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CHINA LIFE

CrEAE |54

i% HA %= 7% S {8 89 55 3 TERMINAL ILLNESS CLAIM FORM

{REFFA AL Name of Policyholder Z{RAEZ Name of Insured {REESRES Policy No.

SIRABDE/ #EH8SRES 1.D./ Passport No. of Insured

fRE& {77 A1 INSURANCE INTERMEDIARY INFORMATION

{RBRR T AL Name of Insurance Intermediary

RERMH T AZRSE Insurance Intermediary Code Bt 4% B 5E Contact No.

EZ’EH] IMPORTANT NOTE

- IRBERR TREEER L INREARYRZE RS o This form is applicable for Dread Disease Benefit.

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

- KBHBERPFIEZ "ARAE, 8 "TERE ) ZRBIEPEIAZRBCEBINRABIRAT] - The expressions “‘the Company” or “our Company”
used in this form refers to China Life Insurance (Overseas) Company Limited.

- KRBFRF-MOVEEZRAREFBAREAER  THBRIRABZZRERKESEIAEE N TRAERBRAERR
XHZ2RAATE] - Partl of this form must be completed by Insured/Policyholder/Claimant and returned to the Company within 90 days (both days inclusive)

from the date when the Insured is diagnosed as suffering from covered illnesses and has received the first treatment along with the relevant supporting
documents.

- MRHEABTN\EIL L  SRARREFAALERBERRZZEALAPER - IREAST/\EMUT - XBBFERERBEREFAA
RZRAZEEZHENERERES - NIRRANREFEARGEARER HEZARBURABERAPEERAET - WIRHEGR
FA R B84=75 A - 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.

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

- RN ATIRTELZBWRAPBFRITAREARASS USR] - Receipt of this form by your Insurance Intermediary or bank officer does not
constitute receipt by the Company.

- WMBEEEERE  FE B TITRBONT ARG ER AT R P RIEEAR(852) 39995519 B - HZMWRE KB IEAES T 8218t
JEFFE MIRPBIASZAE 24 718 | FERYIMmEHERBEE 24 558FIREXRE 35 18 - 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.

- RREEEBIRENILRER  UEBRFEARAASERNBBER - BEARAT AL www.chinalife.com.hk 818 5 N E&EFTARZA - 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.

- WPERABTAIRERATZE - —BIPARAESEE - If there is any discrepancy or inconsistency between the English version and the
Chinese version, the Chinese version shall prevail.

HEASRE (85 ROBRAE (RPEARKNBEMR L ZROERIT) || I| || ||zlo|1|2|o|(l(|m|(!1| ‘I || |||

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

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

A. Z{RAEH PARTICULARS OF INSURED
1 H4EEE Contact phone no.
2 k(W ZEIAR) Occupation (Compulsory) 1T (W 7BIE ) Business (Compulsory)
3 E{EHFEER Type of claim [0 ==%=/E New Claim [0 === Further Claim
[0 #5385 Pending Claim [0 =#t/7# Review / Appeal
4 [El%8 / MIE Nationality / Region
[0 9 E chinese O ZEUS. [0 Efth Others(55ERA please specify)
5 EriEEHE({EA) Current Residential Address(Individual)
W City B2 Country
6 BRIKAMIL(EA) Current Permanent Address (Individual)
(2N B Bk A ik (fE A ) BB mi Btk (B A ) A= - SE5 L) (Complete if different from Current Residential Address (Individual))
I City E4ZX Country
7 BNtk Mailing Address
(¥N3BAR 31k B3 B A IR 4 31k (BN ) R R - 3E 3 ILE4#) (Complete if different from the current residential address (Individual))
W City B2 Country
B. {REHF AER PARTICULARS OF POLICYHOLDER
(MMZHEABREFBABAEA - EHEELEER?) (Complete if Insured and Policyholder NOT same person)
1 H4EEE Contact phone no.
2 W3k (ZEIAR) Occupation (Compulsory) T (W ’EIER) Business (Compulsory)
3 [El§ / HE Nationality / Region
O =& chinese O ZEUS. [ E# Others(3535EB please specify)
4 HBrRIEEIHEA)/ BauE it (E2E4848) Current Residential Address(Individual) / Current Business Address(Business association)
1 City EdZR Country
5 EAEIKAMIEEA) I BRI 2 SN S R itk (R 2R AR 4 (AN L B BT B (Esthdk (1B ) B BUE itk (3£ A 8 R [F - SEE ILHR)
Current Permanent Address (Individual) / Registered Office Address in the Place of Incorporation (Business association) (Complete if different
from Current Residential Address (Individual)/ Current Business Address (Business association))
W City EE 2R Country
6 @Mt Mailing Address (¥R it B3 B Al = it it (@A )/ B AT S St ik (R 2240 48) A B - SEF IEHE) (Complete if different to the

current residential address (Individual) / Current Business Address (Business association))

I City E4ZX Country
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{%E%)uﬁ% Policy No.

