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CHINA LIFE

~ BRIERE -
https://cs.chinalife.com.hk

itk 8A = 7 B {5 89 55 3 TERMINAL ILLNESS CLAIM FORM

{REFRB AR Name of Policyholder Z{RAEE Name of Insured fREE4RIE Policy No.

ZIRAB D&/ ERSEES 1.D. / Passport No. of Insured

fRf&S 7T E i INSURANCE INTERMEDIARY INFORMATION

{RER D /T2 Name of Insurance Intermediary

{RERP 7T 4RSR Insurance Intermediary Code 448 & 5E Contact No.

EZ’AH] IMPORTANT NOTE

- BUIEBESARBR - TUERNINEEN SRAREFBENREADBEENNVUEZRZIEE - Please complete this
form in BLOCK LETTERS. All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.

- ABBRPFABZ"ART 8 ERT ) 2RITEPEASRIE(EINKRHBRAT <The expressions ‘the Company” or “our
Company” used in this form refers to China Life Insurance (Overseas) Company Limited.

- ABFRFBOVARAZRAREFAANREANER TRERERE-+TRAANERGRE ZEBRHREREZIER
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.

- MBRRAST\EILU L ZRARGEFBAVERBERKEZZEARFE  URERABT/\EUT - RBHRES
REFBARRRAZEZEFIGZEEAEBRBREE - IRRAREFEARGEARER  EERBRBUNSRES
KEBEBFREET - WIRHEBEGEIERELEER - 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.

- BERRANREFANREAUEZEEZENHE  WEBR—NURBATURE - REAZEABRNRIEARERARES
BERZENERABDBEREZEANSH ZF - 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.

- SRANREFBEANRBEAZEZZNREAR AT Z4##4EE - The signature of the Insured / Policyholder / Claimant must be the
same as the Company'’s record.

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

- MERTEN @ FE B TIHNRRP T ABESRERASIE PR ELR(853) 2859 5519 B < IHXWRIE RFAIEX 4B
SEBEPFOFREERES 263 5+ KE 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.

- APCEEBSEMILPHER  UEIFIEBAMTEARANTERNBFETRE © 5 ARLQSTHIE www.chinalife.com.mo 21 28
KR E&RFHARA - 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 ENRABEAIRAES AT ZE - AP X% % - If there is any discrepancy or inconsistency between the English version
and the Chinese version of this form, the Chinese version shall prevail.

REABRE (5 ROERAT (At A REMBEEMAL 2 RAHRAE) A1
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability)
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{REEARSE Policy No.

F—HMp - REEN HSEAES  MBEAKRT 185K - WEERESAAES)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder if insured is below 18 years old)

A. Z{F A&l PARTICULARS OF INSURED

1 F#REl Age and Sex of Insured

2 H#4REEE Contact phone no.

3 (W ZAER) Occupation (Compulsory) T (A BIET) Business (Compulsory)

4  R{EHELER Type of claim 0 &%x=1E New Claim [0 == Further Claim
[0 #2852 Pending Claim O =tt/2# Review/ Appeal

5 [E%E / HIE Nationality / Region

[0 =& chinese O ZE US. [ Efth Others(:55XB please specify)

6 B RIE{E ML ({8 A)Current Residential Address (Individual)

i City EZ Country

~

B Ak A ik ({8 A) Current Permanent Address (Individual)
(40 B Ak A k({8 A ) E2 B B iE itk (18 A ) R - SEE BE4H) (Complete if different from Current Residential Address (Individual))

B City ElZ Country

(=]

Bk Mailing Address
(an3@zR ik B B Al E (it ik (A A) R - SEE LEHH) (Complete if different from the current residential address (Individual))

T City EIZ Country

B. fREf AEH PARTICULARS OF POLICYHOLDER
(MNZRABREFEBABABA - SR IEERD) (Complete if Insured and Policyholder is NOT the same person)

1 F# BRI Age and Sex of Policyholder

2 [#48EEE Contact phone no.

