CHINA LIFE

C FEAE |55

S SNEE{E 53R ACCIDENT CLAIM FORM

fREEFEA A Z Name of Policyholder Z{RAESZ Name of Insured {REEIRHES Policy No.

ZRANB DS/ F#EIBIRES 1.D. / Passport of Insured

fREE {77 AE 1l INSURANCE INTERMEDIARY INFORMATION

{RB& 1P T AL Name of Insurance Intermediary

R /T A#RS% Insurance Intermediary Code Rt 4% B8 5E Contact No.

EZE/EH] IMPORTANT NOTE

- BUERERAPEE TOENIAER  SRARREFBENREANEEERNNMUEZZIFE - Please complete this form in
BLOCK LETTERS. All amendments should be endorsed by the Insured & Policyholder / Claimant in full signature.

- KRBBERPFAZ "TARE & TERAE . 2RMIETEASRER(CEMNRHDBIRAE] - The expressions "the Company" or "our Company"
used in this form refers to China Life Insurance (Overseas) Company Limited.

- ABEFRE-ADVDEAZRAMREFEANREANER  UERBIINEHE_+RRNELDER ZEPXGERELRXARAT - Partl
of this form must be completed by Insured/Policyholder/Claimant and returned to the Company within 20 days (both days inclusive) from date of accident
along with all relevant supporting document(s).

- MRRAST\ESMLE  SRARREFBANEREBEBREZAREER  URRASTN\EUT - XBBRELRREFA
ARZRAZEZLEZENEBREE - IRRANREFAARGEARES  HEARBUASESARFRRET - LIRHEH
BB K B8R - 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 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.

- REBBAZEZSNEBAKXNT ZLEEERE - The signature of the Policyholder must be the same as the Company's record.

- RN ASIRITEEESWEIARBFERL AR LR ATIEULE] - Receipt of this form by your Insurance Intermediary or bank officer does not
constitute receipt by the Company.

- WAEETERN - FEE FWRRO T ABBNNEAR QT E P RFE4R(852) 3999 5519 B - HEMNRE KB REFSFETEBEN
HEFE 313 SJEEF’./\?ﬁF 24 718 | PERYImRHEREE 24 SR8 FIREXIE 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.

- ARTEHEBRENILSRHER  UEBRFERATEKRNBAER - FEARRTHIE www.chinalife.com.hk 218 K NS E=HThRAS
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.

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

F—EMn - REEN HSEA/BEREA/RENER)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder/Claimant)

Z{R AE 1 PARTICULARS OF INSURED

1 SRAFHRMBI Age and Sex of Insured R4 EEEE Contact Phone No:

B. —fR &1}l GENERAL INFORMATION

1 R{E{RFELEE| Benefit(s) to claim
[ =412 %2 A Accidental medical expenses reimbursement [ &4 S &4k {8 Accidental weekly income
[ =9MERR A B Accidental hospital income [ =4hee5k A5 Accidental dismemberment

FEABRIE (550 ROBRDT (R ARABERAT 2 RHERAT) |||||| ||||||||||||‘||| |||

China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability)
HK-CL-ICLA03/202606-01 P.10f6



fRESREE Policy No.

B. —A%E i (48) GENERAL INFORMATION (Continued)

2 ZE{EBFEHER Type of claims

[J &% =& New Claim [0 ==& Further Claim [ #3222 Pending Claim [ =#t/2# Review/ Appeal

3 MASAR—SWEMRESaEMFREATIRE ? N2 - HiRHFMZER - Have you claimed/ will you o
O 2ves O &nNo
claim from other insurance company for the same event? If yes, please give details

RBRAS]ZFE Name of Insurance Company {REESRAS Policy No. RIESH R R IRPEEEE Type & Amount of benefit
4 ZREPFELEULIEAZEEIZE Request return of certified true copy receipt(s) O 2 ves =& No
C. E4M5¥1% ACCIDENT PARTICULARS
1 ESMEEHHIKEFRE Date and time of the £ A H i 7 EFITF

accident Year Month Day Hour Minute AM/PM

2 EYMEZAHEL K 4238 Location and details of the accident

3 BHIEINZEHMUKRISEEER Please describe the part(s) of body injured and the type of injury

4 MEBRRE ?MA - BIRHELITER Did you report to the police? If yes, please provide the following information
EZ M2 Police Station T&Z2 4R 5% Case Reference No.
O 2 ves O =N

i AN EERRE/RBRIMRE/OHA BB RERENA -
Remarks: Please attach a photocopy of the Police Report / Traffic Accident Report / Police Statement / Alcohol Test Report.

