C FEAE |55

MES=SHHMAEE
B OERIEXEBE® CHINA LIFE
BERGRMIER -

{El A P92 B5 {E B 55 3% INDIVIDUAL OUT-PATIENT CLAIM FORM

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

ZIRAB D&/ ERSENS 1.D. / Passport No. of Insured

fRBE{h 7T AZ 1} INSURANCE INTERMEDIARY INFORMATION

R T AL Name of Insurance Intermediary

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

EZ/AX IMPORTANT NOTE

- AUEREBRABFEER EUERINAEN  RREARREFEARBALREENNAUERZZIFE - Please complete this form in BLOCK
LETTERS. All amendments should be endorsed by the Insured & Policyholder / Claimant in full signature.

- AEBBERPFRZ "TART. 5 TERE ) ZRMEPEASRECEINKHEBRAE] - The expressions “the Company” or “our Company” used in this
form refers to China Life Insurance (Overseas) Company Limited.

- ABBEREHNIVRABRRRARGREFSBANREANESR - UERMZZERBE—B/\+ARERAR ZERXHERAAT - Part | of
this form must be completed by Insured and Policyholder/Claimant and returned to the Company within 180 days (both days inclusive) from the date of out-patient
consultation along with the relevant supporting document(s).

- MBRASTN\ESM L SRARFREFBEANERBEBREZASRFR  IRRABT\RMUT  APBERERREFAARZR
AZEFEENERBREE WRRARESBEARGEARER HERARBUNBERLAPBERART  WIRMHEAGEIRREEER -
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.

- REFAAZEZENWERKRNT Z4EEHEE - The signature of the Policyholder must be the same as the Company’s record.

- RN AHIRTEXEBWRERPERTARERER AT SR - Receipt of this form by your Insurance Intermediary or bank officer does not constitute

receipt by the Company.

- MBETER - FE B INHERED T ARSI BER AT E P IRIEE4R(852) 39995519 B - HEZMNFRBRMBEFSETRBEFIHEFE
MB{FBASZAE 24 F18 | PEIRYIMEHEEHE 24 508 FIREARE 35 1 - 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.

- AASIAEBERENILRHR  THEBRNE RN AT EKRNEBFR BT ARAT AL www.chinalife.com.hk 8 & &l & hl 28 - 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.

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

F—EMn - RIEEWN HSREA/BEREA/REANED)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder/Claimant)

A. —RR &1} GENERAL INFORMATION

1 ZREAFEH KB Age and Sex of Insured R48EEEE Contact Phone No:

2 ZR(EPFEEER Type of claim [0 ==%={& New Claim [0 =R =8 Further Claim
[0 % 3RB=2 Pending Claim [0 =itt/Z % Review / Appeal
3 iEF it Mailing Address
O NETUILHA
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability) 4012001001
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{REESRES Policy No.

B. F9:2E 1 OUT-PATIENT INFORMATION

Fr 3% No. %ﬁiigﬁg ol\:;::tlr:atiogl %a;;f B4 14 Doctor's Name 32l Diagnosis Q%H"}\(?;’u"t
1
2
3
4
5

#EEE Total

BERXHAFZABREZBEIBIEAUE L EEREHAIRRAGRS 2R  BEEZ/EE - 2 KBRS £ 8)Please submit original receipt issued by
doctor (Name of patient, consultation date, doctor’s signature & chop, diagnosis & amount must be clearly stated on receipt)

C. Efth¥ ) OTHER DETAILS

6 MTASEE-SHEMEQAEMFRBATIRE ? NI - FIRHFMER - Have you claimed/ will o
. . e . . O 2ves O &no
you claim from other insurance company for the same incident? If yes, please provide details.
RBR/AS]ETE Name of Insurance Company {REESRES Policy No. IRIEEERI R IRFEEEE Type & Amount of benefit

D. f¥M7A I PAYMENT METHODS

EMERIEERFEE-RERSAMAT - ARBFRER  EESBRIRS ZETN - WARFRERP T AEIE - 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.

