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R R R CHINA LIFE
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https://cs.chinalife.com.hk

fe I E BB R- O I E Bl
CRITICAL ILLNESS CLAIM FORM - HEART VALVE REPLACEMENT

fREEFF A A& Name of Policyholder Z{RA L E Name of Insured fREE#RSIR Policy No.

SIRAB DS/ ISR 1.D./ Passport No. of Insured

R /T & INSURANCE INTERMEDIARY INFORMATION
fRI% D77 Z 8 Name of Insurance Intermediary

{RBRD /T 4R SR Insurance Intermediary Code Mt 4% & 5E Contact No.

E /A0 IMPORTANT NOTE

- WERBBEAR "EEL 3 T ERERE 0 MIRERESEEREE - This form is applicable for Dread Disease or Major Diseases benefit
riders.

- BAUERERABRFER - EUERIAEN  SERANREFBEANREALREENRIUERZ(FE - Please complete this
form in BLOCK LETTERS. All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.

- ABEBRTFAZ "ARE . & "TEAT, 2RMIETBASRE(CEINKRNDBIRAT - The expressions “the Company” or
“‘our Company” used in this form refers to China Life Insurance (Overseas) Company Limited.

- FHEFXRF OV ERZRAMREFENREANER  UBERERE=-TANERGR BB K TRERE ZER
ERAKRAT - Part | of this form must be completed by Insured/Policyholder/Claimant and returned to the Company within 30 days from date
of discharge with original receipts and discharge note.

- ﬁD%%/\?%ﬂjﬁEZL‘M: : ;%\1%/\7521%%%%/\02@%%5i%%&%§$$3%% MR ARBTI\EUT - REBFERER
1?%%%/\7%11?/\25&?1 %a%/\}éif%&%% - MBRANREFEARGEAREES - HERHBURSER
KBEFRAEZET - TiIRMHEEG “EHE 24 F8HB - 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
parent/ 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.

- **”1%/\/1%%%1%/\/,%153@1l‘z**EUEE% BWEABR—NURBATLURE - REAZBABRRIASHAREERRES
BRRENERARBREZEANSH 2 - If the Insured/Policyholder/Claimant uses a signature stamp, it must be witnessed by a
witness. The personal particulars of the witness will only be used for the purpose of processing this claim and verifying and confirming the
identity of the signatory of this form.

- RRANREFBANREAZEZENRBARNT Z4CiF18E - The signature of the Insured / Policyholder / Claimant must be the
same as the Company'’s record.

- KPERREBEFIZNERARIBETFREFIAAIZIRA - The Company pays the claim settlement to the Policyholder/Insured based
on contract provision.

- REBPNHIRITEEESWRIARBPFERLARERAASTEUE] - Receipt of this form by your Insurance Intermediary or bank officer
does not constitute recelpt by the Company.

- MAEEES - BE BTHORRDN ARG RERN ]SSR 542(853) 28505519 B - EZAFS RIS
:}E/Q—F%EDF—“?EEIE% 263 SR K/E 22 #8 A ~ B ~ K-P - Ifyou have any queries, please feel free to contact your insurance
intermediary or our Customer Service Hotline at (853) 2859 5519 for details. Completed form(s) and required document(s) should be sent to
China Life Insurance (Overseas) Co. Ltd., Alameda Dr. Carlos D’  Assumpgao No. 263, 22 Andar A, B, K-P, Edif. China Civil Plaza, Macau.

- RASIEHEBRENILRFR  TESNIEBRTERNATEKRNBEE - 5 & AKRLAT AL www.chinalife.com.mo 21
K NEEMTARZA - 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.mo to view and download the latest version of the form.

WP A RABEIEE AT ZE - LIPS AR B A - [f there is any discrepancy or inconsistency between the English version
and the Chinese version of this form, the Chinese version shall prevail.

UL LTI T
4012000201

HEASRE (0850 ROBR LR (RPEARKMBEMAL 2ROBERDE)
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability)
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fREEHRS% Policy No.

F—EMy - REER @SREAEE - NBERAKE 1857 - WBRRSHFEAER)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder if insured is below 18 years old)

A. 3{2 AEH PARTICULARS OF INSURED

1 F# KRRl Age and Sex of Insured

2 W4&EEE Contact phone no.

3 B (W\EIES) Occupation (Compulsory) {TE (1 7EIEE) Business (Compulsory)
4 FR(EEBFELER Type of claim 0 &%= New Claim 0 &==%/E Further Claim
[0 #3822 Pending Claim [0 =#t/24 Review | Appeal
5 [EH%E / & Nationality / Region
[0 A Chinese O ZEUS. [ Efth Others(355RF please specify)

6 EBIEEiE({E A)Current Residential Address (Individual)

I City B 2% Country

7  EBIKA (B A) Current Permanent Address (Individual)
(3 B AT A ik (18 A )L B B B it (BLA) R B - SEEILEHH) (Complete if different from Current Residential Address (Individual))

T City B Country

8 BNt Mailing Address
(3@ ik £ B Bl fE (it ik (1B A ) R R - SEES t54#) (Complete if different from the current residential address (Individual))

I City EdZX Country

B. {REHF AEH PARTICULARS OF POLICYHOLDER
(2R ABREFBABARBA - SHELLERD) (Complete if Insured and Policyholder is NOT the same person)

1 F#EME Age and Sex of Policyholder

2 [44KEERE Contact phone no.

