CHINA LIFE

C FEAE |55

Eﬁ%ﬁﬁ'ﬁ?tb#ﬂﬁ % (REAREEHEETE )
DIRECT BILLING PRE-APPROVAL APPLICATION FORM
(APPLICABLE FOR NON MASTERCARE MEDICAL PLAN)

fRE

58 A& Name of Policyholder Z{RA L E Name of Insured fREESRES Policy No.

SRABDRE/ FEBSRAS 1.D./ Passport No. of Insured

fRBE{h 7T AZ 1} INSURANCE INTERMEDIARY INFORMATION

R /T A% Name of Insurance Intermediary
R/ A4RSE Insurance Intermediary Code Hét 48 E87% Contact No.

EZ/AH IMPORTANT NOTE

KBEBFRPFBZ "TAAT ) & "ENT ) ZRAIETEASRIBCEINRMDFEFR/AE] - The expressions “the Company” or “our Company” used in this form refers
to China Life Insurance (Overseas) Company Limited.
BUEBEBEEARFEE - FUENNBEER SRARREFBANREANEEERNUEZEZIEE - Please complete this form in BLOCK LETTERS. All
amendments should be endorsed by the Insured & Policyholder / Claimant in full signature.
EEEP?AiEé?‘éJH:%%%%% By - RERBLEEZEIY - URAKRKFZ/HEBESRD 7 BIEX (BRARES - BF - PEIANMERSES
2/BHRBEE B 14 E TEX i@ﬁﬁﬁ\/ﬁﬁhﬁﬁﬁ YERXRRIEREEIRE BB BEEEIN APP AN TIEEN B BB IUEE claimspa@chinalife.com.hk
H‘t REAE  SERRBAREBEMLBEDUNREN "E Rz, K "REBNE -8R, &Mt £ (08 ) WRESER LR - IAFOUES
EE BHEAS (89 ) BEIEARIEEAR(852) 3999 5593 £A% SAR#S S Hi4S - Please complete and submit Part 1 on the following form by the Insured and
Part 2 by the Attendlng 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. The limit of Guarantee of Payment will be issued based on the benefit amount shown in the Policy Information Page and Benefit Schedule or the
latest endorsement (if any). For urgent enquiries/assistance, please call our Hotline at (852)3999 5593.
B8 ARA T4 www.chinalife.com.hk 21 EEAREA " BT FEHEAZ 1 BRIZTE 5| RANABIHE E R B8 FE 4848 2 E2 - 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.
EEZZRARERREMZBBNERLT  AATBRZHRAZER "TENREMZBHE - FIR(NAREMZPBEZERTAEBREREHE
EEE%T%TEEE;@Z}W&&(Z)El?ﬁ%ﬁEEaaZ}tt’&&?/%\ﬁﬁ%ﬁﬂvEEIaa%%ﬁﬁk5&2%&?#5*4&1%%1%%?& > Subject to the approval of this pre-approval
application, the Company shall 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.
IEFREMZ BB EE = A RBHEEFRM - LHREFRRAS - XATBEBEREEILIRRBMERS TR - WIREBERERE - 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.
MBERABTNARHIUL  SRARREFEAVRRBERRZZEALABFER  NRREABT/\EUT  REFREAREFBEARZRAZEEZSR
ENEBEREFEE - IRRANREFAEARGEASLEER  HELAHRBUALSERAPERRET - UIRHBGERRELRER - 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 or 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.
SRAREFENREAZEZZNERKRANT Z48E48E © The signature of the Insured / Policyholder / Claimant must be the same as the Company’s record.
MAEMERS - FECHRRBRONT ABEINELR AT EFARIEELAR(852) 3999 5519 &7 - If you have any queries, please feel free to contact your insurance
intermediary or our Customer Service Hotline at (852) 3999 5519 for details.
KATEHEBERENILPRHR - WERBRTERAQTEKRNBFER « BEAKRASIAIE www.chinalife.com.hk 2% & &&=k - 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.
MDA IRABRAIRBR AT ZE - — AP STRAEEE - If there is any discrepancy or inconsistency between the English version and the Chinese version of this
form, the Chinese version shall prevail.

HEASRE (85 ROBRAE (RPEARKNBEMR L ZROERIT)

China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability)
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{%E%)uﬁ% Policy No.

F—E#n - REER
PART | - PARTICULARS OF CLAIM

A. —hg & GENERAL INFORMATION

B TELHIZEBIELER Type of pre-approval application

{EP% Hospitalization

1

]

[0 P922/H 9585 Outpatient/day-patient treatment

O Fez/RREELRE(EE A B REERIRET 2] 250)Outpatient/day cancer treatment(Only Applicable to Voluntary Health Insurance Scheme Series)

] PI2 2T B2 N AR B A R (2B A B FR &S fR =1 2l %2 81) Outpatient Prescribed Diagnostic Imaging Tests* (Only Applicable to Voluntary Health
Insurance Scheme Series)

*FTRRRZET R G RAMA R R ERNET R ( CT" /) - BAXIREHE (| "MRI” B ) - EEFREEERRE ( "PET" #%# ) - PET-CT &8
& PET-MRI #5 - * Prescribed Diagnostic Imaging Tests covered here only included computed tomography ( “CT”  scan), magnetic resonance imaging ( “MRI”  scan),
positron emission tomography ( “PET” scan), PET-CT combined and PET-MRI combined.

