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{* B 5 {5 8 55 % HOSPITALIZATION CLAIM FORM

{REEFFA AL Name of Policyholder Z{RAEEZ Name of Insured {REESEHES Policy No.

SRAB1DE/ EBSEAS 1.D. / Passport No. of Insured

BEERFRIREIRT Policy No. in claim sequence: fREEFERI Type of policy
1. O @ARES individual policy [ EI824228 Group policy
2, O @ARES individual policy [ B84 Group policy
3. O @ARES individual policy [ EI82422 Group policy

fRBE {77 AZ ] INSURANCE INTERMEDIARY INFORMATION

{RB2 BT A% Name of Insurance Intermediary

{RB& 1B A#RSE Insurance Intermediary Code Bt 4% ZERE Contact No.

EZ/EH] IMPORTANT NOTE

- BEMUERERARHEER TAENNEERN SRARGREFBENREANBEE XM EZEZIEE - Please complete this form in BLOCK
LETTERS. All amendments should be endorsed by the Insured & Policyholder / Claimant in full signature.

- KEBRTFAAZ "ART L FH TEAT L ZRMIBETEASRRCEINKRDER/AT] - The expressions ‘the Company” or “our Company”
used in this form refers to China Life Insurance (Overseas) Company Limited.

- ABFRF-MBOVRBAZHRARGREFAANREAEER  UERERE-—THARNEEARZER - LiiEREREMBANHE
RAAT] - Part | of this form must be completed by Insured and Policyholder/Claimant and returned to the Company within 30 days (both days inclusive)
from the date of discharge along with the original receipts, discharge note and relevant supporting document(s).

- WRRARTNEEL L  SRARREFBEALARBEBAZEARPEER  NREAST/\BUT - KABPBXRERFREFAA
RERAZEEEENERREE - UIRRANREFBEAREEARER  HEARBURDERABRERART - WIRHEBGE
B K B 4FEHR - 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.

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

- RPN ATIRTEEZEWEIARPERT ARETRA AT EUWE! - Receipt of this form by your Insurance Intermediary or bank officer does not
constitute receipt by the Company.

- MAEETER - FEENRERO N ARSI EAR AT R FRFEEAR(852) 3999 5519 &R - HZNRIE KR EFSETEEETEHE
B MIMPBASZAE 24 F18 | PEFYIMEHEEHEE 24 SR8FIREAE 3512 - 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, Hai An Huan Qing Building, 24 Futian Road,
Futian District, Shenzhen, China.

- RPEAEBERENILRFER  WEBRKTEARARIEKRNBHERE - A& AKRA SN www.chinalife.com.hk 28 & N & & HThRA - 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.

- WPERABTAIREI AT ZE - RIMIEERE S - Ifthere is any discrepancy or inconsistency between the English version and the Chinese
version of this form, customer’s preference shall prevail.

4012000702

FEASRE OB BROBRAT (RPEARANBEZTMRLZBRHAERAT)
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability)
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{REESREHES Policy No.

—H#y - REER @BRRA/REFEA/RENER)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder/Claimant)

A. Z{R AE] PARTICULARS OF INSURED

1 ZRANEH KB Age and Sex of Insured Bt4&EEEE Contact Phone No:

B. —f% &} GENERAL INFORMATION

1 R{E{RFELEE| Benefit(s) to claim [0  {EBE2% Hospital Benefit O B2 A Hospital Income
2 R{BPFELER Type of claim [0 &%= New Claim [0 ==& Further Claim
[0 #2882 Pending Claim [0 =it/ # Review/ Appeal
3 BESEE—SMIBEQREMREATERE? ML - FiRHEFMAEN -
Have you claimed/ will you claim from other insurance company forthe same incident? If yes, please provide |:| & Yes |:| & No

details.

REE/AS]) AT Name of Insurance Company {REEILAH Policy No. RIELERI R ARPESRE Type & Amount of benefit
4 ZEEBFHEEUTIEAIZE IEZR Request return of certified true copy receipt(s) O 2ves O &nNo

5 RRARBEAMEEEZSR—EBE, F5BFABAIABE) Position and duties of Insured’s present occupation (if more than one, please
state all)

6 ZRALQTI{EEZTE R Name and address of Insured’s business or employer

C. EZE4MEBT FOR HOSPITALIZATION DUE TO ACCIDENT

1 B2 HHEARASR Date and time of the 2 VisEr B Month H Day B Hour 43 Minute LI T
accident AM/PM

2 BAMSEEIMMEEF4ZB Location and details of the accident

3 EHEILEINZEIHMRZEEN Please describe the part(s) of body injured and the extent of injury in details

4 BBEBIRE ?MA - FFIRHELIEETE - Did you report to the police? If yes, please provide details.
EZ M F Police Station EZE 4R Case Reference No.
[ 2 ves O &no

5t B LERRE/RBERINRE/OHA BB RS A -
Remarks Please attach a photocopy of the Police Report / Traffic Accident Report / Police Statement / Alcohol Test Report.