3 BFEW\EIES) Occupation (Compulsory) {7 (4 /BIE ) Business (Compulsory)
4 [%E / #E Nationality / Region
[0 A Chinese O ZEUS. [ Efth Others(355RF please specify)
5 [BIEMHE(EA) I BpiEEZEiit (752248 48) Current Residential Address(Individual) / Current Business Address(Business association)
I City B 2% Country

6 BRUEKAMIEA)/ BRIt 2 sE 8 S AR st it (R SR AR ) (U0 E2 B R = (3t 31k (18 )/ B BUE S sth it (B SR AR ) ) - SE L)

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))

I City Ed =X Country

7 @At Mailing Address (¥R3ERR ithilt £ B i E{E it it (A A )/ B A S & it (A £ 40 488) R [F - SEEEHH) (Complete if different to the

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

I City EdZX Country
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fREEHRS% Policy No.

C. JRAEHE E KB RIE N NATURE OF ILLNESS AND RELATED INFORMATION

1 JREERTE Name of illness
2 GEWIRAEAK Please describe symptoms
3 FEARMOIA%RAYA H3R? When did these symptoms first appear? £ Year H Month H Day
(N I O L1 |
4  WIR2BLE/BRAIER The physician/hospital first consulted for this injury or illness
K52 H 8 Date of consultation: F Year B Month H Day
- I S I E— I I I
B4 /BPR 218 Rt Name & Address of Physician/Hospital
5 HtZ2AltESBEELRRNEL/EBREN Other physicians/hospital consulted for this or similar conditions
K52 H 8 Date of consultation: F Year B Month H Day
. o e _ . . | IS I I E— L1 1 | I
B2 4 /B2 [ 2 78 A 3h 3 Name & Address of Physician/Hospital
6

ETEREEMRBRATRABEMUNFRE? B - BIRHFMHER - Are you insured with [1 2 ves 0 =

other insurance company for similar benefits? If yes, please give details.
REZ/AS]BTE Name of Insurance Company {REESREE Policy No. RIEFERI R RPEEER Type & Amount of benefit

D. ERAN(FEEE—TEER T 3() PAYMENT METHOD (Please select only one of the settlement options)

1

B #) ABRE:5 Direct Credit Application
[0 S=zitw " 4%RTES 1 Registered Payment Bank Account

IRBRBARAATIEEHRFIFAIRTIRES - WRAAT ST M AMRINMIBECAIEERITERE © The service is only applicable to a bank account
set up in Macau designated bank by the company and the bank account which registration is completed successfully in the company.

O #5%=3RFIEF Designated bank Account
FIRHIRPHEIAN G WENBRFFHA AL B/ZB AR SRIBAIRTT /B4 /718 - Please provide bank account document(s), such as bank
card/monthly statement/ passbook with account holder name and account no.

ERERFAAN/REBEARETATIEERNRPBIIIERTTIRE To a bank account set up in Macau designated bank by the company held by the
Policyholder/Claimant.

#R472 78 Name of Bank $RITHRSR Bank No. 23T #mS% Branch No. #RATAR S SRAS Account No.

N I N O I I o A
IREFAANRR(PX) WERBRERFBEAN/REN) REFAARRBEX) WRARSREREA/REN)
Name of bank account holder (Chinese) (Policyholder/Claimant Only) Name of bank account holder (English) (Policyholder/Claimant Only)

ANEMRPBEULERERSNENEEH - TEASRTRERDINFHEEFESE MA)
IIWe agree to apply the captioned Claims Remittance Service and bank charge would be deducted from the payment amount. (If applicable)

BB & G SR TTI A =22 - B35 517875 /0 5 B#R 172 79 - The actual time to receive the payment may vary among banks. Please enquire to the bank
before application.

15K BEZIE R IRITH 1T BN B IREFF BN/ FEN BRI KAE AT E BN A - B 0EIT L 27 55 2 /E 70 3 4 < Ifthere is insufficient information
to identify the ownership of bank account belongs to Policyholder/Claimant or direct credit is failed for any reason, the payment will be issued by cheque.
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fREEHRS% Policy No.