5 MASHMAEINALEEFZ/ETEPFEE ? Did you apply for compensation from Social Welfare Department / Labour Department for the
same accident?

O 5N OO & #FEEAEHA/E7205508 Yes - please provide Social Welfare Allowance / Labour Assessment Certificate
D. ;A7=5¥15 TREATMENT DETAILS

1 BERKZZBEHZ/EBEE Name of physician / hospital first consulted for the above condition
B K32 HEA Date of first consultation: F Year A Month H Day

B24- /Ba P2 78 K 3 Name & Address of Physician/Hospital

2 EEARMBEEN/E SIS A RSAERER R R

The doctor who referred the insured to hospital / other doctors seen for this or similar past condition

K52 H #A Date of first consultation: F Year B Month H Day

L1 1 0 L1 L1
B2 4 /Ba P 2 A 33k Name & Address of Physician/Hospital
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{%E%)uﬁ% Policy No.

D. A% 5¥15(#48) TREATMENT DETAILS (Continued)

3  FRIRHIEBERZZBLENEBEIER - Please provide details of usual Physician(s) / Hospital(s)

B2 4 /B2 P2 #8 Name of physician/hospital

2 /B8Rl Address of clinic/ hospital

4 APz B8 Date of admission i B B 8 Date of discharge
F Year B Month  H Day F Year B Month H Day

E. 2R AZ{EE# INSURED'S EMPLOYMENT PARTICULARS

1 AS)/{EE %8 Company/Employer Name EE &5k 5% Telephone No.

ik Address

2 FEBBURBSEGESR—IENE  B5AFRABIIKEE)Position and duties of present occupation (if more than one, please state all).

F. BE& 7= PAYMENT METHODS

AEMEREEREEE-REEYMAN - RAFRER - BEERLLE TR RET N - WAARFREMD T A - 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.

FEFRELIEESE PAYMENT CURRENCY OPTION ( WN#EEAR - HERRAS LUBEEZSHT - If not specified, payment will be issued in HKD. )

O ®ssus policy Curency [ 3% Hong Kong Dollar

1 HBEIARR DIRECT CREDIT
O s =4\ S22 522 582385 5 TRANSFER TO DEFAULT PAYMENT ACCOUNT REGISTERED IN OUR COMPANY

[ s = 4cith5R77 2855 TRANSFER TO ACCOUNT IN LOCAL BANK

#R172 78 Name of bank #R1T 4R 5% Bank Code 31T #R5% Branch Code = 5% %5 Account No.

L 1 | L | 1 | L 1 | 1 1 | |
RPRBARR(PX) WEABRERFEAN) BRPFBARREX) WARRERABA)
Name of bank account holder (Chinese) (Policyholder Only) Name of bank account holder (English) (Policyholder Only)

O sgrie Fps (352 T— 1B Please select one of the proxy IDs below)

[0 =itedit Email Address:

[ smgrikat USR5S FPS ID:

(] #3558 Mobile Number: (EIBREEEE Country Code) (FH4%3558 Mobile Number)
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{REEIRES Policy No.

F. B%2k75=((4&) PAYMENT METHODS (Continued)

et :
1, IRITHEEREEFBEANERERBIREREEA - Bank or FPS Account Holder must be the Policyholder.
2. WARBEABNBETRRTREFEARRERFBAREMREKINBE AR  BRAMIBEZBIARS ZR T8 H - Ifthere 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. WEEREDL TEEIR , F VB If you choose to receive the payment by “FPS”,
3. TEER, FEARENEER BTN ARBHNSER  BERXS5TH LIRDETEH AR 5,000,000 - “FPS" isonlyapplicable
for payment in HKD or CNY. The maximum amount of each transaction is HKD/CNY 5,000,000.

32. BEFRARBEEBANAREIRE - Please note that CNY currency is only applicable for CNY policy.
4. YD, THEEREAMIRT VRS o FATUEEM Ifyou choose to receive the payment by “Transfer to account in local bank”,

41, BRHEPEIAE  MEIERFHA AU R/IZE AR RISHIRIT R/B 4 /7718 - Proof of bank account document(s), such as bank
card/monthly statement/ passbook with account holder name and account no. is required.