3 H(WZAER) Occupation (Compulsory) fTE (M JEIER) Business (Compulsory)

4 [%E / HE Nationality / Region
O & chinese O ZE US. [ Efth Others(355EAB please specify)

5 BriEEiEA)/ Bai=gitit(E %4 48) Current Residential Address(Individual) / Current Business Address(Business association)

B City EIZ Country

6 BRIKAMIUEA)/ BRIt TS 2 5 SR R it i (R SR AR ) (N E B AT R it (B ) B i E St it (B A M) 1@ - SERUEH)

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))

B City EdZR Country

7 Bt Mailing Address (2N13E &l it it £ B U FE AL (A A )/ B AU kit (G H 8) R E - 3EE L54#) (Complete if different to the
current residential address (Individual) / Current Business Address (Business association))

g City EAZ Country
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fREHRSE Policy No.

C. RIEME R AFAE T NATURE OF ILLNESS AND RELATED INFORMATION

1 JRAERTE Name of iliness
2 FBWIAEAR Please describe symptoms
3 FEAR{IRSREYE L 3R? When did these symptoms first appear? £ Year A Month H Day
L1 1 1 | L1 | L1 |
4  YI2BLE/BRRIVER The physician/hospital first consulted for this injury or illness
SK#2 B H#H Date of consultation: F Year B Month H Day
L L L1
B2 4 /Be PR 2 FE A b3k Name & Address of Physician/Hospital
5 HtZi2AItESBEEMRRANES/EREN Other physicians/hospital consulted for this or similar conditions
sK52 H A Date of consultation: F Year H Month H Day
| IS I I L1 1 L1 1
B84 /B8P 2 78 K 4k Name & Address of Physician/Hospital
6

BTEREEHMFRIEASRFREMNRIE? 578 - BIRMHEMAER - Are you insured with [ = ves 0 =

other insurance company for similar benefits? If yes, please give details.
REE/AS]2FE Name of Insurance Company {RESSRAS Policy No. RIEFERI R ARPEEER Type & Amount of benefit

D. EMA R FFEE—TEEEESZ 175 3) PAYMENT METHOD (Please select only one of the settlement options)

1

B ENARRERFA Direct Credit Application
[0 eS=zicw "4 R1TEES 1 Registered Payment Bank Account

ILEAR 7% RAB AR A A SIS ERRFIR I IRITERS - TRALSEEM 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 sxmFws Designated bank Account
BIRHREEEXY  NHBARELFAARRZ/ZEARERBMIRTT R/B4E/7F18 - Please provide bank account document(s), such as bank
card/monthly statement/ passbook with account holder name and account no.
ERERFAAN/REARKASTIEENRPIFEILIRITIRE To a bank account set up in Macau designated bank by the company held by the
Policyholder/Claimant.

#R472 %8 Name of Bank RITARIE BankNo. 73774 5IE Branch No. RITRR B34S Account No.
L N I O ) O
IRPRABABR(PXY) W ARREFBA/REAN) IRPRABABE(EX) WERREFBAN/REAN)

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

ANFHFBIRERFE LIRREERS BN EEE - WEERTRERPHIREEFEE (MH)
|/We agree to apply the captioned Claims Remittance Service and bank charge would be deducted from the payment amount. (If applicable)

BT R B 2 R A Fl iR 1T T A =22 -EPi5 Al 7ot/ A e 1T 244 The actual time to receive the payment may vary among banks. Please enquire to the bank
before application.
1k BB E T RITA L Fs AN DR EIF BN/ EEN LR FCKREE R T E BN e - BRI IEAS Y Z) 4R ST T3 - If 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.

D. EMARGEEE—TFEESZIAR) (48) PAYMENT METHOD (Please select only one of the settlement options) (Continued)

2

A ER{TEIZRZZ MACAU LOCAL CROSSED CHEQUE

TS BEEEE Preferred Settlement Currency

O

O

O

u BT (RPBEASRR(EINRHEBERATEBAZEEZRKTE)

el o
FREZRHE Policy Currency Hong Kong Dollar (at monthly fixed rate of China Life Insurance (Overseas) Company)

HBEREFEIRFE/OIEEL Collect Cheque at Customer Service Centre in person
(BREFENREAT DS HBEBXEREARATRRPIE FRIE T /OUELSZZE ) (The Policyholder/Claimant should collect the cheque at our Macau

Customer Service Centre by presenting the identity document.)