D. ERMANFREEZE—TEEEZ{IA ) (48) PAYMENT METHOD (Please select only one of the settlement options) (Continued)

2 AMERTTEISRTZE MACAU LOCAL CROSSED CHEQUE
FEFRE HEEEIE Preferred Settlement Currency

| BT (BRPBEASRREINROBIRATERAZEEZREREE)

Hong Kong Dollar (at monthly fixed rate of China Life Insurance (Overseas) Company)

0 ‘®=E% Policy Currency
]

HBEAEFRE T OIEEL Collect Cheque at Customer Service Centre in person
(FREFBANZREAT RS DRAN AR ER A SRR E PR /O UELSZZE <) (The Policyholder/Claimant should collect the cheque at our Macau

Customer Service Centre by presenting the identity document.)

L1 ss#ess =248 \)4EEN Pick up cheque in person by authorized person
REALEE BN ESR KBANB D BB HSRES

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

O #m=Z@s2wa0@:ninit Mail to correspondence address registered in our Company

O

#8{RB2 ch /T EEIE Deliver via Insurance Intermediary

O mspFezams (3EERTH TR A ) Delver by bank officer (Please state the branch and bank officer)

#R4742 17 Branch #eum A B Bank Officer

3 Hfth#8F75 30 OTHER PAYMENT METHODS

[0 #ENRE EBRARE—REFBAZ NERZIRE - BIEERERE - ) Offsetthe premium (only applicable to inforce policy under same Policyholder,
please specify the policy no..)
{REBERAE Policy No.

4 Efth75= Other Methods

[CJ=ttth(35508E)  Others (Please specify)

E. R{EFAE XIS E CLAIM DOCUMENT CHECKLIST

- v BEARSZH Basic Documents ; ® FffANSZ4F Additional Documents ; * A#&F3 NotApplicable

REFRRX M4 (X H#ZERI AT R A ATE B IR D0 E) BEEE
Claim Document (Documents can be certified at our Company’s Customer Service Centre) Critical illness claim
[0 BB TERLEE 2 ABERFE—ERSD Part | of this form completed and signed by your good self v
n HAEZBEESVEERERE_AMHEZEBLEIRESE Claim Form Part |l - Attending Physician’s v
Statement to be completed by the attending physician
O =RABHBEAXH ZZERZ The certified true copy of identity document of the Insured. v
n BERAZEDBEXHZZEBEIAR (RIRAIFERILERA) The certified true copy of identity document of v
Policyholder (Insured is not Policyholder).
n B8/ X X/ ERSIRR MAOARR OEE HERIERERME (MNEAE) Laboratory/ X-ray/ CT Scan °
I MRI/ E.C.G. / Pathological Reports (if applicable)
n REIEAFREBREREWNREEIRHEIREIEXK) Original Policy or Policy Lost Declaration (if unable to ®
provide original Policy)
n MEEERBR 2 BHEIPRE(FBEEEM) Self-Certification Form (For Claims) for Automatic Exchange of °
Financial Account Information
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fREEHRS% Policy No.

F. {8 AE UL EZERA PERSONAL INFORMATION COLLECTION STATEMENT

ANHEHMERCHBERIBL "PEIASRE (8% ) ROBIRAS, WNERAERER - BN IREANWEBABRER - o
https://www.chinalife.com.mo/zh-hant/personal-information-collection-statement &3k @) B A E{REE (850 ) RODBR AT RE -

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.mo/zh-hant/personal-information-collection-statement or is made available
upon request.

G. EHAKIZHE DECLARATION AND AUTHORIZATION

1% % Authorization

RNFEM RNREFBANREAN  ARBANREFREREEZZRA(NB)ELEE (1) EHUEE - AmhE - 8
Bt ~ 2P0 ~ RBRAE] ~ R1T - BUGHLE - BUGERFT - StEM IS - BEsiA L - NLAEBESK BB B EA AR
FI7RRAZACH - DEAAERE - 9o ZFERER - BRAERGPEASRE (8% ) ROHARAS (LUFE
WMTEAT. ), (2 ELTENHUEEEZBEMINEFEGES LR - A AREBFEANRKMIERAREZZ
RANETERE ZBEFE AR - (FREZARANFPIERREZZRAZ @R » ILEEH AN 2 4GH AR F
FABRBHNRT; BMEARNEMETRETHENR - WEESNEN S - IWEESENZEAREIEARITBRSN - 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 is 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 the Company; (2) the Company or any of its appointed 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. This authorization shall bind the successors and assignees of me/us and remains valid notwithstanding death or incapacity. A photocopy
of this authorization shall be as valid as the original.

