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feEERHRRER-Eitt
CRITICAL ILLNESS CLAIM FORM - OTHERS

{REEFTA AL Name of Policyholder ZRAEE Name of Insured fREE4RSR Policy No.

SRABDRE/ ERSEAS 1.D. / Passport No. of Insured

fRBEcP 7T Eil INSURANCE INTERMEDIARY INFORMATION

{RI% P 77 ZE Name of Insurance Intermediary

{RBE D /T 4R SR Insurance Intermediary Code H 48 B 55 Contact No.

EZ/EH] IMPORTANT NOTE

IEREBEAR B 5" BRERE M INRERIFZ(EEE5 This form is applicable for Dread Disease or Major Diseases benefit riders.
ALUERIESABER -HUERTIBER SERAREBFENZREANETEELNNUEZZZIFE - Please complete this
form in BLOCK LETTERS. All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.
RBFRPAAZ " RAE L EAQT ) ZFRIMEPBASRECBINKRDBIRASE] -The expressions ‘the Company” or “our
Company” used in this form refers to China Life Insurance (Overseas) Company Limited.

RRFERF MOV ERZRAREFBEANREANER  TERERE=-TANEFDEEZEBR K LHRERE ZER
SR AR/AF) - 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.

W2RIRABT\ERLUL  REARREFAEANVERERESRBEZEARBEFR NREABT/EUT - KAPFRER
REFBARRRAZREIGZEEANBEBREE - IRRAREFEARGEARER  EERBRBOUNSRESR
KEBEBFREET - WIRHBEGEIERELEE - 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.
EXRANREFAENREALUBZENERE - K EAHURBATURSE - REAZBABNRSHAREREARES
BEZENEIRREBREZZEANEH ZA - Ifthe 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.

SHRANREFEANREBAZEZZENEBAKRNT Z4#48E - The signature of the Insured / Policyholder / Claimant must be the
same as the Company’s record.

KA REBERNIBERIBTIREFABA/ZIRA - The Company pays the claim settiement to the Policyholder/Insured based
on contract provision.

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

MAELIEN - FE B TR N ABAASINER QTR SRS ELAR(853) 2859 5519 B < MR FRIE RAHEHFE
SR OFREEES 263 58P K/E 22 18 A B ~K-P & - If you 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.
RRBEEBRENIEPFER  UESFIERBRAFTESRATIRKNBHER © i5a ARASTHIE www.chinalife.com.mo £
KR E&RFHARZS - 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.

MPBERABE BB AT ZE - P XA ZEE - Ifthere is any discrepancy or inconsistency between the English version
and the Chinese version of this form, the Chinese version shall prevail.

TEASRE (85 ROBRAT (RPEARAMEZEMR L ZROBRIF)

UL
4012000201

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

E—EMp - REEN HSEAMES  MBREAKRT 185 - MHERESAAESD)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder if insured is below 18 years old)

A. Z{R AEi PARTICULARS OF INSURED

1 F# KB Age and Sex of Insured

2 [448EEE Contact phone no.

3 HSR(WZRIER) Occupation (Compulsory) T (A BIE ) Business (Compulsory)
4 R{EBFEEE Type of claim [0 === New Claim [0 &&= Further Claim
[ #2822 Pending Claim [0 =#/58# Review/ Appeal

5 (%8 / #E Nationality / Region
O E chinese O Z[E US. [ E Others(353EAB please specify)

6 B BRIE{E (1 A)Current Residential Address (Individual)

s City EZ Country

7 B RIKAHIE(fEA) Current Permanent Address (Individual)
(4N B Ak A k({8 A )E2 B B iE itk (8 A ) R [E - SEE LEH) (Complete if different from Current Residential Address (Individual))

W City EZ Country

8 i@l Mailing Address
(4n3EER kB2 B Al BB (i ik (A A) R E - 355 LE1#)(Complete if different from the current residential address (Individual))

1 City EZ Country

B. {RE$ AZER PARTICULARS OF POLICYHOLDER
(MNZRABRERFBABABA - EEFELEER2) (Complete if Insured and Policyholder is NOT the same person)

1 FE KR Age and Sex of Policyholder

2 [48EERE Contact phone no.