D. B {ERT FOR HOSPITALIZATION DUE TO ILLNESS

1 EETEILSRTE) Please describe the symptoms

2 BHAREYIRFEHBEE Date of symptoms first appeared £ Year A Month H Day

L | 1 1 | B
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E. JAfE¥15 TREATMENT DETAILS

1 BRKRZZEEM R/ Name of physician / hospital first consulted for the above condition
B RK52 HHA Date of first consultation: F Year A Month H Day
L |
B2 4 /B8P 2 T8 K HE Name & Address of Physician/Hospital

2 BEARNBERRN/HEtZZALRNBERERTNVEERR

The doctor who referred the insured to hospital / other doctors seen for this or similar past condition
<72 B HA Date of first consultation: F Year A Month H Day
L | |
B2 4F /BEB 2 8 K HE Name & Address of Physician/Hospital

3 FRRHEEEKRZZEBENBEEEN - Please provide details of usual Physician(s) / Hospital(s)
B2+ /B8P 278 Name of physician/hospital

2 Fh/B PRt Address of clinic/ hospital

4 APz HEA Date of admission iP5 B BB Date of discharge
F Year H Month H Day F Year H Month H Day

5 SRAFERERPEBRING ? 017 - B5IASNE RIREZ BEREE -
Has the Insured taken any home leave during the hospital confinement? If yes, please state the starting and ending |:| B Yes |:| 2738 No

date and time.

T

£ Year A Month H Day fEF Hour 43 Minute
AM/PM

Ah S B 88 % 5 & Starting date and time

X [0] H 88 K % & Ending Date and Time

L | | | | L | | L | | L | | L | | L | |
6 EMZZiMBLEERBREREEIFRAREFANREANRBON ABEDRE% - B0 -
Is there any relationship between the Registered Medical Practitioner / Medical Services Provider and the Insured /Policyholder /Claimant / Insurance
Intermediary? If so, please state the relationship.

F. BE# 7310 PAYMENT METHODS
PEBRERPFEE-REREXNAN - IARBARETR  BESUBTERZRETN - WARKRRM 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.

AEFRESTEEIE PAYMENT CURRENCY OPTION ( #N#R7ERA - RERUIGLUBHEEENL - If not specified, payment will be issued in HKD. )

O ®=msus policy Curency [ 3% Hong Kong Dollar

1 BEIARR DIRECT CREDIT

OO0 ®\EEAATCZEZIERIRIRS TRANSFER TO DEFAULT PAYMENT ACCOUNT REGISTERED IN OUR COMPANY
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F. B3 753 (48) PAYMENT METHODS (Continued)

[0 wmEpEEA3RIT S TRANSFER TO ACCOUNT IN LOCAL BANK

#8172 Name of bank $R 174w 5% Bank Code 3¥T#R5% Branch Code S [ 5EAS Account No.

L | | | L | | | L | | | | | |
IRERBASR(FXY) WERRERBA) IRERBALREX) (MWAERREFTBAN)
Name of bank account holder (Chinese) (Policyholder Only) Name of bank account holder (English) (Policyholder Only)

O B2 FPS FRAEMT—IEHBISE Please select one of the proxy IDs below)
[0 ssmitrst Email Address:

O smzrinIzEE Fes iD:

[0 =358 Mobile Number: (EIBEE:EE Country Code) (FEHESEES Mobile Number)
i-EE 3N
1. IRITHEERRSFBAMNERRERAA - Bank or FPS Account Holder must be the Policyholder.
2. WABRHAENBRIRITEPRHEARGRERBEASRRKRERINBEAR - BEMIEFUBIZRZERILEEE - If there is insufficient

information to identify the ownership of bank account belonging to the Policyholder or direct credit has failed for any reason, the payment will be issued in the form
of a crossed cheque.

3. WNEEDL TEEUR , FILEM Ifyou choose to receive the payment by “FPS”,
31, THEEHR, RERARENEEASETHARENES  BERXSEH LRAE T AR 5,000,000 - “FPS” is only applicable for
payment in HKD or CNY. The maximum payment amount of each transaction is HKD/CNY 5,000,000.
32. AR ARKEEEEANRARERE - Please note that CNY currency is only applicable for CNY policy.

