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CHINA LIFE

TESBN, EnEREREN AL ZBPHER
MASTERCARE MEDICAL PLAN DIRECT BILLING PRE-APPROVAL APPLICATION FORM

{REEFFA A8 Name of Policyholder Z{RA L E Name of Insured {RESSRHS Policy No.

SRABDRE/ FEBSRAS 1.D. / Passport No. of Insured
L I | | | | I | I I | | | | | | I I | I | | | I I I | | | | I |

{REE 7T AE i INSURANCE INTERMEDIARY INFORMATION
RERAP /T A2 Name of Insurance Intermediary

RB& 1P A4SR Insurance Intermediary Code Bt 4% ZEFE Contact No.

EZ /A4 IMPORTANT NOTE

- ABBRPAZ TARE L & TEAT ) 2RMIEPEASREB(EINEMDBRAE - The expressions ‘the Company” or “our Company” used in this
form refers to China Life Insurance (Overseas) Company Limited.

- BUERERARER - HOERINAEN  RARFREFBEANRBAVEEENNUEZZEIEE - Please complete this form in BLOCK
LETTERS. All amendments should be endorsed by the Insured & Policyholder / Claimant in full signature.

- BERRAEZBERRE MY REZLBEHEZE M) WRARARD 7 BIEX (BRREE - RFIsPREIAM AR ) 56 14 EIF
R (ERREIMER ) BBEZEEIN APP LIEBE claimspa@chinalife.com.hk FIERZIEREEE - MATARSEH  BHE 'HEE
b, B BEE P E4R(852) 3999 5501 AR FARTE S 4% - 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.

- EERRRARTESAREMZBBNER T  ZAAERASZRARE "TERMRERERE L - FER()ARTRERIZERF 2ER L AE M RE
HEEXRERBFIMZRQQBBRREPF ZHZANRESEBHEEMMER ZREXHER RIREMKRFURTE - 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.

- WEFRERZRBEG OMEHERREE - WHERERERAS - RATAEBSEEILIERBMBESITEN - WIREBBEIRTERE - 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.

- MRHRAST\EIMU L  SRARBREFBAVERBEBRZEARABEER  URRAST/\HEUT  AEBFREEAREFAARZRHRA

BREENEBARE - IRRARESBEARGEARER HEEAHRBUNSEBERAPRRART - WIRHBGERRELEMA - 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.

- RRANGREFBANREAZEZNWRBEKNT Z4i#4EE - The signature of the Insured / Policyholder / Claimant must be the same as the Company’s
record.

- MEBERUEN - FAGHWRRGENT ABENHNELR AT R 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.

- APEIEEBESEMILRFER  WEBRFEAATERNBFELR - ;5B ARLQSAIE www.chinalife.com.hk 818 & & & #7 AR A - 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.

- MPERAEABEAREBS AT ZE - — U SXARASZEE - 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|()|()Us!c!1|” " I"

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—8Mn - REEH
PART | - PARTICULARS OF CLAIM

A. —fZE 1 GENERAL INFORMATION

1 ZF42EEE Mobile No.

2  EIB Email

3 WE WEHEER)

Occupation (Compulsory)

4 TEWEER)
Business (Compulsory)

5 RAGAR-SHNEMHESREMFRBATDRE ? MR FREXFRBATDZIERFEERB-

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..
REE/AS] AT Name of Insurance Company {REESRHES Policy No. IRIEFERI R IRFEEEE Type & Amount of benefit

B. EIESMERT FOR HOSPITALIZATION DUE TO ACCIDENT

1 RINEEHERERE F Year B Month H Day i Hour %3 Minute ~ AM/PM
Date and time of the accident
L | | | ] L 1 ] L 1 | L | | L | | L | ]

2 E5MEEAHNER Place of accident occurred FEHHILAEAK Please describe symptoms

3 BBEZHERAKRZIEFHTE Please describe the reason of accident and details of injury

C. A% Xkt FOR HOSPITALIZATION DUE TO ILLNESS

1 SREERFE Name of illness

2 FREMTRTE Please describe symptoms

3 BERUIRMEEBEE Date of symptoms first appeared F Year A Month H Day
| L |
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{REEIRES Policy No.