3 (W EEE) Occupation (Compulsory) 1T (A BIE ) Business (Compulsory)

4 [%E / & Nationality / Region
O E chinese O Z[E US. [ E Others(3535EAB please specify)

5 BriEEUt{EA)/ Bt (EEE 4% Current Residential Address(Individual) / Current Business Address(Business association)

i City EZ Country

6 BRIKAMIUEA) I BRIt T 2 5 SR AR it i (R SR AR A) (N BRI R4tk (A ) B BUE st it (R SR AR ) A~ @ - SE R UEHH)

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 B2 Country

7 @Rt Mailing Address (#0138 #1 it 3k B33 H A B itk (A A )/ B i E & it (B 4 8) A E - SE5S L) (Complete if different to the

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

I City EZ Country

MO-CL-ICLA09/202306-01 P.20f7




{REEARSE Policy No.

C. "RIEMEE R ARFIE I NATURE OF ILLNESS AND RELATED INFORMATION

1 JRAERZTE Name of illness
2 EEWILAEAR Please describe symptoms
3 FEAR{IRFRAA L IR? When did these symptoms first appear? & Year A Month H Day
L1 1 1 |
4  {I2BE/BRIVER The physician/hospital first consulted for this injury or illness
k2 H #A Date of consultation: F Year A Month H Day
I I I E— | IS I L1 1
B2 4 /BEPR 278 A3 HE Name & Address of Physician/Hospital
5 EHEtE2AlESNBEEMNRRAELE/ERER Other physicians/hospital consulted for this or similar conditions
K2 H A Date of consultation: F Year H Month H Day
| IS I I I L1 1 L1 1
B2 4 /BEPR 278 A3 HE Name & Address of Physician/Hospital
¢ RBTEEEHEMRBASIRFREMUNRE? &5 @ FIRHFMER - Are you insured with

=
other insurance company for similar benefits? If yes, please give details. O 2 ves 0 &1
RER/AS]BTE Name of Insurance Company {REEILAH Policy No. {REEFE R K ARPEERE Type & Amount of benefit

D. EMAR(GEEE—TEIERESZ {7753) PAYMENT METHOD (Please select only one of the settlement options)

1

BENARRERE Direct Credit Application
[0 eS=zicw "4 R1TIES 1 Registered Payment Bank Account

IEAR 7% RAB AR A A S ERRFIR I IRITERS - TRALQSEEM AR INPHIEE SIS EIRITARS - The service is only applicable to a bank account
iset up in Macau designated bank by the company and the bank account which registration is completed successfully in the company.

O s=sxsmeiEs Designated bank Account
FIRMEEFEBEX Y - MENBARPRHAEAGR/ZTERESMIBHIRIT R/B45E/7F18 - Please provide bank account document(s), such as bank
card/monthly statement/ passbook with account holder name and account no.
EREFAA/REBEARKXASIEERMRPIBEIIIRITIRE To a bank account set up in Macau designated bank by the company held by the
Policyholder/Claimant.

#R47 %8 Name of Bank FRITARSE BankNo. 231745k Branch No. RITRR B34S Account No.
[ N I (I I N O
IRERBARE(PX) WARREFBA/REN) IRPRABABE(EX) WARREFBA/REAN)

Name of bank account holder (Chinese) (Policyholder/Claimant Only) Name of bank account holder (English) (Policyholder/Claimant Only)

FNEPPRPHFEN EEEERSAENESE - GTRASRTRERTNRHERFES WE)

1/We agree to apply the captioned Claims Remittance Service and bank charge would be deducted from the payment amount. (If applicable

BRI & R IR T I A =22 - HiE5Iaa L0 A hh#R 7254 The actual time to receive the payment may vary among banks. Please enquire to the bank
before application.
1K B E A E IR TAR I BN #BIREFF BN/ FEN IR EER T E BN AR - BB ZIAR 52 U M 4f there 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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fREE4RIR Policy No.

ERAN(EEE—EEREA0) (88) PAYMENT METHOD (Please select only one of the settlement options) (Continued)

2 AERITEIZRTE MACAU LOCAL CROSSED CHEQUE
ISR BEIE1E Preferred Settlement Currency
O BT (BPBASRBISINENBRATEERAZEEZIREETE)
Hong Kong Dollar (at monthly fixed rate of China Life Insurance (Overseas) Company)

L] #ez=5m#$ 02 Collect Cheque at Customer Service Centre in person
(FREFBANREANTRESMHEBRXHREARASNEPE PR P OUWEIZZE - ) (The Policyholder/Claimant should collect the cheque at our
Macau Customer Service Centre by presenting the identity document.)