C. 7RAEtEE KA RFIE+) NATURE OF ILLNESS AND RELATED INFORMATION

1 JRAERIE Name of illness

2  EHAE Please describe symptoms

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

L | 1 | 1 I —|

4 BRKZZBEHR/EFR Name of physician / hospital first consulted for the above condition
B RK72 B HA Date of first consultation: F Year B Month H Day
B L | |
B4 /B2PT 278 Kk Name & Address of Physician/Hospital

5 HtEi2AItESBEEMRTANES/ERERN Other physicians/hospital consulted for this or similar conditions
K72 HHA Date of consultation: F Year H Month H Day
|

- L | 1 | I —
B2 4 /BEPR 2 78 K HE Name & Address of Physician/Hospital

6 MTAEGAR—SEWNSHIOEHMREATIERE? NI - FIREHFMZER - Have you claimed/ will [1 2 ves [0 =no
you claim from other insurance company for the same incident? If yes, please provide details. =
RBR/AS]ZAE Name of Insurance Company {REBSRAE Policy No. RIEZERI R ARPE SRR Type & Amount of benefit

D. B T PAYMENT METHODS

EMERIEERFEE-IEEE S NAH - ARBHRER - EESLIBT AR RETIA - WAARRRERM /T ABEIE - 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.

AEFABETEIEIE PAYMENT CURRENCY OPTION ( #N#ERTHR - BERUIELUBHEEEIT - If not specified, payment will be issued in HKD. )

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

1 BE)AMR DIRECT CREDIT

O @REAASTSELZERIRIES TRANSFER TO DEFAULT PAYMENT ACCOUNT REGISTERED IN OUR COMPANY
[0 #EEZ=AnRIT2IRS TRANSFER TO ACCOUNT IN LOCAL BANK

#R1772 78 Name of bank fR1T4RS% Bank Code %3 1T#mS% Branch Code B 5%HS Account No.

L | L 1 1 | L 1 1 1 | | |
BRPFAALR(PXY) (WEAEBZERA) IRPRHAAERB(CEX) (WARZRA)
Name of bank account holder (Chinese) (Insured Only) Name of bank account holder (English) (Insured Only)

[0 BER FPs (FAAELIT—IEHEBICIE Please select one of the proxy IDs below)
O sttt Email Address:

O sgn:ER15558 FPS ID:

OO0 =#2558 Mobile Number: (BB ;EE Country Code) (SFH45%5E Mobile Number)

fEqt
1. IRTHEERREIFBEAMERZIRA  Bank or FPS Account Holder must be the Insured.
2. HARBEHERBRRITIRPREBABIRATRELBRERINBEBAR - BEFIEZLUBRZZF D - If there is insufficient information
to identify the ownership of bank account belonging to the Insured or direct credit has failed for any reason, the payment will be issued in the form of a crossed cheque.
3. WMEED TEEUR , FILE Ifyou choose to receive the payment by “FPS”,
3. TEEHR NBEARENEEASBTHARBNEE BERS5EH LRAEITEARE 5,000,000- “FPS" isonly applicable for payment
in HKD or CNY. The maximum amount of each transaction is HKD/CNY 5,000,000.

HK-CL-ICLA11/202606-01 P.30f5



{REESRHES Policy No.

D. B&2k75=((48) PAYMENT METHODS (Continued)

32. AR ARHKEEEANRARIEIRE - Please note that CNY currency is only applicable for CNY policy.

4. MNEEFD| THEIREAMIRITZIRE 1 B If you choose to receive the payment by “Transfer to account in local bank”,
41. BRMUEFEPE - MENBARFIFEANZ/EZHEKRFRBIRITR/B4E/F18 - Proof of bank account document(s), such as bank
card/monthly statement/ passbook with account holder name and account no. is required.
42. MEERBAETHAREBLINGTE - RITEAWIWAKNFEE REXRBRGAERABTEIE (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).
4.3 MERAKD - HEFEERRERIESERENIETEEHFR (WA ) - Administration fees and losses caused by exchange rate
would be deducted from the payment amount in case of remittance failure (if applicable). 2121} " EBIR EARMIRIT Z8RE 4 7 ZEF If you choose to
receive the payment by “Transfer to account in local bank”.

D ZE[E TELEGRAPHIC TRANSFER

A2 https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim & " BB ERRIEHHR L -

Please download “Claim Remittance Service Application Form” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim
[0 KEERERITEREMMT GREATER BAY AREA CGB CROSS BORDER REMITTANCE SERVICE
]} https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim T & " IEREERENRIFEFR (RBARBAKX

Account Holder)” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim

2 AMERTTEIZRSZE HKLOCAL CROSSED CHEQUE

O #MBEzEF=FRHEDR/OREIE Collect cheque at Wan Chai Customer Service Centre in person
(IMREZEBELHESABE  MEEFAARBKRTHRENRE @ RIERAUIELAXN - UHREFBEATBSMHEAX
HREBA AT E P RIESOULENSZZE - 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 #EEsE==rEA) J2FE SR04 Pick up cheque by authorized person
HEALE HREAEANBBER S EUN= 87 =L S e s A
Name of authorized person Contact no. of authorized person .D. no. of authorized person

