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REAFR RS (SR 53R LONG TERM SICK LEAVE CLAIM FORM

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

SRAB1DRE/ FERSEAS 1.D./ Passport No. of Insured

fRbE{P 7T AE 1 INSURANCE INTERMEDIARY INFORMATION

RGP 7T A% Name of Insurance Intermediary

R /T A 4B5% Insurance Intermediary Code B 48 B 5 Contact No.

EZEEH IMPORTANT NOTE

- FEMEREREARFER - HIERNINAEN  SRARREFBEANREANDETEELNAUEEZIEE - Please complete this form in BLOCK
LETTERS. All amendments should be endorsed by the Insured & Policyholder / Claimant in full signature.

- ARBEBRFPAZ "ARQE L B "TEAT . 2FRMIETPEIASRBCEINRDBBRAE - The expressions “the Company” or “our Company”
used in this form refers to China Life Insurance (Overseas) Company Limited.

- KABEFEREHOVERIHRARREFAANRENER  UHERERAE 5 —THRERBEZERNXGEERARAT - Part | of
this form must be completed by Insured and Policyholder/Claimant and returned to the Company within 210 days (both days inclusive) from date of incident
along with the relevant supporting document(s).

- WRRAST\EIU L RRARBREFAAVERBERRZRERNPFER  URFRABT/\GEUT  FXPEBFREAHAREFEAK
SHRAZGEEZEANEBREE - IRRANREFBEANGRAREZE  HELAHBUASERARBRAET - WiRHAGER
K EEAEEHR - Ifthe 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.

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

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

- MBEETER - FE B THWERROT ABESIRER LT E P REEAAR(852) 39995519 &7 - ERXHNRB AAIREFESETE LT
EFE I RPEASAE 24 718 | DEFEYIHEREERLE 24 5558 5RE KB 35 12 - Ifyou 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.

- RATIEEBISENILBFER  WEBARFTESRATIEKRNBFER « 55 ARA T4 www.chinalife.com.hk 28 & T & & HT R ° 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.

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

China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability)

FEIASRE (85 ROBMRDAT (RPEAREMBEME L ZRHERAF) ||I| || ||I|||
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{REESRES Policy No.

E—8Mn - REBN BIRAEE - OFFEAKRR 185 - WBRESAAER)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder if insured is below 18 years old)

A. Z{F A—HRE il GENERAL INFORMATION OF INSURED

1 SRAFEE MBS Age and Sex of Insured

2 W4REEEE Contact phone no:

3 I (WZAER) Occupation (Compulsory) 7% (W 7EIE ) Business (Compulsory)
4  FR{EEFELER Type of claim [0 &%=/ New Claim [0 ==& Further Claim
[ #3222 Pending Claim [0 =stt/Z# Review / Appeal

5 @ik Mailing Address

6 REBEAR—SNBHEQEMFRBATERE ? MR - FHRHEHFAER - Have you

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

B. 2IFAZBEKT{E#15 ACADEMIC QUALIFICATION AND WORKING DETAILS OF INSURED

1 SZRAZEBE - o058 KR4 Your academic qualification, qualified knowledge and training

2 ,\E)/f& = &% Company/Employer Name E FH RS Telephone No.

ik Address

3 IRBEMKREE(GESR—TERE, 55I0EFR A (1K i3 ) Position and duties of present occupation (if more than one, please state all).

4 FEHEEEESERER Filed any sick leave application to employer? F Year B Month A Day

[ 25 No O % Yes FH From

Z£To

18 3T H 88 Last Day of Duty

8184 H 85 Resumed duty on

5 WHEKED - FIRHFEHERBDLS -

If you are still on sick leave, please provide the expected date to resume duty.

C. AIE4MEESTE FOR DISABILITY DUE TO ACCIDENT

1 EIMEEHEIRIEE Date and time of th
Ey.ﬁx FIRARESE Date and time of the F Year HMonth  H Day I’ Hour S Mine LT
accident AM/PM
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{REESRES Policy No.

C. EESMERETE(4E) FOR DISABILITY DUE TO ACCIDENT (Continued)

2 EIMEEEMBERARIB Location and details of the accident
3 BENEINRSIMIKRISELER Please describe the part(s) of body injured and the type of injury.
4 BETERRE?MA - BIRELITER Did you report to the police? If yes, please provide the following information
EZ M Eh Police Station TEZ2 4R 3% Case Reference No.
O 25N O B vYes

5 A EEREE/RBERIMNRS/OHA/EBEEEESEHE -

Remarks: Please attach a photocopy of the Police Report / Traffic Accident Report / Police Statement / Alcohol Test Report.
5 BTITEAERREIINTEERNE/SS TEPLFER ? Didyou apply for compensation from Social Welfare Department / Labour Department for the same

accident?
O AN O B #FREEAEHR/S52R55E8 Yes, please provide Social Welfare Allowance / Labour Assessment Certificate