O ®=Em policy Currency

L[] s ==t 4% A)%EER Pick up cheque in person by authorized person

REALR REAEAEAEES AN B IR RAS
Name of authorized person Contact no. of authorized person I.D. no. of authorized person

O msz@szegmnimit Maito correspondence address registered in our Company

O

£ AR P b /Y EEIE Deliver via Insurance Intermediary

O wpmzzams EiseBfTH T REYAS) Deliver by bank officer (Please state the branch and bank officer)

‘I]]]I]

#R474347 Branch #i A 8B Bank Officer

3 H{h4ERA 3 OTHER PAYMENT METHODS

[0 #BARE BERRE—REFSAAZBTENZRE - FEEMREIRHE - ) Offset the premium (only applicable to inforce policy under same Policyholder,
please specify the policy no..)
{REESRHES Policy No.

4 E A Other Methods

Ol =4t(z55088)  Others (Please specify)

E. RIEFFFEXFISE CLAIM DOCUMENT CHECKLIST

v BRI Basic Documents ; @ FfifINSC 4 Additional Documents ; x R#&EF Not Applicable

RIEFABE X (XN BRI A TTRAATNE B RFE P OHEE) EERIEE
Claim Document (Documents can be certified at our Company’s Customer Service Centre) Critical iliness claim
O e TEZUES I ARBERSE—ES Partl of this form completed and signed by your good self 4
HETZBLEERZBERBERS D2 BEWESZ Claim Form Part Il - Attending Physician's
(| v
Statement to be completed by the attending physician
O SRASHEEH 2 ZEERIZ The certified true copy of identity document of the Insured. v
0 BRRAZEDPBEXHZZERER (RRAFEREA) The certified true copy of identity document of v
Policyholder (Insured is not Policyholder).
B8/ X ¢/ BIIE® MARKR LEE BERERRRES (WiEAZE) Laboratory/ X-ray / CT Scan
O °
I MRI/ E.C.G. / Pathological Reports (if applicable)
0 REIEANREBEKRBIFE(MARBERMIRE IEZ) Original Policy or Policy Lost Declaration (if unable to A
provide original Policy)
O RBEEEXB 2 BRBERE(IEREEA) Self-Certification Form (For Claims) for Automatic Exchange of A
Financial Account Information
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fREHRSE Policy No.

F. EAERUIEZHRA PERSONAL INFORMATION COLLECTION STATEMENT

RNERMERSHERBD "PEASRRE (8% ) ROBRAS . WKRERABERER - BREETRANWERAZERER - IR
https://www.chinalife.com.mo/zh-hant/personal-information-collection-statement ~ &3 @ P A SR (7590 ) RO BE AT R -

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. EHAKIS1# DECLARATION AND AUTHORIZATION

2 #E Authorization
ANEM SRAREFBANREAN  KRAANBRMRERBEZZRAME)ZLIEE (1) TEEE FFMEE B

Bt ~ 2P ~ fREGR AT ~ $RIT - BUTHEAE - BUATERPT - SUEMtH4E - BB A L - NAES BB BERAR A/ /AR
FZRERAZACH - RBNERE - Do SEERRER - ENKERBPBEASRE (/85 ) RIDBIRAS (LIS
BMIEREL ) ; (2 BrAUEEEZBE/HINEERESSNLRT - IMARERBERNNRMAERREZ
SZRNETRE ZBENE AR - (FREZANEFERREZZRAZEERDR - IHEEHANRMAZEEANR
EEARBBARS ; BMERANFHMIETHETREANR - WRESDEN - IWIEESENFHNREERIIERENS -
I/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 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.

Z2HA Declaration

ANEM  2RANREFAEANREA  EWULBERRER(M) LG—DBRGEEENREEER - fHaea AN MR TR
B BMANKMFRAAE  98SEZ2EUERESR ;| AANHMBABRAETUT-IREEEE  AANRMOREFE
SEEARPFRLGR ; QFNKMEEDARRELE ZEMER - [REARFER HERHEERE SEQATERMAE
Sh BERBIAERHEAR - EHBA T ASERRECUAPBERMBNER  ERTIBERAEEZREERREPS -
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.