4, MEEFPL TEEREAMIRIT ZIRP 5 FINEEM If you choose to receive the payment by “Transfer to account in local bank’,
4.1, BIRMIRFEPE  WHERERFEEAUR/ZEKIRFRIBIIRITR/IB4 /A1 - Proof of bank account document(s), such as bank
card/monthly statement/ passbook with account holder name and account no. is required.
42. MEERSETHAREBLIINGTE - RITAAWIA N FEE REXBRRAFRERFAABITEIE (WA ) - If the payment is not in
HKD or CNY, bank charge and losses caused by exchange rate associated with the transaction would be borne by the recipient (if applicable).

43. MEIRART - MEFEERRERIBEENAMMIEF BB (2038 ) - Administration fees and losses caused by exchange rate
would be deducted from the payment amount in case of remittance failure (if applicable).
[0 EEE TELEGRAPHIC TRANSFER

Tl iR https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim T & " ¥ERSE R ARTSERER 1 -

Please download “Claim Remittance Service Application Form” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim

B]# https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim & " IEEEISIRERRFEFR (REAREEX
EEERIRITIRPEF) 1 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 KinRTTEI4SZZ= HK LOCAL CROSSED CHEQUE

O mazEFEsRED0ZEL Collect cheque at Wan Chai Customer Service Centre in person
WRESEBELEEFNBE  MREFBABRTRENRE - ABRAUZELAXN - UHREFBEATBSMNEBX
HREBAATELRIEDOUEISZZE - 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 ses==raEA)ZEEZ RSP0 Pick up cheque at Wan Chai Customer Service Centre by authorized person

HREALE REAMAEES S EUN= v =L e e s

Name of authorized person Contact no. of authorized person .D. no. of authorized person

2R TR ML Mail to correspondence address registered in our Company
£ ARBR 10 T A EEIE Deliver via Insurance Intermediary

RBRRITHTEE (FBIEEIRTTH17T) Collect cheque at branch in person (Please state the branch)

Oo0oad

iR

749317 Branch

N
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F. BE™ 75 ((48) PAYMENT METHODS (Continued)

3 Efttt OTHERS

[0 ¥£iABCEfRE FUND TRANSFER TO POLICY
EEARB—EFIABZ TNTENZRE - BEEFRERSE - IBURERSEERFRERE - Only applicable to inforce policy under the same
payee, please specify the policy no.. The Premium Levy has been included into the Premium Payment.

[0 ZFE&ZE / EFE UNCROSSED CHEQUE / DEMAND DRAFT
BJ AR https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim & " 45 B 4B BN = EB 55 3% 4 ° Please download “Special
Payment Arrangement Request Form” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim

G. R{EFAFEX4BE CLAIM DOCUMENT CHECKLIST

- v BRI Basic Documents ; ® Ff$/N4E Additional Documents ; * A& Not Applicable

REFAHE X4 (X MR B ERTRAASINE B IR0 HEE) e ERAR
Claim Document (Documents can be certified at our Company’s Customer Service Centres) Hospital Benefit |Hospital Income
[0 s TEZUEE 2 RBERE—E Part| of this form completed and signed by your good self 4 4
O HFEZEBLEEETHZE RS ZARBEFRSE B Part Il of this form completed and signed by attending v %
physician with chop
HAREZE 2 LEARBRA/ELEREEANRETEEREIESE T B 2 EF) Discharge slip/sick
[ leave certificate/medical certificate with clear exact diagnosis (applicable to hospitalization in hospitals of the Hospital v 4
Authority of Hong Kong)
ERBRRECHETEE  REER - KR - b4 - PI2RERERERSSE (BERRPEIE
O A 2 £B5%) Medical records including: Admission summary, hospitalization records, Discharge summary, outpatient v v
records and statement of account (applicable to hospitalization in Mainland China)
[0 fGiremuisEA R EMRERAIZ Original hospital receipt and statement of account v /(%%EU$)
(Copy required only)
AR 22 IS (0 RIS - BIES  FEFREERERMEARLRES - VEBRK
O & BERHFER X RS %)Prognostic report and laboratory test report during hospitalization (such as pathological ° °
report, blood test report, PET Scan/CT Scan/MRI report, ECG report, ultrasound report and X-ray report etc.)
O EtiRm AT ZEEERRAIZR Settlement advice from other insurers ) x
O SR ARREFEAZSHEBXHAZEIEA) D of Insured and Policyholder (Certified True Copy) v v