4.2. MEEFDETHARBLIIMETRE - |RITAAEIN I FEE RERIBRKEERABTEIE (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 WEERARI) - HEFEERREXRBIZ RGN IR EEHIER (A ) - Administration fees and losses caused by exchange
rate would be deducted from the payment amount in case of remittance failure (if applicable).

[ =& TELEGRAPHIC TRANSFER

/) https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim & " RS ERARFEERFEZR 1 - Please download “Claim

Remittance Service Application Form” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim
D = EEEIRTTIEIREFARFS GREATER BAY AREA CGB CROSS BORDER REMITTANCE SERVICE

A https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim & " IEEEISIZERRFEFR (RERAREAEX
EEERIRTIREEF) 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 KinfR1TEI4SZZ= HK LOCAL CROSSED CHEQUE

[0 #EzEF=FRHER/0REL Collect cheque at Wan Chai Customer Service Centre in person
(MREZEBAMLHEANEE  MREFBAGKRTHAENRE  RIBRANXERAXN - UBREFBATRSMEANGRE
BAANTELRED OUWEISZE - Ifthe 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 srs==r8A)FEFE SR /0 4SEE Pick up cheque at Wan Chai Customer Service Centre by authorized person

HRBEALE RBABASER KBNS BB 5R S
Name of authorized person Contact no. of authorized person I.D. no. of authorized person

T 2R EE R AYEAT T HE Mail to correspondence address registered in our Company
£ RBR 1 A EEIE Deliver via Insurance Intermediary

HBEEIRTHTEI (FBIEEIRTTH1T) Collect cheque at branch in person (Please state the branch)

Oo0oad

#R474317 Branch

3 Efh OTHERS

[0 =<MECE{RE FUND TRANSFER TO POLICY
EREARB—ERABZ TNTENZRE - BEEFRERE - IBMRERCSEFEFRERZE - 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 37E2#4&SZ= / EEZX UNCROSSED CHEQUE / DEMAND DRAFT
BJ % https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim ™ &} 4% Al <8 B 75 T\ BB 55 %< .- Please download “Special Payment
Arrangement Request Form” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim
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{REESRHES Policy No.

G. R{EFREHX{4iEE CLAIM DOCUMENT CHECKLIST

- VEZR# Basic Documents ; ®FfI/N4E Additional Documents ; x5 F3 Not Applicable

RIEFREXH BINERER

= = =} = i 3: = = B8
(AR BE RSN A A FRESHISPOMIE) Clhim | Accidentl medica Ai&tﬁfﬁﬁly Pacalen hiiial RONRKIE
Document (Documents can be certified at our Company’s Customer expenses income income dismemberment
Service Centres) reimbursement
| HETEZUEZ ZARBHERE S04 Part | of this form v v v v
completed and signed by your good self
|:| FELBEERUHEZE RSN ZARBFERE A Part Il of v v v v
this form completed and signed by attending physician with chop
FRE R 70 B8 B H 3 S A AR e R2 i 2 tH P AR IR AR/ BR A RE AR
(BRRBEEREIEFEE T 8Pt 2 )/8%E) Discharge slip/sick leave
[ certificate/medical certificate with clear exact diagnosis issued by attending v v v v
physician (applicable to treatment received in hospitals of the Hospital
Authority of Hong Kong)

FRRELCHEETEE REEE - FRRE - L/ -
PRERERERBE CERARPEIBERZER) Medical

[ records including: Admission summary, hospitalization records, Discharge v v v v
summary, outpatient records and statement of account (applicable to
hospitalization in Mainland China)

() v ([
B H IR B A AI % Original medical recei d g
e BEWEBIEFAREIIRER AR Original medical receipt and v omEA SmEA omEA
statement of account . )
Copy required only Copy required only Copy required only
[0 =tiRmAS8s 258548 Settiement advice from other insurers () ® x )

REDAIEIRE (U0 : RIS - RIWE - EEFiFm/ERE
Ea/ﬁzzjj LIRS /L\éalﬁﬁi BERKRS X XERES)
Prognostic report and laboratory test report (such as pathological report, [ ] [ [ [ J
blood test report, PET Scan/CT Scan/MRI report, ECG report, ultrasound
report and X-ray report etc.) (not mentioned in manual)

I:I

EEHEFLERE (RBANtL)/ BEREZRRER

|:| Certificate of Employees' Compensation Assessment (Form 5 or 7) / [ J v [ v
Employer confi rmation letter for sick leave record
e mE A