25 0R Declaration

KNEM  2HRANFREFBANREAN - EZWLEREER() L—URGEEENBEER - fAmed AN MEFm
B MAANKPMRAAE  98SEZ2HUBREREN ;| AAHMABPBRRINEU-IEZEEE  AAN/RMOERKHE
FEEAPHERLGZA ; QFRNRKMABEWARFELE ZEMER - RERSPFR DERSNNHEE BRI RERMAE
9 ERTRNEREHLAR - EHEAA T ABERBEOIARBBERABNER - SRS URERIEAREEZREREARESS -
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 afact 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.

H. ZE(FEZ1EZE B3R 18 L35 E) SIGNATURE (Please DO NOT sign on BLANK form)

ZIRA(FEH 18 BEELLE) REFAAN | REAN REA
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

%5 Signature

& Name

B {78 /7EE8 5% 5% 1.D. Card / Passport
No.

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

H &f Date

*REANEZSFREAMRESBE ARG
*Relationship with
Insured/Policyholder
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fREEHRS% Policy No.

EEMp - EBEREE HELELER EERARGRA/GREFSAA/REABITEIE)
PART Il - ATTENDING PHYSICIAN’'S STATEMENT (To be completed by attending physician at the Insured / Policyholder /
Claimant’s own expenses.)

A. 75 AE R PARTICULARS OF PATIENT

1 % A% Name of Patient

2 EREHR Age and Sex

3 sipim/ wREE 1.D. Card / Passport No.

B. E&PRE#Y CLINICAL DETAILS

1 WAZEBERCEROIENZE We can trace the medical record of patient back to
F Year H Month H Day

e ) AN |

2  BHRUEIRFE B HIEE % HEY Date of the symptoms first appeared
F Year B Month H Day

) S E—|

3 BAERARILKRAE Z k52 B EH Date of first consultation for this condition or related illness
F Year B Month H Day

e T N ) AN B |

4 EFMARPBEERZZRZEAIRFIFBI Please describe the symptoms and complaints at first consultation.

5 MARTGHEMBEEN MR @ FIEHZBEZEZRMIL - Is the patient referred by other n
physician? If yes, please give the name and address of the referring doctor.

= Yes O = No

6 2[R Diagnosis

7 {aE5HEE2 When was the diagnosis made £ Year B Month H Day
|

L | L 1 |

8 WMARTALIMREFEAHAZHENR? M7A - 555RAAZ - Did the patient suffer from heartvalves stenosis or defects? Please give details.

9 FIRMAROIIIRESNEE A Z A0 IRAIE Which heart valve(s) involved?

10 FMBARARREZEZEE MEREHER  BEEEOHBERDLRE 2EZHIRETTE] Any treatments, investigation procedures,

results, and/or any complications and follow up plan regarding the subject diagnosis.
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fREEHRS% Policy No.

C. B FZE%ER PROFESSIONAL COMMENT

1 RURESEEREZRE  BEBEHEMFRAH ? M2 - FHiRMUEZA B RIAEE - Isthesicknessa ]
recurrent episode or related to any previous conditions? If so, please provide details of the diagnosis and treatments.
#27aHH8 Date of diagnosis/treatments F Year A Month H Day

e AN E—|

B (BIEZHSA%E /T REER) Details(including diagnosis/ treatments/ investigations and results)

2Yes O&ENo

2 RWAZRESETEMBAZLILAEREE? Is there any patient’s family history which would increase the risk of this illness?

3 J%I5TEHI The prognosis of the condition

4 RREANRRERIERBAERM? Isit HV related?

D. HfthE&E % OTHER MEDICAL HISTORY

1 WABEBEBLUTHIE/EE - Does the patient have any medical history or habit as indicated below?

[ = Asthima [] A\Bis% Cardiac problem ] #&R7% Diabetes Melitus

[0 ZEAF 3% Hepatitis B [] = Hypertension [] &#:52 545 Previous operation
[] %2 Drug abuse [] & E21E Drinking [] ®EB18 Smoking

E] KM AE Family history of cancer E] K& SE Unfavorable family history

[ BAEESE% None [] EfthE=s® - 555REA Other disease, please specify

2 RRASEEEBELAERIHMRSERESBENBRIGE ? MEF - 551izE15 - Had the patient previously been treated or

hospitalized for the above disease or other major disease? If so, please give details.

H #f Dates 7 Disease AE/(ERFE Baya/BhaE
F Year | A Month| H Day ) Details of treatment/hospitalization Name of Physician/Hospital

3 AIRMEE/RIEGEE1S Please provide details of Drinking & Smoking habit.

Z1E 44 8 Drinking/ Smoking start date since F Year A Month H Day
L | | L | |
2 H F £ Daily consumption (2/61/18/HE piecel pack/ bottle/ can)

E. =24 & ATTENDING PHYSICIAN’S INFORMATION

ToEERR BE

Name of Attending physician Qualification
ik B8 @R
Address Contact No.

F Year | B Month

H Day

TLBERZE/BERER
Signature & Stamp of Attending
Physician/ Hospital

HEA
Date
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