D. Ja%:#1E TREATMENT DETAILS

1 BERKRZZBLEM B/ Name of physician/hospital first consulted for the above condition
B RKE2 HHA Date of first consultation: F Year A Month H Day

L L | | I L | |
B4 /B2P7 278 K Name & Address of Physician/Hospital
2 HttZE2AIESB BRI EE/ERTE R Other physicians/hospital consulted for this or similar conditions
K52 B #A Date of consultation: F Year A Month H Day
L 1 | | I L | |

B4 /B2P7 278 K Name & Address of Physician/Hospital

E. WMEVEREERZERFE#ES (L34 7AE% ) CREDIT CARD AUTHORIZATION FORM FOR SHORTFALL COLLECTION
(THIS SECTION IS MANDATORY)

MAATEEFOBRZMNEABHEERRENEMBER AR ERNERABRRERLE  IHREEREBEEAASIRUTERFFO
WHNEREEENER - EARFEFALESERREZFREFAAIZFEA - RATIREL TZE8NFBEHE ) W THXENNEEERRE
F - SR ABERINENARIZ5R - HMR REBREGESEMEFEEARRERZEER) SN FTIERE SR PR CMFISRER - EIRES
BT HBZABREMTaREAZESE - 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.

REARS : REARE:

Cardholder's Name: Cardholder's Signature:

R ABEERIRE:
Cardholder I.D. Card/Passport No.:

ERREORE:
Credit Card Account No.:

SRFEIEAA:
Credit Card Expiry Date:

O visa FYear HEMonth HDay

SRR

Credit Card Type: O vastercard B=2€

O UnionPay SREf

FRABEER:
Cardholder's Contact Phone No.:

B ABRER%: o .
Relationship between cardholder and patient: D EREEFTFA Policyholder

HEERAN_LESISE (Please tick the appropriate box) L1 s A patient

ANEM DRAMREFBANREA @ EBRLMRHZERAFENGASEZ MU RER - URASEERIEREATURNAL LERFEROMER
BRAERENER (@A) - I/We, the Insured/Pollcyholder/CIalmant, 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.

F. AERUIEEERA PERSONAL INFORMATION COLLECTION STATEMENT

AANEPEICEBERBR "HPREASRE (85 ) RHBRAS ) WIREBRAERER - BRASHRANIRERBAZERNER - aRr
https://www.chinalife.com.hk/zh-hk/privacy-policy/personal-information-collection-statement-clio. &=k 8] P A SR (359 ) BRHDBER AR - 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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{REEIRES Policy No.

G. ERAK IR DECLARATION AND AUTHORIZATION

$ZHE Authorization
ANHEHM  2RANREFBANREAN ARANHPIERBAEZZRA (WF ) EILEE (1) £UEX - cEMEEE - Bk 25 RIRAS - ]R17 K
A8 ~ BUREIFY - SN O RER B B AT MBRBANRMIEARARE ZZRAZAHE - RENEROEMEE - A@AL - HOEZEEREM - &
HWRERGPEASRE (85 ) ROARAS (LUTEHE "E25.); 2 EATNEUHEE 2BR/HIERGES LT - tIMARERFER
NHPE AR EZZRAETREZBRETMM R - FREZAANRMAERREZZRAZBEARR - WEEHAANHMAZEXAREBZARBY
R - IHRESHWEEAAIEARIIBRENA - 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, govemment 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.
20 Declaration
RANEBEBRARER(N) LA —VREREENFBESR - AREERARFR  BAARMAAE  HAFEZ2EHMURERN ;| AABBRBEETR
NEEBREZSENERIREE | QFABETMUARFLEZEMER  WSBEIRFR HERSHY - SEATAARELR - HHEA T ABERE
AU BFERAFNER - SRS BERIABEEZREIRILTRTHAZ PR ;| QERAPFXHES AT HEN " ERNRRERS ) LABHRE AT EER
BEN—ED ; (4) NERTEXNFREPAEZREXLENTUERIBLEI/RMAZRANSERRIEREER - EASEERBARBFER E BHIEEN
ERFPHRLEER - NEATREAFURERARAERTUEMREMBEEWEZEESR ERATNARUEARERHHEATERNETRE
(BRHEMZRABREZBANGTEA ) ZENHIBENFH/RFARERANBRIEFEFEER  @FEARRECUSHEE( EEETFUNSEER ) -
ARSER ZRE ( EamL N E/REA ) - | 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/arefis
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. HZEREZEZBERIE L ZE) SIGNATURE (Please DO NOT sign on BLANK form)

ZHEA REFAAN | REA* REA
Insured Policyholder / Claimant* Witness

%5 Signature

2 Name

B3 :8/7€885%8 1.D. Card / Passport No.

ank

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

B #A Date

*REANEZEANRERFB ARG

*Relationship with Insured/Policyholder
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