RHESE =F (LB A)EEY Pick up cheque in person by authorized person

HEALH HEAEABBER BN BB AR 575
Name of authorized person Contact no. of authorized person I.D. no. of authorized person

T R REE AT L Mail to correspondence address registered in our Company

A RBR P 7T EEIE Deliver via Insurance Intermediary

O wsprezsms (EieET 7R AS) Deliver by bank oficer (Please state the branch and bank officer)
#R77 5317 Branch #e4% A\ 8 Bank Officer
3 E{thfEFA X OTHER PAYMENT METHODS

BARE (BERRE—REFSBEABZTNENZRE - BIEERERN - ) Offset the premium (only applicable to inforce policy under same Policyholder,
please specify the policy no..)
{REESRAS Policy No.

H{th 5= Other Methods

=1t (:E5198)  Others (Please specify)

E. R{EPAFB X 4B E CLAIM DOCUMENT CHECKLIST

v BEARX# Basic Documents ; @ Bfi/IISZ#F Additional Documents ; % A3EF NotApplicable

RIEFH X (XHZBERI A TR A AT E BRI 0HIE) BEREE
Claim Document (Documents can be certified at our Company’s Customer Service Centre) Critical iliness claim
HE MEZWEE 7 ARPEFRE—EB Part | of this form completed and signed by your good self 4
HEZBEER ZBERBERE _SHERZELHMEE Claim Form Part || - Attending Physician’s v
Statement to be completed by the attending physician
SIRABS DB 22 EEIZR The certified true copy of identity document of the Insured. 4
BRERAZEDBEXHZZEBR LR (ZRAFERIRA) The certified true copy of identity document of v

Policyholder (Insured is not Policyholder).

{E8%/ X 6/ EBISIRH WMAHER O EBE HEREMERIRS (WiEFE) Laboratory/ X-ray / CT Scan
I MRI/ E.C.G. / Pathological Reports (if applicable)

{REEIE AT {REE KRB E (W RBEIR 4R EE IE 7K) Original Policy or Policy Lost Declaration (if unable to A
provide original Policy)

0 I I o I I I

REBEEEXRBZEBHBIPRBIERER) Self-Certification Form (For Claims) for Automatic Exchange of
Financial Account Information
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fREHRSE Policy No.

F. B AERULEZEHA PERSONAL INFORMATION COLLECTION STATEMENT

RANHMERCEBERBL "PEASRE (B ) ROABIRAT . WHUERABSRER - BERTRTINWERAERZR - /R
https://www.chinalife.com.mo/zh-hant/personal-information-collection-statement ~ &3k @ B A SRR (/B9 ) BROBRATR -

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. BRAK#ZH#E DECLARATION AND AUTHORIZATION

2 # Authorization

ANEM  SRAGREFBEANREAN ARANRFAREREEZZHRA(NB)ZILERE (1) £0EE  FMEE - &
Bt ~ 22FF ~ (RERAT] ~ $R17 ~ BUSHEEE - BUGERFT - sREMHERE - AEs A+ - NABsN BB OB A AN/ MIE R
FIZRRAZCH - RSN ERE  HuZEERREH - SNREREPEASRE (85 ) ROBMRAS (LUTE
BWIrERE,L ) ; (2 LT UEEEZBR/HHEEREENERAT - IMAREBFERANRMIERBNEZ
SRAETREZEENE LA - FRERANKMIERREZZE/RAZEEAMRDT - WIREERANFEM 2 EEA R
EREABBART ; BMERAN/HMIETHBEITRENR - WERESDEND - WIEESNEHNAREERITIEREN -
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.

E20H Declaration

ANEM  SRANREFBAENREAN  EUBRARER(MLA—URMEEBNAAER  fmea AN MBEFmR
B BANRKMFAANAE  I9RFEZEHTLEEEN ; AANHKMPARARNET-IREZEEER AAN/RMAERKGHE
SEUEABHRLHRA ; QFANFHABEDAREL ZEMIBR - REXADHFR HERRNEHEE SASRKRMAE
S BREIANERELNR - EHBAA T AERBEOIRPERFABNER SRS UREAILABEEZRERERRERE -
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 l/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 HEFEEZEZBERIE L% E) SIGNATURE (Please DO NOT sign on BLANK form)

SR A(FHER 18 BRI L) REFAAN | REA RiE
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

%5 Signature

1% Name

B {8 /7 B3RS 1.D. Card / Passport No.

