g TEAE |55

CHINA LIFE

TESB, BENERENREHZBEER
MASTERCARE MEDICAL PLAN DIRECT BILLING PRE-APPROVAL APPLICATION FORM

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

SRABHE/ ERERAS 1D,/ Passport No. of Insured

{REg{h 7~ AE R INSURANCE INTERMEDIARY INFORMATION
{RBR BT A% Name of Insurance Intermediary

RER1B T AZRSR Insurance Intermediary Code Bt 4% B 5E Contact No.

EEEH IMPORTANT NOTE

- ABEBRPAAZ "ARE L 5 TEAT ., ZRMIEPEASRER(EINKRHBRAE - The expressions “the Company” or “our Company” used in this form refers
to China Life Insurance (Overseas) Company Limited.

- BEMUEREBRASRHER  EUERNEER  SRARGREEBANREANEEENNUERZIFE - Please complete this form in BLOCK LETTERS. Al

amendments should be endorsed by the Insured & Policyholder / Claimant in full signature.
FERRAEZILREE O - REZBEEZE A - TR ARKPZ/ABBERRY 7 ELEX (BRERES - RPIE] 4 B A M A4 kel &8
2/BRBEE ) 5 14 ELEX (BRNEIMER ) EXEEEEE - FEBEEEI APP AR TIEENEBEMEUER claimspa@chinalife.com.hk
ARERPHE - NBERAREEH BREESEEN BB ESFER(852) 39995501 1% SRR 75 S H 4% - Please complete and submit Part 1 on the following
form by the Insured and Part 2 by the Attending Physician to Claims Department at least 7 working days (applicable for hospitalization in Hong Kong, Macau, Mainland China or
outpatient/day-patient in Hong Kong) or 14 working days (applicable for hospitalization in overseas).Please submit application via OneService APP or medical network designated
by the Company or email to claimspa@chinalife.com.hk. For urgent enquiries/assistance, please call our Hotline at (852)3999 5501.

- B ARATALE www.chinalife.com.hk FIEAERE " BERTRE#Z L BRIEIES I R AL EIEEREEA4E L E - Please visit our website www.chinalife.com.hk to review
relevant “Direct Billing Pre-approval "service guide and the list of medical network designated by the Company.

- EERERATELRREMZPENERLT  AREARAHZHRARE TBENREMZBIE (- BER(1)ARERZPBE ZERL A B IRERELE
NREPFZ2MREQBRBRREPFZMBZRURESTHFTHREMER ZRENNGHERN RIREIEFURE - Subject to the approval of this pre-approval
application, the Company will issue a “Direct Billing Pre-approval Advice " 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.

- IEREMZRBEE =S RFHERRME  TLRREERAS - AASAEBER A ILIERBMEBAS TR - WIREBEIRER - 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.

- MBHREABTNARIUUL - KRARGEFAAVERBEERBZZARER  URRABT/\EUT @ AEBFREHERESAEARIRAZGES
BANEREREE - URRANRESEARNGEAESE EEARBURDERSABRFERNET  WIRHMEGERKELERZR - Iftheinsured s 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.

- RRANREBBANREBAZEZNERNAT 24 E#48RE o The signature of the Insured / Policyholder / Claimant must be the same as the Company’s record.

- MBRAEN - FATSHRROEN ABEINER QT E FIRFEEAR(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.

- APEEEBEFENILRFER  UEBRFTERQNTERWBFER - HEAKXATIAIL www.chinalife.com.hk 28 K NEFRFTARZA - 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.

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

TEASRE (850 ROBRAE (RPEARKANBEEMR L ZROBRLIF) || I | || ||4|o|1|z|o|o|<le!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 - REER
PART | - PARTICULARS OF CLAIM

A. —hZ & GENERAL INFORMATION

BT HEZEBEELER Type of pre-approval application

EB5% Hospitalization

F952/H B8 Outpatient/day-patient treatment

F9%2/H = iE /A& Outpatient/day cancer treatment

~0|0|0) -

FIZESE Mobile No.

w

E HB Email

4 WFR (WERER)

Occupation (Compulsory)

5 1THEWEER)
Business (Compulsory)

6 THEER—SHIMEOEMRBATRE? NI - FieUEFHEH -

Have you claimed/ will you claim from other insurance company for the same incident? If yes, please O 2ves O =N
provide details.
REE/AS) AT Name of Insurance Company {REBIRHE Policy No. RIELER R ARBESRE Type & Amount of benefit

B. HAESMEEL (Z5# RS £ P3)DUE TO AN ACCIDENT(Only Applicable to Hospitalization)

1 BINSEEHE R F Year B Month  H Day f% Hour 43 Minute AM/PM
Date and time of the accident

2 EHIMSEEEMMEL Place of accident occurred FEHE#LEAR Please describe symptoms

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

C. A% "E 2 DUE TO AN ILLNESS
1 JRAEZ#E Name of ilness
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{REESRHES Policy No.