2 FI1ZEEE Mobile No.

3 EE Email

4 HE (WEHEER)
Occupation (Compulsory)

5 TR(WEHEER)
Business (Compulsory)

6 BAEBAR-—SNILHESREMFRBATRE ? N - FRHEUFAER -

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

B. FAESMER({23E R £F%) DUE TO AN ACCIDENT(Only Applicable to Hospitalization)

1 EH SRR F Year A Month  H Day i Hour > Minute AM/PM

Date and time of the accident
L | 1 | I L | | L | | L | | L | | L |

2 BHMELEHEL Place of accident occurred FEFEMEAR Please describe symptoms

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

C. EI%7"E 2 DUE TO AN ILLNESS

1 JRAEZFTE Name of illness
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{REESRHES Policy No.

C. FO%E7%iE B (48) DUE TO AN ILLNESS(Continued)

2 FETHILRTEL Please describe symptoms

3 BRLIRMEBE Date of symptoms first appeared F Year B Month H Day

D. JA%s¥15 TREATMENT DETAILS

1 BRRZZEBEMR/ERT Name of physician/hospital first consulted for the above condition
B RKE2 B HA Date of first consultation: F Year B Month H Day

A I I | IS | | I |
B2 4 /Ba P 2 % K 3k Name & Address of Physician/Hospital

2 HthZ2ialbEs B EMmIRAYES £/ BT E R Other physicians/hospital consulted for this or similar conditions

sk#2 B #A Date of consultation: F Year A Month H Day

B2 4 /BEPR 2 8 K HE Name & Address of Physician/Hospital

E. WINEHEERZERAFEES (I3 X AEE ) CREDIT CARD AUTHORIZATION FORM FOR SHORTFALL COLLECTION (THIS
SECTION IS MANDATORY)

MARTEEOBEHBENNERBLEERRENENEESR  AAFERNERLBRRESEE - LEESEREREARIUUTERF
FOWNMBBEEZRNER - GRFERALER/HEREZAREFAATIZRA - KRFRKREL "ZRMREBNE W+ OXENNBEER
KRER - RARERINNINARER - HASRBRNES B EFEARREREZEER) N T RIBESRP IR DARFIRHNER - FE
BET B 2B FaRE1ZERES - 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.

RRAKS . BRAESZ:

Cardholder's Name: Cardholder's Signature:

R ABDEERIEE:
Cardholder 1.D. Card/Passport No.:

ERREORE:
Credit Card Account No.:

ERFEIME:
Credit Card Expiry Date:

(] visa FYear HMonth HDay

ERFER:

Credit Card Type: Mastercard EBEEF

O UnionPay REE

KR A4S ERE:
Cardholder's Contact Phone No.:

BRAERERG: g .
Relationship between cardholder and patient: I:I FREEFAA Policyholder

ETEEERANM LSS (Please tick the appropriate box) O RERA Patient

ANEM SRANREFBANREA @ EZBELERHZEAFERNORZEZEMURERN  TRABEERIEREATIRAKAU LERFFOMNRE
BAERASLEA (#NEA ) - 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.
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{%E%)uﬁ% Policy No.

F. B AERUIEEERA PERSONAL INFORMATION COLLECTION STATEMENT

ANEMEXCSHBLRBE "PREASRE (85 ) ROBRASE ) HIREBAAERER - BRASMRANWEFRAERER - o)
https://www.chinalife.com.hk/zh-hk/privacy-policy/personal-information-collection-statement-clio T &3l /@] S B A E1R b (585 ) RO BRATIRE ° /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. EHAXIE1E DECLARATION AND AUTHORIZATION

2 # Authorization
RNFHM - SRANREFBENREA - ARFANRHMERREZZHRA (WF ) EULEE (1) EOEE - LM - 8Bk - 20 -
RIEBAS] -~ IRIT - BUNHAE - BUSERPS - SUN O sE B B AT OB ANR M RME ZRRAZCH - RSN ERNE MRS -
ABEAL - 9SS ERER B RERAPEASRE (85 ) ROHBRAS (UTEE "&AF,); 2) EASHETEE
EZBEMmIBEREEN(ERmAT - UM ARERBE RN REEZZRANETRE 2 BRSO - FREZARANEMA
HARMEZZERAZBEMRRN - IWRERKNBMAZEEXAREZARBBLNORT) - WEREENTOAREERIGBERENA - 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.
ZHR Declaration
RAZWERKEE(N LM —FREEEBENAEEE ARG AARFRE  MAAMAFE  9ASEZEHNUREREHM ; X
ABBEMEEAARANEEEREEZEENERNITRERE | QRAHTTAMELE ZEMER - MEATEIRER HERSHL - 82
SARZHAR - HHEEA L ASERBEEMILBFERMBOER - EATIERILAEE R EIBULTRTHIZBEE ;| (3)ERXARBAE
HEASBREN " ERMMRERS ) TABHEASFRERREN 8 ; 4) BEATCNREPAEZRIEXLERTQEHNE
EREMZERANSERREREE  SASEEREBEARFEREPHEEWERRIHREEER - EASRERAFIRAEREL
EFEAEMRRAMBEEREGGZSEZE SRS ARUEARERHBESEASERNENRE( BREMAZRARRESFBEAHET
A ) ZRAS BN TR PR RARNRE R HBEELR - R B ARRECUEHEE (EEEFINEENRN ) -~ AFREIZRE
( EmEAAMERE ) - | 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/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. ZZE(FBZEZEZHTR1E L% E) SIGNATURE (Please DO NOT sign on BLANK form)

ZIRA(FH 18 BmELLE) REFAA | REA R
Insured (whose age is 18 or above) Policyholder / Claimant* Witness

%5 Signature

2 Name

B 138/ REEHS 1.D. Card / Passport No.

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

HHf Date

*REANEZFANRESEBARG

*Relationship with Insured/Policyholder
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