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

B &f Date

*RIEANERFEANRERA ARG
*Relationship with Insured/Policyholder
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{REEARSE Policy No.

FETEMD - EZBERESE HELEBLER - MAERARGA/GRERBA/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 AL Name of Patient
2 FHER 1R Age and Sex
3  Bf3:8/ RIS 1.D. Card / Passport No.

B. ERFPREi CLINICAL DETAILS

1 WAZEBERCERT]EHZE We can trace the medical record of patient back to
F Year A Month H Day
| IS I I | | I | I
2 BREIRAEHEAEE 4% HEY Date of the symptoms first appeared
F Year A Month H Day
| IS I I E— | | I E— | I E—
3 WABRBRULRIE 2K 52 BB Date of first consultation for this condition or related illness
F Year A Month H Day
| IS I I | | I | I
4 FRFHHFRIAEREZE ZEHAFIFRIE Please describe the symptoms and complaints at first consultation.
5 WMASEHHEMBEEN?UNZE  FiREZBEZH BRI - Is the patient referred by other =
. . ) O 2 ves O &= no
physician? If yes, please give the name and address of the referring doctor.
6 2[R Diagnosis
7  {GfFFER2 When was the diagnosis made F Year H Month H Day
L L ] L L 1
8 REBLIZEE - MASEARATAEELAME 6 EHAERHIET ? According to the diagnosis above, Is it highly probable that the
iliness will lead to the patient’s death within six (6) months?
9 RACRHEESEMAE? ME - FIRMFBRER - Is the patient receiving any active treatment? If no, please provide details and
reason.
10

FRERREEZE Z/a%E - RERHER - AEEOHEER LRE 2B 25 IR#EEH 2] Any treatments, investigation procedures,

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

C. B TFZE%S R PROFESSIONAL COMMENT

1 =ERZEEREEREZR  EBTHMERARM? ME - FiRHARZABERIAEHS - Is the Cancer a
recurrent episode or related to any previous conditions? If so, please provide details of the diagnosis and E] = Yes D§ No
treatments.

2R BEE8 Date of diagnosis/treatments F Year H Month H Day
I S —— I E—| I —

B (BIEZE/ A%/ E REER) Details(including diagnosis/ treatments/ investigations and results)

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

3 J®IETEHI The prognosis of the condition

4 RBEEANRRERIERBEE? IsitHIV related?

D. EfthE& 7% OTHER MEDICAL HISTORY

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

[ 6% Asthma ] /> kiss Cardiac problem [ # % Diabetes Melitus

[0 ZEUAF3 Hepatitis B [[] =m Hypertension = 4552 1l Previous operation
[J %22 drugabuse [] &&&148 Drinking [] ®y=2318 Smoking

[0 =zt Family history of cancer [C] x5 Unfavorable family history

[ MUEESSZ7 None [] Efthz=fs 57REA Other disease, please specify

2 RRAEERBLAERIEMESEREIBENERAE ? MEE - FFiliFE1E - Had the patient 0 2ves [O=No
previously been treated or hospitalized for the above disease or other major disease? If so, please give details. =
H &8 Dates e AR/ RS Brua/Bhai
#=9% Disease . L - .
F Year | B Month | H Day Details of treatment/hospitalization Name of Physician/Hospital
3 AIRHEUE/RIEBE5F 15 Please provide details of Drinking & Smoking habit.
18 %4 B Drinking/ Smoking start date since F Year A Month H Day
L 1 I L 1 I
EHHRE Daily consumption (2/61/48 /5 piecel pack/ bottle/ can)

E. B4 E 1 ATTENDING PHYSICIAN’S INFORMATION

FEBEHR BE

Name of Attending physician Qualification
itk o BB ERE
Address Contact No.

. - - TF Year | B Month | H Day
TREBERZE/IBERES

S

Signature & Stamp of Attending Dat
ate

Physician/ Hospital
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