C. FO%E%E B (48) DUE TO AN ILLNESS(Continued)

2 FAHIRE Please describe symptoms

3 BRHIRKEEHE Date of symptoms first appeared % Year A Month H Day

1 1 1 1 L1 1

D. Ja%:#15 TREATMENT DETAILS

1 BRKZZBLEIR/ZEEE Name of physician/hospital first consulted for the above condition
B RK:2 H EA Date of first consultation: % Year B Month H Day

B8 4F /&P 2 FE At 1t Name & Address of Physician/Hospital

9 EHttEi2iA Lt iES B EURAIE S /BT B 1. Other physicians/hospital consulted for this or similar conditions
sk %2 H #A Date of consultation: £ Year H Month H Day

| I I S E—| | I | I E—
Ba4- /B2 P2 7E Kt 3t Name & Address of Physician/Hospital

E. WINEBEERZERAFE#ES (U35 /AER ) CREDIT CARD AUTHORIZATION FORM FOR SHORTFALL COLLECTION
(THIS SECTION IS MANDATORY)

MALTEEOBERBIMNERABLSERRENELNIEELR  NAEEENERABRNRESRE - ILRESREELAQSULMEAFR
FOWHNBBEERENER - ERARERALESHBREZREFBEAIZRA - AQSHNREL "EHMFEBME ) WHNXENNARER
KRER - MRAZABERINENERZELE - RARERBRINVES B EREARRERZERER) SN FTEERE SR PR CARIBAER - [iSE
BRI B ZENTEREIZERES ¢ If the expenses which the Company paid directly to the medical institutions 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 direct billing pre-approval application
afterwards.

BRAS . BRAEE:

Cardholder's Name: Cardholder's Signature:

BFRABDEEREE:
Cardholder I.D. Card/Passport No.:

ERAREORES:
Credit Card Account No.:

SRREIHA:
Credit Card Expiry Date:

O visa FYear BMonth HDay

SRR

Credit Card Type: | Mastercard BEIEFR

O UnionPay #R

R AR S ERE:
Cardholder's Contact Phone No.:

BRABRERMG: o .
Relationship between cardholder and patient: D REFSA Policyholder

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

ANEM RANREFBANREA @ BB FARMZEARENORSBEZZHMURERN  URABRERIEREATUARNALU LERFEOMNKRE
FAZEEASER (WMAEA ) - 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.
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{REESRHES Policy No.

F. B AEUZEEEHA PERSONAL INFORMATION COLLECTION STATEMENT

AANFEMEICHBERBA "PREASRE (8% ) ROBRLAT ) HNEBABREZR - BESHMRANWEBRAERZR - IR
https://www.chinalife.com.hk/zh-hk/privacy-policy/personal-information-collection-statement-clio '~ 3% [a1 & Bl A E47b& ( 85 ) BRHBREATIZEEL © IIWe 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. EHAKISEt# DECLARATION AND AUTHORIZATION

$ZH# Authorization
RNEM - ZRAMGREFBANREAN - ARAANRABREEZZEA (MNB ) ZIIEE (1) TEEE  ZAMEE - 8k 2 REBEAS - R17 K
It - BUTERFS - SN T BEAIENEB R OTBEANREMERREZZHRAZLCH - [EHERPWEMEE - AEEA LT 9UBZEERRM - &
BRERGEPBASRE (B ) BROBRAS (UTEE "ER/8,); (2 EATNETIHIEE 2BR/ WM ERREE LR - tIMARERFER
NEMEREEZRRAETAR 2 BRI G RAE - FRERRANRMERREZZRAZERRRT - IREHANRMEZEEZAREBAERBYD
R - WIREENEEAREIEKRISBRIE A - 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.
28R Declaration
RAEILBPEAEE() L VBT REENAEEERE  FREaRABRFME - BAAFHNAE  IRFEZEHWRERN ; AARBMAERTR
MEEBREZSENERIIRERE | QFAHETAREL ZEABE - B EIRHFR LESHNE - SATAEARELR - HHEEA LA BERM
HALLBRBERABNER . ERTUERILAEEZRERILTALMZEFE ; QBERARFIREATHEN " ERMRRERS  TABHEQTFER
BEN—E0 ; 4) NELIEXMNREFPAEZRESENTTEARBLER/EMZRANSERRERE - SATERRBABFER E BHEEN
ERFPNRIEER - MEATREAFUAERBEAERETEMRRMBRBEZNINZEER - EATARUARER/FNHE A TERNEARE
(BREMZRABREFBATGEA ) ZENATENFREMZRANBEIIEHEREE  SEEARREASHIEE( ©EEFUINEER ) -
AFSREZRE (MamEAITTE/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 l/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 HZREZEZBRIE L3 E) SIGNATURE (Please DO NOT sign on BLANK form)

ZIRA(EE 18 BmELLE) REFAAN | REA REA
Insured (whose age is 18 or above) Policyholder / Claimant* Witness

%5 Z Signature

2 Name

B 15 :8/7€B5R%HS 1.D. Card / Passport No.

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

B #A Date

*REANEZFEANRERFAARG
*Relationship with Insured/Policyholder
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