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APPLICATION FORM FOR VHIS CLAIMABLE AMOUNT ESTIMATE

{REFFA AL Name of Policyholder Z{RAEZ Name of Insured {REEHRSR Policy No.
SRAB1DRE/ EBSEAS 1.D./ Passport No. of Insured

fRbE{h 7T AE 1 INSURANCE INTERMEDIARY INFORMATION

R/ AL Name of Insurance Intermediary

R/ A4R5% Insurance Intermediary Code B 48 B Contact No.

EZAX] IMPORTANT NOTE

- EMUERERASRER - HUERNEER  SRARREFANREANEZZBEVREENNAUEZEZEE - Please complete this form in
BLOCK LETTERS. All amendments should be countersigned by the Insured & Policyholder / Claimant/Attending Physician in full signature.

- ARBBERTAZ "TARE . H TEAT . 2RMEFBEASRBECEINKRAHBRZAE] - The expressions “the Company” or “our Company” used in this
form refers to China Life Insurance (Overseas) Company Limited.

- ERRAREFAANRBARIZEBEEZIERRE WK ARBR/FMAIRS 7 BIEX - LEBE caimspa@chinalife.comhk 7 IER ZIRFEE
JBER - Please complete the following form by the Insured / Policyholder / Claimant and the Attending Physician and send to Claims Department by email to
claimspa@chinalife.com.hk at least 7 working days prior to admission to hospital/surgery.

- EARZURBESHRAEARERSE  UABRALIREBETE - BESRBEMAEBERHN VM EIREHEIA Y - WRREFRRR
ARIFREFEANNRERBIERTE - RENBESHRRENERERBERIZ ML EXWIRPARIIBNERIEE M IBRES S -
Please note that the claimable amount estimate is just for reference and will not constitute our final liability. Claim decision will depend on the submission of all supporting
documents as required for claim assessment in accordance with the policy terms and conditions and benefit entitiement in the Policy Year. The final claimable amounts
and out-of-pocket expenses will be subject to the actual bill amounts and breakdowns as stated in the official receipts issued by hospital or clinic.

- OBEETRGENER  SREZBEERBHMIGNESHERLNELHZNRE - ZEERRBZRAGRE ZREREETE - EOIARHL
1ZIBREE RS AREBIEERB T EEMENR - The claimable amount estimate is subject to benefit reduction or limitation in relation to the regions where
the eligible medical services are incurred or the choice of higher ward class. The claimable amount estimate is based on the benefit limit of the Insured's policy. Any
pending claim yet to be approved or any exclusion will not be taken into account for this estimation.

- RIARRZERRNEIERI EEERNETERRE ( "CT" B ) MOOHIREM ( 'MRI" 15 ) EBFWAEER (| "PET" 1% ) PET-CTAHEGR
PET-MRI A5 - 195% 30%HNHEIRIEFHRREFAB AN - BERBEMMNREGNER)INEA 20%LEREFERRERA AT - Prescribed
Diagnostic Imaging Tests includes computed tomography (“CT” scan), magnetic resonance imaging (“MRI” scan), positron emission tomography (‘PET” scan), PET-CT
combined and PET-MRI combined, is subject to a 30% coinsurance. Supplementary major medical benefit (if applicable) is also subject to 20% coinsurance paid by
policyholder.

- MBRASTN\ESMULE - SRARREFBEANERBEBREZASRFR  IRRABT\RMUT  APBERERFREFAASSE
EERENEBREZ URRARERAARGEAREER HEARBUARERARFRNET  WIRHEAFERRELERR - Ifthe insured
is at or above the age of 18, the Insured and Policyholder must complete and sign this form by his or her good self. If the insured is under the age of 18, this form should
be completed and signed by the Policyholder or 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.

- RRARERBANREBAZEZNERRNT Z4AHFHEE - The signature of the Insured / Policyholder / Claimant must be the same as the Company’s
record.

- BIRRERENT ABRBIRBPBERLANRAQATEWE - MAETER - FE B NHNRR T ABESBE ARSI PR EL4R(852) 3999
5519 &3 - Receipt of this form by your Insurance Intermediary does not constitute receipt by the Company. If you have any queries, please feel free to contact your
insurance intermediary or our Customer Service Hotline at (852) 3999 5519 for details.

