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 ERGRER -

fE S {EEBEF 3R CRITICAL ILLNESS CLAIM FORM

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

SIRABNE/ EIRSERS 1.D./ Passport No. of Insured

fREE (P AZE R INSURANCE INTERMEDIARY INFORMATION
{RERR T AL Name of Insurance Intermediary

RERMD T A 4R5% Insurance Intermediary Code B 48 B 5 Contact No.

EZ7EH] IMPORTANT NOTE

- WERAREAR "TREER. "HEAER. TEUERRE) R T RHEREERE ) ROEEEEE5 - This form is applicable for Major Disease Benefit,
Special Disease Benefit, Chronic Disease Benefit and Continuous Cancer Support Benefit.

- BUEMESARFR - HUERNEER RRARREFBEANREANREENWUIEZZZEFE - Please complete this form in BLOCK LETTERS.
All amendments should be endorsed by the Insured & Policyholder / Claimant in full signature.

- KBEBRIPAZ "TERKRAS L & "ERT . ZRMIETEASRECEINKRMDBIRAT © The expressions “the Company” or “our Company” used in this
form refers to China Life Insurance (Overseas) Company Limited.

- KBFERE-ADVEAAZRARGREFAANREANES  UERRRABRZZARERREZBIAELS L THANERERE ZRBANHE
RAAE] - 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).

- MRBEABTN\REFL - SRARRERFBANERBEBRZZARFER  URRALST/\EUT  AEBFRERREFAARZRA

BIEEENEBREE NERANGREFBEARNGEARES  HERABRBUASESARBERRET  WIRHBGERRELERR - 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.

- REFBAZEZNREAKRAT ZLHEAE - The signature of the Policyholder must be the same as the Company’s record.

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

- WAEEER - FE ETRERRP T ARSI ERASIZ FARTEEAR(852) 3999 5519 B - HEXMER KB EESEE LT ESE
SBHMPBASZARE 24 F18 | PEIRYIHEHEEEE 24 S0BFIREARE 35 1 - 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.

- APEEREBRENILRFER  UBRFTESEAQNTERNBHER - ma ARASIANE www.chinalife.com.hk 2IZ K T HEFhRZA - 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.

- MPEIRABEAIEBE AT ZE - — B SR % % - If there is any discrepancy or inconsistency between the English version and the Chinese version,
the Chinese version shall prevail.

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

[0 &=%% Major Disease Benefit [0 #5755 Special Disease Benefit
[0 @16 Chronic Disease Benefit 0 ##&EmEsTiERE Continuous Cancer Support Benefit

4012000201

HEASRE 0850) ROERDR (RHEARANBEMARL2RBERDT)
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability)
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{REEIREE Policy No.

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

A. Z{RAET PARTICULARS OF INSURED
1 F#RMHRI Age and Sex of Insured
2 [44&EEE Contact phone no.
3 H#(WAER) Occupation (Compulsory) T (W AER) Business (Compulsory)
4 FR{EEBFELER Type of claim [0 ==%=1E New Claim [0 === Further Claim
[0 #5282 Pending Claim [0 =#t/Z# Review/ Appeal
5 [E%E / #E Nationality / Region
[0 <= chinese O =mus. [0 =tth Others(3% 5178 please specify)
6 ERiE{EHiE({E A) Current Residential Address(Individual)
s City EIZ Country
7 Brik At ({E A) Current Permanent Address (Individual)
(AN B A A k(BN )62 B AT E i (A A) R - SEEE IE4H) (Complete if different from Current Residential Address (Individual))
i City EdZR Country
8 i@t Mailing Address
(sn3iE Atk £ E AU fE(E it ik (1B A ) R @ - SEES L) (Complete if different from the current residential address (Individual))
s City EIZX Country
B. fREERF AEH PARTICULARS OF POLICYHOLDER
(MNZRABREBIFAABAREA - SHEIEER) (Complete if Insured and Policyholder NOT same person)
1 8RB Age and Sex of Policyholder
2 W4%EESE Contact phone no.
3 B (WZEIERE) Occupation (Compulsory) fT# (WhEIE®) Business (Compulsory)
4 [E%E / HE Nationality / Region
[0 == chinese O =mus. [0 =tth Others(3% 5578 please specify)
5 BriEERI{EAN) /I B A2 (7248 4) Current Residential Address(Individual) / Current Business Address(Business association)
i City EdZR Country
6 BRIKAMUEA)/ RERIZM A 2 3E M g it ik (22 40 4) (B B Rl B it (8 A )/ B Rl & 3 it (B2 4R 8) A= - ERL
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))
s City EIZX Country
7 @M Mailing Address (2078 itk E3 B R itk (18 A )/ B s & 2t ik (B 24 4) A | - SER IE1#) (Complete if different to the

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

s City EIZ Country
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{REESRHES Policy No.