I A EZiEEE PAYMENT CURRENCY OPTION ( #N#EETHR - BERRAZLUB MBS - If not specified, payment will be issued in HKD. )

O ®e=msu poicy Curency [ 3% Hong Kong Dollar

1 HEIAMR DIRECT CREDIT

O @wEZzAASEZ i 2 E:8ULE1EES TRANSFER TO DEFAULT PAYMENT ACCOUNT REGISTERED IN OUR COMPANY
[0 smeEZ=AtthsRiT28ES TRANSFER TO ACCOUNT IN LOCAL BANK

#R17 =78 Name of bank $R1T#R9% Bank Code 72 1T#m5% Branch Code  F 5% Account No.

L 1 | L 1 1 | L | | | | | | |
IRPHEAASER(PX) WABREFAAN) IRPHAAERCEEX) WABREFAA)
Name of bank account holder (Chinese) (Policyholder Only) Name of bank account holder (English) (Policyholder Only)

OO sz Fes (2T —IEMBI S Please select one of the proxy IDs below)
[0 =sstst Email Address:

O @seemmEE FPSID:

[0 =#2%%E Mobile Number: (EIB2E:EE Country Code) (FHEZREE Mobile Number)
HEE
1. SRITSNEERIRE R A ANERIRERA A - Bank or FPS Account Holder must be the Policyholder.
2. ABRHAERNBRBTREFIBEABREFZIEASIRAMKREXNBEIAR  BERESUBBEZZRAED - 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 THEER, SEARENEESETHARENSG  SERX5TH LIRAEBITUAKY 5,000,000 - “FPS” is only applicable for
payment in HKD or CNY. The maximum amount of each transaction is HKD/CNY 5,000,000.
32. AR ARKEEEFEANRARERE - 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, HIRHIRFERE  WHBAREFAAGR/BENRESRERIRIT R/B4EE/F1E - Proof of bank account document(s), such as bank
card/monthly statement/ passbook with account holder name and account no. is required.
42. MEER BT AREBLIINGTE - RITAAWENAR N FEE REXBRIGHERABITEIE (WER ) - Ifthe 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).
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{REESRES Policy No.

D. F&F 7 T( (4&) PAYMENT METHODS (Continued)

1 HEE) AR (4) DIRECT CREDIT (Continued)

4.3. MEIRARTN - HEFEERKERBRENREMFIETBEHER ( WEA ) - Administration fees and losses caused by exchange rate
would be deducted from the payment amount in case of remittance failure (if applicable).
O Z[E TELEGRAPHIC TRANSFER
TIH4 https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim & "B ERRIZHER L -
Please download “Claim Remittance Service Application Form” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim
O REEFEFIRITIEIREMIRTS GREATER BAY AREA CGB CROSS BORDER REMITTANCE SERVICE
a2 https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim & " IEREEIREMRRIERFR (REAARFTARE
EERIRITIRPEEF) J 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 KIihiRTEISRZZE HK LOCAL CROSSED CHEQUE

[0 HRBEREFEFRHEPLIZEL Collect cheque at Wan Chai Customer Service Centre in person
(MMREREZARALHERNEE  MREFAALKRTHREMNRE  AEREUZEEASZN  UHERERFBEATRRNERXXYE
RBANTE P IRIFHOUIELSZE - 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.)

REAER RBEANMEERR RBABDE IR M558

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

BE E{RE B RCAYERN L Mail to correspondence address registered in our Company
LARBRAD /T A EEIE Deliver via Insurance Intermediary
HBRIRTHTEI (FBIEEIRTTH1T) Collect cheque at branch in person (Please state the branch)

#8474317 Branch

OO0

3 Efth OTHERS

[0 ZE£HREEZELRE FUND TRANSFER TO POLICY
BEARE—ERAZ NENZRE  FEERERDE - M RERSEHERERZE - Only applicable to inforce policy under the same payee,
please specify the policy no.. The Premium Levy has been included into the Premium Payment.