H H#Z(FEZEZEZBR1E L Z) SIGNATURE (Please DO NOT sign on BLANK form)

ZRA(FE#R 18 BRI L) REFAAN | REA REA
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

%52 Signature

2 Name

B {9 #%/:€ BB 3% 55 1.D. Card / Passport
No.

F Year | H Month H Day F Year | H Month H Day ZF Year | B Month | H Day

B #f Date

REABZRANRERSA ARG

*Relationship with Insured/Policyholder
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{REEARSE Policy No.

FEEMD - EZLBERESE HELEBLER - AERARGA/GRERFBA/REABITEE)
PART Il - ATTENDING PHYSICIAN’S STATEMENT (To be completed by attending physician at the Insured / Policyholder /
Claimant’s own expenses.)

A. 5% AE 1) PARTICULARS OF PATIENT

1 5 AR Name of Patient

2 FHE KRR Age and Sex

3 B{9:8/ #EWRSRES 1.D. Card / Passport No.

B. ERFPREi CLINICAL DETAILS

1 WAZEERC IO BHZE We can trace the medical record of patient back to
F Year A Month H Day

1 1+t 1 L1 1

2 BHREIRFE B HEPEE4E BEE Date of the symptoms first appeared

F Year H Month H Day
| IS I I | | I | I

3 TWABRARIFEAE 25K 52 B BA Date of first consultation for this condition or related illness
F Year A Month H Day

1 1+t 1 L1 1

4 FEHERMAFRIPBEREZE ZEHRFIFRIE Please describe the symptoms and complaints at first consultation.

5 WMASTHEMEBLEEN?MNZ @ BRHEZBE 28R KL - Is the patient referred by other [] £ ves 1 = No
physician? If yes, please give the name and address of the referring doctor.

6 2[R Diagnosis

7 fAIBEHEEZ When was the diagnosis made £ Year B Month
| IS I I E— L

H Day
I

8 FIAMRIREZEZEE BERHER  EREAHBERLRE ZEFZIREST 2 Any treatments, investigation procedures,

results, and/or any complications and follow up plan regarding the subject diagnosis.

C. BT ZE%EER PROFESSIONAL COMMENT

1 SRFESEERER FEBEHMKAEAR ? ML - FRUARMZABEIRAREEE Is the sickness a ]
recurrent episode or related to any previous conditions? If so, please provide details of the diagnosis and treatments.

#2388 HA Date of diagnosis/treatments F Year B Month H Day
| IS I I L1 1 | I

B (BERZE A/ E R4 R) Details(including diagnosis/ treatments/ investigations and results)

2vYes &ENo
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{REEARSE Policy No.

C. BT ZEEER (48) PROFESSIONAL COMMENT (Continued)

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

3 j®1ETEHRI The prognosis of the condition

4 ZEBREANERERIERSBAR? IsitHIV related?

D. EfthE &% 2 OTHER MEDICAL HISTORY

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

[ =% Asthma [] vk Cardiac problem [] #5R % Diabetes Meliitus

[0 Z 2T 3% Hepatitis B [C] = m/ Hypertension [] 4% =1fi Previous operation
[0 &z Drugabuse [ =it #2siE Family history of cancer ] Z 5% Unfavorable family history
[ ev&E=31E Drinking [ ®&&18 Smoking

D Pl 8787 None D Hithfw - 555288 Other disease, please specify

2 ZRASEEBLAERFIHEHMBREERESBESBRAE ? M2F - 55HEEE - Had the patient previously been treated or
hospitalized for the above disease or other major disease? If so, please give details.

H &8 Dates 75 Disease AR/ RS Brua/Bhai
F Year | A Month| H Day ) Details of treatment/hospitalization Name of Physician/Hospital

3 EIRHEUE/RIEZE5F1E Please provide details of Drinking & Smoking habit.

2B %4 B Drinking/ Smoking start date since F Year B Month
L

H Day
| IS I I E— | |

£ H F3 £ Daily consumption (2/61/18 /1% piecel pack/ bottle/ can)

E. EFZ2E4E 1 ATTENDING PHYSICIAN’S INFORMATION

TEBEHR BE

Name of Attending physician Qualification
ik ASERE
Address Contact No.

F Year | B Month | H Day

TRELEEE/IERESE
Signature & Stamp of Attending
Physician/ Hospital

HER
Date
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