 I | | | | 1 1 I I I | | | 1 |

EZAX IMPORTANT NOTE

- AREBRPAAZ "ART L F TEAT ) 2R IETPEASRBCEINKDAERAT - The expressions “the Company” or “our Company” used in this
form refers to China Life Insurance (Overseas) Company Limited.
- BMIERERARRER  HAERNNAENR  SRARRERFBEAREAVBEETEUNMEZEZZIEE - Please complete this form in BLOCK
LETTERS. All amendments should be endorsed by the Insured & Policyholder / Claimant in full signature.
- ERRAEZBRBE D REZLBEEZE M) - WRARARD 7 BIEX (BRAREE Q@F'ﬂ‘JZEPHWt‘MﬁEK% ) Sk 14 B T1F
X (GERREIMER ) BBEZEIN APP LB claimspa@chinalife.com.hk S INiER FIRE ST - BTN R 25  ANE THEE
b, B BEEEE47(852) 3999 5501 B1E EARTS S HE4% - Please complete Part 1 on the following form by the Insured and Part 2 by the Attending Physician
and send to Claims Department via OneService App 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). For urgent enquiries/assistance, please call our Hotline at (852)3999 5501.

- EERRRATSAREMZBBENEL N - AATRASZHRARE "ERMREREE 1 - FER()RTREHIZBRFE 2ER L AE N RE
HEERREPFF2HZRQBBREPH I MZ RO RESHEFHREFMRRIZRE SZ1¢§H&1¥$1|¥?’XJH:E > Subject to the approval of this
pre-approval application, the Company will 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.

- IETREHZRBRB O ME HERRE - WHRERERAS - XS AEBEREHLIRRZMBES TR - WIRBEEIRER - 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.

- MRRABTNAFESIMUE  SRARREFBEAVRHREBERRZEABEE - ﬁD%ﬁ/\f—%—H\ﬁuT  KBFEREEREFAARZRA

BEEEANEREREE - IRRANREFEARBGEARER  HEARBUASERARBERRET - WIRHEAGERRELER - 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.

- RRNFREFBANREBAZZZENRBEAKXNT 24 i##4EE - The signature of the Insured / Policyholder / Claimant must be the same as the Company's
record.

- MERMUERN - FESHRRMNT ABENNER N TR 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.

- AR EREBRENILRGER  TEERTEERAANTEKRWEBFELRL  BEAX LT AL www.chinalife.com.hk ;21 %8 & T & & H1hRZ - The Company
has the right to update this form from time to time and reject the pre-approval application 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.

- MPEIRABEAEEBEARTZE - —BIPSXARASXE - If there is any discrepancy or inconsistency between the English version and the Chinese
version, the Chinese version shall prevail.

REABRE (50 ROERAT (AhEA RAMEEMAYT 2 RERAT) ||" " ||4|0|1|2|o|o|ls!c!1||| " I"

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—E#fn - RIEER
PART | - PARTICULARS OF CLAIM

A. —RR ¥ GENERAL INFORMATION

1 F42T:EE Mobile No.

2 EEFB Email

3 HME WEER)
Occupation (Compulsory)

4 TEWERER)
Business (Compulsory)

5 RAGARN-SNGMHESREMRBATRE ? MR FREXRBATZBRFERS-

Did/Will you make a claim against any other insurance company for the same incident? If yes, please O 2ves O &no
indicate the name of insurance company and policy no..
R /AS]&E Name of Insurance Company {REESRES Policy No. RISEERIRRIEEEE Type & Amount of benefit

B. EI&E5MERT FOR HOSPITALIZATION DUE TO ACCIDENT

1 BSBREHERERE F Year A Month H Day i Hour 4> Minute ~ AM/PM
Date and time of the accident

2 EYMSE&MBEL Place of accident occurred FEEIMAEAR Please describe symptoms

3 EINBEZIEEERZ{EFFE Please describe the reason of accident and details of injury

C. E%J%{EPT FOR HOSPITALIZATION DUE TO ILLNESS

1 JRAEZHE Name of illness

4

2 AIRE Please describe symptoms

3 BHRURFEBEH Date of symptoms first appeared F Year A Month H Day
I L |
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{REESRES Policy No.

ass

D. ja%:¥15 TREATMENT DETAILS

1 BEIRKRZZEBENZ/EEET Name of physician/hospital first consulted for the above condition

B R>K52 HHA Date of first consultation: F Year A Month H Day
L | | | | L | |
B2 4 /BEBR 2 8 K 3 HE Name & Address of Physician/Hospital
2  EMtE2ALES B EMRRAVE S /BT E 1. Other physicians/hospital consulted for this or similar conditions
sk52 B A Date of consultation: F Year A Month H Day
L | | | | L | |