- ARTERBEREMLREFER UERBRFTERNATERNPHER e ARA T www.chinalife.com.hk 21 E8 & T & & TR ZS - The Company
has the right to update this form from time to time and to accept or to 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.

- MPERABEMEEH AT ZE - — P SCRA B2 - If there is any discrepancy or inconsistency between the English version and the Chinese
version, the Chinese version shall prevail.

FEABRE (9D ROERAT (WA RSAEAZMA T2 RAERAT) ||I| || ||!J!JJ!JJJ! | "l |||
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability)
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fREHRSE Policy No.

F—845 - B BREA/REFAA/REANER)
PART | - DECLARATION (To be completed by the Insured / Policyholder / Claimant)

A REFBAAER (WEEE)PARTICULAR OF POLICYHOLDER (COMPULSORY)

1 =F{2E:E Mobile No. *

* P EFRHMFREFRFUBESEALEREZA  NENBEERQTIRBILHEATT - —BLIASIE##% 2 - The above mobile phone no. and email address
provided will only be used for Claimable Amount Estimate Application. If there is any discrepancy between the above information and Company’s record, the Company’s record shall
prevail.

B. UEE{E A E 4 EHH PERSONAL INFORMATION COLLECTION STATEMENT

AANRMEERIRSHERBE "PEASKRRE (B ) ROBERAT ., WREBAEREBE EREMRANKREBAERER IR
https://www.chinalife.com.hk/zh-hk/privacy-policy/personal-information-collection-statement-clio & 3% (6] B A FRER (589N ) RHBRASTIZRE © IWe 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.

O &no ME FAREAEMER I BESRGENRFBNE FHRRETA - FES"M_LESISE - fyou do not wish the Company to inform your insurance
intermediary about this claimable amount estimate application, please tick “No”.

[0 &no KA/ BEAREREBULWERAESNER (28 "AERREENMEREAER" B ) AEEERFEZENMERMRHEAA
/ BFNEAER  TAFERWEAHEEREREHEMR - SBE S M_LESISE - 1/ We do not agree with the use and provision of my / our personal
data for direct marketing purposes as set out above in the Personal Information Collection Statement (see  “Use of personal data in direct marketing” ) and do not
wish to receive any promotional and direct marketing materials. Please tick “No”.

C. EHAK IR DECLARATION AND AUTHORIZATION

=2 HE Authorization

ANEM SRANREFANREAN  ARFABRMAERRFEZZERA (WA ) ELRE (1) £OEE - AMEE - Bk 2K
BAE] ~ IR1T - BUGHEE - BUGERFS - SUNOIsERIE S BB EERAARNR MM RN FEZRRAZALHE - REEENEMEE - A
BIAT U BEZEERRM FRNRERATEASZRR (O8N ) ROBRAS (UTEE "EA5.),; 2 EASFEUEIEEZE
BB EREE LT UIMARERFERANBEMAERRFE ZRERNETAR 2 BB AR  FREZAANEMEAREF
ZREAZBERDD - EEEHAANBAZEXARRZAERBNR) - IBEENENAEBERIBERENT] - We, 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.

E2AH Declaration

ANEM SRAREFBENREA  ELERKER()LLE—RLEEEENFAEEER  FReaAsNRMOBRFAE AR
FRAIFRE ARBEZEHURERN ; ANEMAPBNRNEA—EREEE  AARMOBRESEERPFRLRE ; QKA
BMOEEAARREE 2 EAER - IREARFR LEREFNHREEATBRRANREN ERAEAEREAR - EHBEA T ABEREE
AIARBEERABHNER - EQSOEEEAREEZRERARRESRF ; 3) UANBRMARENERNEEAUALER/ZERZE @ EA8
BREEAREPBEREERANBEMERTACHEEZEE - @) AARMARREEEQLTRARAENEMRERZERBER - 2
B A STEEFEHNEMEL - REIEAEITEH 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.

D. H#EREZEZHRIE_LFE) SIGNATURE (Please DO NOT sign on BLANK form)

ZRA REFAAN | REA* REA
Insured Policyholder / Claimant* Witness

%5 E Signature

%32 Name

B {5 :8/7€R5R%E5 1.D. Card / Passport No.

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

B #A Date

*REANAZRANRERAARE

*Relationship with Insured/Policyholder
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