= ERER/GRZBERINEE Police report and/or traffic accident ° ° ° °
report

[0 w3 a e Physiotherapy / occupational therapy report ) (] (] ®

[ #R=394R Newspaper clipping ° (] ® ®

% == .
[ FEMES S/ &R AV /TS EIZ Copy of referral letter issued by ° ° ° ®

registered medical practitioner / Hospital

H. {8 AZE UL EHA PERSONAL INFORMATION COLLECTION STATEMENT

ANHEMERESEHERBE "FREASRE (BN ) BROBRAS ) HIREBAERNER - BESMRANKERBAZRERR - oK
https://www.chinalife.com.hk/zh-hk/privacy-policy/personal-information-collection-statement-clio ' 2§ 3% [5) & B A 4R B ( 589 ) R B PR A S ZEEN - 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.

EiZZR(EEHA DECLARATION FOR ELECTRONIC RECEIPT

D ANEM  SRAREFEANRENELBIZERERZETFTEERE—WE - HEZHBERIEEME K2R ELSRAEBEHEBER
W42 - 1/We, 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.

ANEM  SRANRBHFANREANNBRRREREATI - SR ARREZHERMESG  WeAREMRRASSHEETER
Z1& - 1/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).

RNEM  SLEAGREFEANREAFEN EBARNIERE  AABREESAIMZERIBEKRZ 22 HEE  WEEBH —tIAEEE -
I/We, the Insured/Policyholder/Claimant, undertake that if the above statement is incorrect, l/we are willing to refund the full claim payment for the said receipt(s) to our company and
bear all related legal liabilities.

J. WERE A\ SP2{REEIE COLLECTION OF PREMIUM LEVY ON INDIVIDUAL LIFE INSURANCE POLICIES

ANHMEEWE  EATMRBEEERERUEEOBURESEAMFANEUGRERW "REHE , (M8 "H&, ) &F
Llﬂzﬂyaﬁﬁigﬂfﬁﬁzﬁi;@%&% RBREEERTYLURBBEBEKRAS - SERNXNRIERESERKOHEFNREFAAEBRX

R EREEWITNR - ARNRINEENFE  FHABEFBRAZOBINKRHARASIMWAE hitps://www.chinalife.com.hk/zh-hk/customer-
serwce/usefu|-|nformat|on/prem|um-levv 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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{REEIRES Policy No.

K. E2RA K % DECLARATION AND AUTHORIZATION

¥ Authorization

ANEHM  2RAREFBENREAN  ARANBRMAERKEZREA (NB ) BILEE (1) TOUEE - :ZMEE - Bk - 2 R
BAE] ~ IR1T7 - BUTHAE - BUSERPT - SKALOEERI B B AT ARANE M ARREZZRAZLACH - RENEROEMEE - A8
FATL - HOURZEEREMY BRRERALPEASRE (585 ) ROBRAS (UTEE "T8A3,); 2 EATNEUTEHIEEZEE
[HEh B EMEE LR - OMARERFERANRMERMEZRRNETIAR 2 EETME AR - FRERARNHMIEREEZ
RRAZEBRERR - EEEHAAN/RMAZERAAREZAREARS  WEEENFHNEREERGERSN - 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.

E2 A Declaration

RNEHM  REAREFBENZREA  BUBRAAEE() LR —BLREENFEERE  FAREERARMBFMAE - AN
FREANFRIE - I RBEZZMUREREN ; RA/KMBEEAMNECT-IEREEE AAN/RMOBERESEEARRFRLSHN,; QFA/EK
PEHETAPTEE 2R UERR - BREARBFR HEFFHE REEATRERMUES - ERTARZHAR - HHEBA T ABERHED
KRBBRAENER  ERSUERLAEEZREREAREDRE ; (3) WANRMARENERNBEAAERZERZE X EASEE
ERARERFRHERRNHMRETTEREZTER - (4) AANHKMAEARRESASTTEARANRMERZERSER  RERA
SEEEFTB M RIERBL - REIAEITH - 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(FBZEZEHFR1E L #Z)SIGNATURE(Please DO NOT sign on BLANK form)

SRA(FH 18 BRELL) REFAA | REA REA
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

% 3F Signature

%2 Name

B {738/7£ 82 5% 8% 1.D. Card / Passport No.

£ Year A Month H Day £ Year A Month H Day £ Year A Month H Day

B &A Date

*REANEIRANREFAARG

*Relationship with Insured/Policyholder
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