. JREE 14 E K ARAE$l NATURE OF ILLNESS AND RELATED INFORMATION

o

FRAEZTE Name of illness

2 ERIEE Please describe symptoms

3 BREIRREHBEE Date of symptoms first appeared £ Year A Month H Day
L | 1 | | L 1 | L | |
4 BFIRKZZEBEMZ/ERE Name of physician / hospital first consulted for the above condition
B RK 72 HHA Date of first consultation: F Year B Month H Day
| |

B2 /B2PR 278 K HE Name & Address of Physician/Hospital

5 HEhZ2AESBEEMRRIIEE/BERZER Other physicians/hospital consulted for this or similar conditions

sK#2 B #A Date of consultation: F Year A Month H Day
L | I | | L I | L | |
B2 4 /BEBR 2 8 K 3 HE Name & Address of Physician/Hospital
6 BESER—SZ=HNEHEAEMREATEE ? M2 - BIRHEFHME R - Have you claimed/ will [1 = ves [ =N
you claim from other insurance company for the same incident? If yes, please provide details. =
{RBR/AS]ZAE Name of Insurance Company {REESRAS Policy No. RIELE R R ARPEEEE Type & Amount of benefit

D. BEFtA = PAYMENT METHODS

AEMETRERRFEE-IEEESNAR - MARBERET  EBESLUBTARS ZETIN - WAARFREM T ABIE - 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.

A 2E21E PAYMENT CURRENCY OPTION ( #N#RTRR - RERUGIELUBHE ST - If not specified, payment will be issued in HKD. )

O pesme Policy Currency O s Hong Kong Dollar
1 BE&NABR DIRECT CREDIT

R 17278 Name of bank tR1T#4m5% Bank Code 734745k Branch Code  F [5EAS Account No.
IRERBALR(TXY) MWERREFBEA/ZRA) IRERBEAUREN) ( WERBREFBEA/ZRAN)

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

OO0 &sx Fes

OO0 @E=4tRT 285 TRANSFER TO ACCOUNT IN LOCAL BANK
[0 @eE=7E:RuasREE S TRANSFER TO DEFAULT RECEIVING ACCOUNT
HaE

1. IRITIELFBAMNBRREFABAZEREA - Bank Account Holder must be the Policyholder/Insured.
2. ARBRABRBRBITRPEBASRESAANZRATIEMKRERINEES AR - BEFRIEFLUEARE T ERLINED - 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. WEIEDL TEEEUR , S INEE Ifyou choose to receive the payment by “FPS’,
31, THEWR, REARENEERETHARENES  BERXGEEE LRABETTHAKE 5,000,000 - “FPS” s only applicable to the
payment in HKD or CNY. The maximum payment amount of “FPS” is HKD/CNY 5,000,000.
32. FARAREEEEMANRARE{RE - Please note that CNY currency is only applicable for CNY policy.
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{REEIREE Policy No.

D. AT PAYMENT METHODS

4. MNEEFDL THEIREARMIRIT ZIRD 1 VA If you choose to receive the payment by “Transfer to account in local bank’,
41, BIRHRPEBPE  WMOBRLFEAGUR/BEERERBWIRIT R/IB4E/7F18 - Bank account document(s), such as bank
card/monthly statement/ passbook with account holder name and account no. is required.
4.2. MR BITH A RBELIONET - SRITAAWENMK N FEE RERBRBEERABITEE (MMER )- 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).
43 WEERARI) - HEFEERARERBZERANIIET BENHIER ( 205EF ) - Administration fees and losses caused by exchange rate
would be deducted from the payment amount in case of remittance failure (if applicable).
[0 ==EE TELEGRAPHIC TRANSFER
]/} https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim T & " IEEZE R ARFFERER L °
Please download “Claim Remittance Service Application Form” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-
download/individual-claim
(| EEERIRITISIRERBRTS GREATER BAY AREA CGB CROSS BORDER REMITTANCE SERVICE
B A2 https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim T & " IERZ IR E R RIFERAR (RBEAR
BAXNERERZIRTIREEE) . 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 AHER1TEIARSZT HK LOCAL CROSSED CHEQUE

[0 #HBEFEFEFRBPOIREL Collect cheque at Wan Chai Customer Service Centre in person
(INRESZEBELHERXBE  MEBFAANRTHAEHRRE  ABERENZERAZN  UHERERFBATES
AR EREA AT EERED/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.)

O sres=xrtEAN)3EEZR#IEDNSEET Pick up cheque at Wan Chai Customer Service Centre by authorized person

HEANEZ HREAMEER KBANB D BB HIRT
Name of authorized person Contact no. of authorized person I.D. no. of authorized person

BT (R B8 B R AYEATL L Mail to correspondence address registered in our Company
LARBRAD /T A EEIE Deliver via Insurance Intermediary
WBEZIRTHTEE (FFIREIRTTH1T) Collect cheque at branch in person (Please state the branch)

#R47 217 Branch

ooa0

3 Hfth OTHERS

E&AECEIREE FUND TRANSFER TO POLICY
EEARB—BIABZ TENZRE - BETHRERE - IBURERCSEERERE - Onlyapplicable to inforce policy under
the same payee, please specify the policy no.. The Premium Levy has been included into the Premium Payment.