D. EEREH S FOR DISABILITY DUE TO ILLNESS

1

FE R Please describe the symptoms

2 BRLUEREBE Date of symptoms first appeared £ Year A Month H Day
L Il | Il | 1 | I |
3 BHRKREZZBLEMZ/ERE Name of physician / hospital first consulted for the above condition
B RK72 HHA Date of first consultation: F Year B Month H Day
_ L | L1 |
B2 4 /BEPR 278 K HE Name & Address of Physician/Hospital
4 EIRHEEXRZZEBEHEREN - Please provide details of usual Physician(s) / Hospital(s)
B24 /BB 278 Name of physician/hospital
B84 /BBl Address of physician/hospital
5 o) R AR{IHFRIA R L% 5 8 45K 52 When did the Insured consult a physician for this illness?
F Year A Month H Day
| IS I N E— L1 1 I E—
b)FE5I E FA bR SR 52 2 B A i B R BB AN 3t 31t Name and address of all physicians/hospital treated for this illness?
E4mg / BESE it #2734 H #A Date of attendance mE
Physician / Hospital Address % Year | B Month| H Day Disease or condition
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{REESRES Policy No.

E. BE7 T PAYMENT METHODS

EMERIEERREE-RERS MR - IARBFRET - EERLUBTE R RETZMN - WABRREMD 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.

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

O ®essus policy Curency [ 8% Hong Kong Dollar

1 BEIANR DIRECT CREDIT

O wmEEAASEZRE27E8LEES TRANSFER TO DEFAULT PAYMENT ACCOUNT REGISTERED IN OUR COMPANY
[0 @eEZEAthsRiT2EES TRANSFER TO ACCOUNT IN LOCAL BANK

$R 17278 Name of bank $R1T4m 5% Bank Code 31T #m5% Branch Code  E 545 Account No.

L 1 ] L | | | L 1 | | 1 |
IRPFBARR(PX) (WERSRA) IREEBEABR(EX) ((MWBEBZRAN)
Name of bank account holder (Chinese) (Insured Only) Name of bank account holder (English) (Insured Only)

[0 84k FPs (FEAELIT—IRERBIFE Please select one of the proxy IDs below)
[ @itk Email Address:

O merrim13E5 FPS ID:

O FH#3REE Mobile Number: (BIEXZE:EE Country Code) (FHESRTS Mobile Number)

et .
1. SRTTEEEIRRESIFE ANBEESZ{RA ° Bank or FPS Account Holder must be the Insured.
2. ARBEHAENBERIRTIREFEEASSRASELREMIIBEALR - BEARIERBIGZEZR L EE - fthere 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. WIEIELL TEER , B If you choose to receive the payment by “FPS”,
31, TER, JBERARENEESETHARBHNESE  8EX5 T LIRABEBITEARY 5000000 - "FPS” is only applicable for
payment in HKD or CNY. The maximum amount of each transaction is HKD/CNY 5,000,000.
32. BB AREBIEEBANARIIRE - Please note that CNY currency is only applicable for CNY policy.

4, WEEDL THEIREAMIRIT RS o FTUSE Ifyou choose to receive the payment by “Transfer to account in local bank”,
41. BRERFFHFRE - MENERPHAAGB/ZEKRFIRBIIRIT R/A#E/1FHE - Proof of bank account document(s), such as bank
card/monthly statement/ passbook with account holder name and account no. is required.
42. MEERETHARELIINGTE - RITAAWENA N FEE REXBRGRERABITEIE (2WEA ) - 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 WERARI  HEFEERREXRBIFNAMNRIET B EHIFR( 20ZA )- Administration fees and losses caused by exchange rate would
be deducted from the payment amount in case of remittance failure (if applicable).

D EE[E TELEGRAPHIC TRANSFER

BJ /R https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim T & " IEEZE R ARFFERFAER L °

Please download “Claim Remittance Service Application Form” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim
O EEERIRITIEIRERBRTS GREATER BAY AREA CGB CROSS BORDER REMITTANCE SERVICE

A https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim F& " IEREEIEERRIFEFR (RBAREAKX

EEERIRTIREEP) 4 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 AERTTEIZRZE HKLOCAL CROSSED CHEQUE

[0 #®BzEF=FRBEP/0IREL Collect cheque at Wan Chai Customer Service Centre in person
(MMFREREBRALBEESRNEE  MEEFRBABNRTHENRE - IEREBUZERAZMN - UBRFREFEATESHEBESXER
RANTEFIREOUESZE - 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.)
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f& 7% 73 T (4&) PAYMENT METHODS (Continued)

E.
O BEFE=Z(NEANZEFEFR?E D /0S8 Pick up cheque at Wan Chai Customer Service Centre by authorized person

RBEALR REAEAMBER REBEAE O BIASHIRE
Name of authorized person Contact no. of authorized person I.D. no. of authorized person

2 ih$R17 8142 2 = (48) HK LOCAL CROSSED CHEQUE (Continued)

[ BHZREZTHEN M Mail to correspondence address registered in our Company
[0 &Rk 17 AEE Deliver via Insurance Intermediary
O mBE3RTHT5EE (B15ER1T417) Collect cheque at branch in person (Please state the branch)

#R179397 Branch

3 Ef{th OTHERS

D E£FECE(RE FUND TRANSFER TO POLICY
EERARE—FERAZB NENZIRE - FIEERERS - U RERCSEFBRERZE - Only applicable to inforce policy under the same payee,

please specify the policy no.. The Premium Levy has been included into the Premium Payment.