TR F (R ES B RO RVBAT M HE Mail to correspondence address registered in our Company
AR PR/ A EEE Deliver via Insurance Intermediary
HBERRTHTEIN (FBIEERTTHTT) Collect cheque at branch in person (Please state the branch)

000

#8174 17 Branch

3 Efth OTHERS

[0 E<£HRECERE FUND TRANSFER TO POLICY
BEARBE—ERABZ NEMZIRE - BEERERDE - IBURERCSBEMRERE - 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 7F2I4RZZ= / EEE UNCROSSED CHEQUE / DEMAND DRAFT
A8 https:/www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim & " 45 5IEEN S 5T 1 - Please download “Special
Payment Arrangement Request Form” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim

E. R{EPAFEX 4B E CLAIM DOCUMENT CHECKLIST

v B Basic Documents ; ® Fifl4E Additional Documents ; x “R#EF Not Applicable

REMBEGENZERATRAATNE FIRFE 0 HIE) G HA B R A (E
Claim Document (Documents can be certified at our Company’s Customer Service Centres) Terminal illness claim
O e TEZUEE S ABERE LM Part | of this form completed and signed by your good self 4
O HEZBEEE /EERERSE __BMOEZEEREE Claim Form Part Il - Attending Physician’s Statement to be completed v
by the attending physician
O B8/ X S/ BIER MAORR O EBE BEEFIERERE SN A E) Laboratory/ X-ray / CT Scan / MRI/ EC.G. / v
Pathological Reports (if applicable)
[ 1Res F AR 8838 sk B AP 2= (YN 7R AE 2 L1788 IF 7X) Original Policy or Policy Lost Declaration (if unable to provide original Policy) °
[ #Ee k%R > B3 EPFRE(EREE ) Self-Certification Form(For Claims) for Common Reporting Standard (CRS) °
O SREARREEEAZSHBEXHIZEIESR) ID of Insured and Policyholder (Certified True Copy) v
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{REESRES Policy No.

F. B AERUIEEEHA PERSONAL INFORMATION COLLECTION STATEMENT

AN BEMEICEHBRBE "HTEASRR (B ) ROBRAT ) WINEBRAERZR - BEETRANKREBAEREZR - IR
https://www.chinalife.com.hk/zh-hk/privacy-policy/personal-information-collection-statement-clio ' &5 3% (@) o B A = 4RE2 ( 585 ) BRH B PR ASIZEEN - I/We confirm that l/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. WEUE ASF{RE & E COLLECTION OF PREMIUM LEVY ON INDIVIDUAL LIFE INSURANCE POLICIES

ANEMECUE  EATMRBEEERERIEEOBURERAAMSTENBRRERK "REHE, (TE "=HE ) REKRENEERSS
HERXTZE - RIEERE R Mo DURBARGSG - SEARNINREFARSEEROARNRERAABIRARLARS TR - BEKWEEE
MR FRHABTEASBINKRHBIRASTIMAE 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. EHAKIZH# DECLARATION AND AUTHORIZATION

=21 Authorization

ANEM  SRAREBFBANREA KRAANHFERREZZERA (MF ) ELEE (1) OEE - e - Bk 2 ®aa
5] - iR1T - DTS - DUEERPS - SN OBEMBE N EERMERANRMERNFEZRERAZLHE - RDHSNERWEMEE - AMstAL

PO ZEERRME  BREBRATEAZRE (85 ) ROBIRAS (UTEE T8A5.),; 2 ELGSFAHEIEEZBE/HEBERE
BLEFT - OMARERBFE RN M REEZRERNETRE ZEEN G R - FRERANRAIEREE ZZHRA ZEEART -
IR EEARNRE M EEZARBBEARBNRS - WEEENEHAREIEXRIGARZERN - 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

ANEM  2RARBHBANREA - ZHEBBRREE()LE—BEAREBENREER - FAREEANKMBFAE - BAAFRMPIE
Fifs - BASEZEZHUREEN ; ANEMPERANEM-IREEER  AANRMIARESEERPFERLRE ; QARARMEEM
APTEE Z OB - REABRFR LESHEERES AT BERNAEIN - EATARRELR - HHEA T AERJEORBERAEN
B ERTUREREAEEZMEREARRERE ; 3) NANHKMARMNERNETUABRHERZE X EQTEEEBARERFER/E
ERANHMRETTEREZEE - 4) AARMBEIERESATEURARNEMBRZERSER - RENATEAEREMIER -
RIETAERTTED © 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 |/ 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 #EBGFEZEZEBFRE LZEE) SIGNATURE (Please DO NOT sign on BLANK form)

SR A(FEHER 18 BRI LLLE) REFAAN | REA* RiE
Insured(whose age is 18 or above) Policyholder / Claimant* Witness
%5 Signature
%% Name
B {38 /7£ B 505 1.D. Card / Passport No.
£ Year | A Month H Day £ Year | A Month H Day F Year | A Month H Day
H &8 Date
*REAEZRAMRESAARE
*Relationship with Insured/Policyholder
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