O

[0 FFEIR<FE / EEE UNCROSSED CHEQUE / DEMAND DRAFT
BJ 4R https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim & ™ 4% Bl $BER /5 T EB#A % 1 ° Please download “Special
Payment Arrangement Request Form” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim

E. R{EFAFEX 4B E CLAIM DOCUMENT CHECKLIST

- v BRI Basic Documents ; @ Bff/N4E Additional Documents ; x “R#EF Not Applicable

RIEMBXMH(XHENZBERTRAQTNEFRE DOHIE) feERRRIE
Claim Document (Documents can be certified at our Company’s Customer Service Centre) Critical illness claim
O T HEZUEE 7 ARBERE B | of this form completed and signed by your good self 4
HEZBEIEE /EEPRFERSE _HMHEZEBEREE Claim Form Part |l - Attending Physician’s Statement to be v
completed by the attending physician
B8/ X 6/ BRI MOHR O EB/ 48RRI R & (2N ) Laboratory/ X-ray / CT Scan / MRI/ E.C.G. v
/ Pathological Reports (if applicable)
REIEATREBREIPE(NRBIRHIREE IE ) Original Policy or Policy Lost Declaration (if unable to provide A
original Policy)
[0 #EersR%a > B3 BAZRS GRS A) Self-Certification Form(For Claims) for Common Reporting Standard (CRS) °
O SRARRESAAZSHEPXAE(IZEIEZR) D of Insured and Policyholder (Certified True Copy) 4

HK-CL-ICLA37/202511-01 P.40f5



{REESRES Policy No.

F. {8 AERUIEEZHRA PERSONAL INFORMATION COLLECTION STATEMENT

AANEMERICEHEBERBL "PEASRE (B ) ROARAT . HINERBRABEREZR - BESFHRANWEBAEREZR IR
https://www.chinalife.com.hk/zh-hk/privacy-policy/personal-information-collection-statement-clio '~ &5 2% (6 5 B A SR ( 5890 ) BRHBFRASIZEEN © 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. UXHR{E A F &R E & ZE COLLECTION OF PREMIUM LEVY ON INDIVIDUAL LIFE INSURANCE POLICIES

RNEMECUE : EATMRBEEERERLBEOBUREFSBAMGFAENARRERK "RER-E , (T "#HE ) - RBWENEER
ERHERTZE - REEEEFEDTULURBHEREGS  $EENINRIEARSERROEBNRESBABNRRL AR EEHKLER - B
WEREHERNFE - FHABTBRAS(EINKROBIRATINME 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.

H. AR IZ# DECLARATION AND AUTHORIZATION

21 Authorization

ANEM  KRANREFBANREA - KFRANEFEREEZZERA (NF ) ELLEE (1) £EE - FMaE - 8t 2 ®Ria
AT~ IRIT - TUATHEAE - TURTERPT - UM O REANBH BB T AERANRAIEREE ZZHRA ZLEE - FENERNEMEE - A
T HOBZEERRMY  BRMRERLATEASRR (89 ) ROBRAS (UTEE "S43.); 2 ELSSEAEIEE 2 B&E/EH
BERESIEEFT  IMARERFERNEMEREEFEZRENETRE ZEEN GG - FRAERANBEMAEREEZZEA
ZREMRR - IEBREE AN A ZEEXARIEEARBORS - IWIEEENFEAREEARIIFRZER - I/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 mefus/ 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.

Z20R Declaration

KAN/EM SRAN/REFBAN/REA - BHEREEEQ) LA —RTEREBENAEEE - CHRESAN/BRMRFFRE - BiAA/H M
FRENPRS - IRBEZEHMUBRERN | AA/RMABPRNARNECT-IBEEEE  AA/RMERRESEEABFRLRA ; QAFAN/
RMOBERARMEL 2 EMER - REASRFR LESHENHRES AT BRNAEN - EATAAERELR - BEBA T AR HEEM
REFERAMBNER SR TERLAEBLRERRRESH ; Q) WAA/RMRENERBEOTAER/XNERZE - ERTHE
BRAREPBR/HABRAAN/RMARLAEOUSHEZEE - @) AA/RARNERESASTUEARA/RMREZERDER - 2B
ASEEFTEKMEIEK - RIESERITE - 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.

l. BEBFBEZEZE A RIE LFEE) SIGNATURE (Please DO NOT sign on BLANK form)

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

%% ZE Signature

%2 Name

B {3 :8/7€ R8RS 1.D. Card / Passport No.

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

B &f Date

*REANESRANRESAARG

*Relationship with Insured/Policyholder
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