B2 4 /BEPR 278 A HE Name & Address of Physician/Hospital

E. WEERBEEHZEHFIZ#E CREDIT CARD AUTHORIZATION FORM FOR SHORTFALL COLLECTION

AATEEOBRXMNEFBLSERRENBXIRER  AERERNERAABRIRESRE - LREEREEAAIRUTERFROW
MERERNER - EAREFALASHERREZRESFSAAIRRA - AATRMREL " ZRMFBNE N THUXENNERERRERN -
MEALAREAININARER - RMFRERIEEER(E/REBARNRERZRREN) N TR R PHIR IR ER - RSEERE T
H#& 2 FBRENTaREZEBEE - 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 Notice". 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.

BRAKS : REAESE:

Cardholder's Name: Cardholder's Signature:

FRABDEERIRE:
Cardholder |.D. Card/Passport No.:

EREEORE:
Credit Card Account No.:

fSRFZI%E:
Credit Card Expiry Date:

FYear BMonth HDay
SRR [ visa

Credit Card Type*: [ wvastercard BEEFR

KR AR ERE:
Cardholder's Contact Phone No.:

FRAERER%: —_— .
Relationship between cardholder and patient: D EREEFFHEA Policyholder

AEEERANM LSS (Please tick the appropriate box) O ARERNA Patient

ANEM  QRANREFBANREA - ZBRLAREZERATERNSGRBSEZ 2N ERERN  WRAEEREREREATRAAYU LERFEOMR
BREAZERBENER (WMEB ) - I/We, 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.

*RESREFERITRL Visa KESZER Only accept Visa and Mastercard issued by banks in Hong Kong.

F. EAEUIEEEA PERSONAL INFORMATION COLLECTION STATEMENT

ANEMEICEHBERBA "PEASRE (8% ) ROBARAS ) MIREBAERZR - BEASRHRANKREBAERER o)
https://www.chinalife.com.hk/zh-hk/privacy-policy/personal-information-collection-statement-clio ™ &3k [@ B A SRR (589 ) ROBR AT ZEE - 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.
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{REESRES Policy No.

G. EMAKE# DECLARATION AND AUTHORIZATION

2 Authorization
RNEM  RRNREFBANREAN  TRANRMERAEZZRA (NE ) ELEE (1) £OEE  MRE 8Bk 2 fRIRASE - |R1T B
[t ~ BUFERPS - SN OJpEAIE S BEBENUBBEANEMIERMEZZRAZACE - REHERNEMEE - AEEAL - 9UBZSERREM - &
MRERGEPEASRE (585 ) ROARAS (UTNEHE "E25,); (2 EQASNEUHIEE ZBER/HIBERESHERAT - A ARERFER
NEMEREE 2 RRAETHRREZEBEIE AR - (FRERANEMERREZZHRAZBRAARRN - REHANEMZEEANREREARBLN
R - WIREEWFEARAEARIHBREZENT] - 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.
A Declaration
RABLBAKREN LT REBUMEESR - FREEAABRFAE - MAARRAFE  ORSEZ2MUEEEN ; XABPSMEAERTR
NEEBREZERNEIREE | QFAHEDTARREHZEARERE  RBEIBFR HERHIL - EATFAARELIR - HHBA T REERMH
HALRFERAABNER - ERATUERLAEEZREBILTALMZBE ; QERXABFXHAEQTREN T ERMRREBE L LAEBREATHIER
BEN—ED ; 4) NERTEXMREPAEZRELENETUEARBLEH/RMAZRANSERRIERER - EATERRBADHFER E AHEEN
ERRPHRIEER - NEATREAFUREREAENEAEMREMBEENIZEER  EATEARRAREREBREATEENETRE
( BREMZRABREFBATETEA ) ZENEATENFREMZHRANEIEHERZELRE - @B ARREASEIEE( EEEFINSEEAN ) -
AFSREZRE (BimEEIFE/RE ) - | 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 I/we/the Insured am/are/is
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. % ZE(FRZEZEH K18 L% E) SIGNATURE (Please DO NOT sign on BLANK form)

ZRA REFAAN | REA REA
Insured Policyholder / Claimant* Witness

%5 Signature

42 Name

B {3 :8/7€8855%E5 1.D. Card / Passport No.

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

HHf Date

*RIEANERFRARELFB ARG
*Relationship with Insured/Policyholder
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