H. {8 AERIUZEZRR PERSONAL INFORMATION COLLECTION STATEMENT

ANEMERCHEBERPLD "PBEASRE (B4 ) ROBRAT ) WINEBAERNERR - BESHTRANWEEAZSRER - o)
https://www.chinalife.com.hk/zh-hk/privacy-policy/personal-information-collection-statement-clio T &5 3% [a) & B A 4R B2 ( 7850 ) IR DA BEA S ZEN » 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.

| BFFIERIEEAR DECLARATION FOR ELECTRONIC RECEIPT

O &AM SRAREFENREAZLERIZRES Y EFZHAE—IE - BHE2ABRILEAMER RN CHAEEH
EEEERWE - RAHM - SRANREFBEANREATERRREREATI - SZERIERKRZRERMSD - WEBOEMIR
BABNEEBETERRE - ANEBA  SRAREFEANREANEGEN CABIAAEE  AABRRESASNZERIBEKZ
ZEREME - WAHIEBBZ —tABRET - IIWe, the Insured/Policyholder/Claimant, confirm that the electronic receipt(s) submitted for this claim application is/
are the sole receipt(s). The clinic / hospital of this visit has not ever or repeatedly issued the original paper receipt(s) for the same visit. I/We, the
Insured/Policyholder/Claimant, declared and guarantee that apart from our company, I/we have not filed/ will not file the duplicate claims against other insurance
companies or institutions concerning the amount to be claimed in your company for the said electronic receipt(s).//We, the Insured/Policyholder/Claimant, undertake
that if the above statement is incorrect, I/we are willing to refund the full claim payment for the said receipt(s) to our company and bear all related legal liabilities.

J. WEEASME{REEE COLLECTION OF PREMIUM LEVY ON INDIVIDUAL LIFE INSURANCE POLICIES

ANRMECUTE  ELAEMRBEAEEREBRIREQASUREFEAMSENENGREHK "REME ., (TH "®HE, ) RIEGWE
HEEREETHERTZE - RBEEERINO LARBAERRG - AN AN R ERESEEXOEFNREFBABN AR EHSE
HWSIIR - BEAWEEHENEE  SHAETBEASCENRHBRASIWAE hitps://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.
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K. E2BA K #%1 DECLARATION AND AUTHORIZATION

¥E ¥ Authorization

KNFEHM - 2HRAMREFBANREA  KREANHFIERREZZHRA (WUF ) ELEE (1) EOEE - ;EMmE - 8Bk - 20 - Rk
AT~ RIT ~ BUTHRE - BUFERFT - SN EERE B A OB ANRMIE RN EZZRAZLHE - RBEHEROEMEE - Al
T U EERER BRAERAPBASRE (08 ) RNBRAS (UTEHE "848, ); 2) ERATNHUEEE 2 E&E/HE)EE
BB EEERT - UIMARERFERANFHFBRREZZRANETRRE ZEEE LA - (FRBERARNFMERREZRRAZ
REAN - IEREHARANRMZERAREZEARBTAORS - IEESNFIAREIERIGBEENA - 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.

Z0f Declaration

ENEM RN/ GREFBEAN/REA - ELBREKERQ) LE—RLEEENFAEEER  FAHea AN/ RMRFRE - AA/FEM
FREIFRE - 9RBEZEIURERN ; AA/HABBRARNTA—EREEE  AA/HMAEEBRESEEAPHERLRE ; QFA/R
PEERIAFRIEL 2 IR - BREARPHER HERSN L REE AT REZMAASN - ERTFAERELR - BEHEAA T AR E QAR
BERFIENER SRS UREREAREEZAERARESRH ; 3) NAAN/BARENENBSEOABR/SERZE - EQTSFEREELR
RERFER/AERAIA/HEMREEACEEZEEE - (4) AA/BARRBESASTARRA/BRMREZENRELR « REATEAR
BHREEEL - REIEEITH - 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. ZE(FBEZEZEBFRIE L% F) SIGNATURE (Please DO NOT sign on BLANK form)

ZIRA(FE 18 BRI L) REFBA | REA REA
Insured (whose age is 18 or above) Policyholder / Claimant* Witness

%% Signature

2 Name

B {98 /7E RS HS 1.D. Card / Passport No.

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

B &f Date

*REANEZRANRESAARG

*Relationship with Insured/Policyholder
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