L I ! I ! ! I ! I
[0 7FE14%<= / EEE UNCROSSED CHEQUE / DEMAND DRAFT

B8 https:/www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim T & " 4% BI%EEN S N ERFEF 1 - Please download “Special
Payment Arrangement Request Form” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim

E. EAZEiRUTEERRR PERSONAL INFORMATION COLLECTION STATEMENT

ANHEMEXRECHBRBR "PREASRE (85 ) ROBRAST . NIREBABERER - AESHRANREBAERZR - oRr
https://www.chinalife.com.hk/zh-hk/privacy-policy/personal-information-collection-statement-clio &2 @R B A =Rk (589 ) IRHDBEPRA S ZEN - /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.

F. EFRIZR(EEAT DECLARATION FOR ELECTRONIC RECEIPT

O xA2M SRARERAANREAELRRERES BT REAR—IUE  BELABERDEARERRZ NELCHSBRHERE
RULHE - I/We, the Employee/Patient/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.

KNEM 2RANREFBANREANERRREREASS  BiZERNBEREZHEERBNEN  WRARHEMRBASNMBETEERE -
I/We, the Employee/Patient/Claimant, declared and guarantee that apart from our company, l/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).

RANFEM  REAMREFBNREANFGEN LM BRALERE  RABRREEATMZERNBRKZZ2EEE  WEERRZ—tAREE-
I/We, the Employee/Patient/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.
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{REESRHES Policy No.

G. WEUEIASF{RE & E COLLECTION OF PREMIUM LEVY ON INDIVIDUAL LIFE INSURANCE POLICIES

ANEMECUE  EREMRRELEERERUEEOBURESBAMSTANAURERHNR "REFE ., (TH "8&E, ) REWENHE
BEEHERITZE - RBREEERTULURBERRA - HARNKNRIEARSERRAEFNRERFSAENRARLBAHEHWTR - A
BUEVSENEEE - BABTEAS(EINRNDBERATIRME https:/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.

H. ERAKIZH# DECLARATION AND AUTHORIZATION

5 Authorization

RNFHM - RRAREFANREAN  ARBANBEMBERREZZRA (WA ) EILEE (1) TOEE - GEMEE - &k 27
BAT  IR1T - BUTHRE - BUFERPT - SUALOIEERI BN BB EAAERAR NI RREZZMRAZACH - RENERNEMEE - H8
FAL  HURZSEREY] - BRRERGPEASRRE (85 ) RHBMRAS (UTHEE T8A8,),; 2) EATRNEUEEEZEE
BB S LA - UM ARERFERNRMAERMEZRERANETIAR 2B LA - (FREZRANFHMIEAREEZ
RRAZBERT WEEHAA/RMAZERAREZABREBAR] - TEESENFHNAAEXRTGERSENT - 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.

5 BA Declaration

RNFHM - 2RANRBFAANREA - BUEBRKES() LA RS KEENAEESE  AREaANANREMBRFRE - AN
FRENFRMS - RBEZEMUBRER ; ANHMBEMRMNEA-EREEE ANRMEERESEEABFREHRB ; QRN
RMOEEAARREL ZEMDUER - BREABFRLOEFHEEREEATBRRMAAES)  ERATARZHAR - HHBAA LT ABERMIE
MARPFRAFBNER - EQTUERMAEEFRZREERREPRE ; 3) UANKMPRENERNESTAAERNERZE - EQTH
EEBARERBRHERRANHMREEASEEZEER - (¢) ZAARMARERESATEAREANEMRERZERDER  REH
ASEEFTE IR - RETIERTTE - 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.

I MEGFEZEZE BT R1E _EZEE) SIGNATURE (Please DO NOT sign on BLANK form)

ZRA(FH 18 BEE L L) REFBEA | REA* RiE
Insured(whose age is 18 or above) Policyholder / Claimant* Witness
%5 Signature
22 Name

B {3:8/3€88 5558 1.D. Card / Passport No.

% Year | BMonth | HDay | £ Year | BMonth | HDay | £ Year | A Month | H Day

H HA Date

"‘REARZRANREFAARR

*Relationship with Insured/Policyholder
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