[ FFEV4RSZZ= / EEXR UNCROSSED CHEQUE / DEMAND DRAFT
B] A https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim &} 45 5l SR BN 75 T0EBEB 3R 4 - Please download “Special Payment
Arrangement Request Form” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim

F. RI&PAEX4IEE CLAIM DOCUMENT CHECKLIST

- v BEARXX Basic Documents ; @ FfifN#E Additional Documents ; * AiEF Not Applicable

REMBXG(XHNZEEARTRALTNE BRRTS P ONEE) REARFRAE(E
Claim Document (Documents can be certified at our Company’s Customer Service Centres) Long Term Sick Leave Claim
[0 BB TERIHRE 2 ABERE—ED Part | of this form completed and signed by your good self v
0 RFZBEEE /IREPRFERE _EMDEZEBLEIMRSE Claim Form Part Il - Attending Physician’s Statement to be v
completed by the attending physician
| BB/ X S/ EIIRH WNHEMR OEE BRERIEERIR S (N4 A E) Laboratory/ X-ray / CT Scan/ MRI/E.C.G. .
| Pathological Reports (if applicable)
[ e / B2E58% RS Physiotherapy/Occupational Therapy Report (if applicable)
[0 mBE:2imBess B a0ssR8 B2 Sick Leave Certificate issued by your attending physician. v
[0 EE3E 2 mERERR{S (0 A) Employer confirmation letter for sick leave period, if any. °
[0 H£REepHRER > B3 BRREGRFEE M) Self-Certification Form (For Claims) for Common Reporting Standard (CRS) °
O SRARREZEAZESHEPXAZEIEZR) D of Insured and Policyholder (Certified True Copy) °
[0 Z=ma/O044% Police report / Police statement °
[0 EEwETGLBPZ(ERE A ) Certificate of Employees’ Compensation Assessment (Form 5 or 7) o

G. A AEUTEEEERA PERSONAL INFORMATION COLLECTION STATEMENT

AN HMAEICEHBERBA "HPEASHRE (BN ) ROERAT ) WRERABKER BESRHTREIANNEBAEREZR IR
https://www.chinalife.com.hk/zh-hk/privacy-policy/personal-information-collection-statement-clio "~ &3k [E B A SR (85 ) BRHBEATIZEEY © 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.
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H. UWZERE A SME{REEZE COLLECTION OF PREMIUM LEVY ON INDIVIDUAL LIFE INSURANCE POLICIES

ANEMECUE | EATMRBERESERUREQOBAREFAEAMFANARRERW TREHE ., (THE "#HE ) KREREWEER
EEHERTZE - RBREEERM O DURBAERES - BERNAXNRERESERKOMENREFEABN IR BHEHWEF - BEW
WMEERNFE  FHBTEAS(EINRHBIREASIMNAE 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.

|. AR K54 DECLARATION AND AUTHORIZATION

¥ Authorization

ANEHM - ZHRAMREFBANREAN  KRANHPERREZZHRA (W) ELEE (1) TOEE - sZMHE - 8Bk - 20 - Rk
AT~ RIT ~ BUTHERS - BUSERPT - SINTIEERNB BB T OUABAN RIS RN EZZRAZCH - REHEROEMEE - HfsA
T+ HUBZEERER  BRAERATFBASRE (O8I ) ROBRAS (UTEHE "848, ); 2) SRR HUEEE ZBE/HE)EE
BB EERPT - AIMARERFERANHFERREZZRANETRR ZEETE LA - (FRBEZANEMERREZRRAZ
BB - IREHARNRMZEEARIEEARBARS - IWIEESENFTEAREIERIGBEZEA - 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.

2 0A Declaration

ANEM  SRARBHANREA - ZRBBERER(N) LA VR KEENFEESE - ABE2ERNRMABRFFRE - A AFHPFR
HEE  IRBEBZEMUREREN , ANHEMAPBMERMNECT-IEEEEE - ANBEMOEBESEEARFR LRA ; QAN ME
WAL 2R - BREAPFER DERHHE REE AT BRMMAESN ERATARZHAR - EHEA L AERBEETURBFER
FRER - ERAT IR ABEBEZKEBEARERE ; 3) WANRMEERNERETOABRFERZE - EATAEEEARE
BB RHERANRMBRCAEUSHEEZEE - (4) ANRAPERESATETRARANHMPREZERNDER - RENATEMERN
EfTi8k ~ RIESEERITED - 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.

J. EE(FEZEZEZBRE L E) SIGNATURE (Please DO NOT sign on BLANK form)

SR A(FE 18 e L) REFBA | REA R
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

%5 Signature

2 Name

B {7 :8/7€ 8 5%H5 1.D. Card / Passport No.

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

B &f Date

*RIENEARFREANRESFB ARG
*Relationship with Insured/Policyholder
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