QB E |54

T CHINA LIFE

BRIER -
https://cs.chinalife.com.hk

T E R R EIE{EEF3R WAIVER OF PREMIUM / PAYOR BENEFIT CLAIM FORM

fREFF A ALEZ Name of Policyholder SRR E T Z Name of Insured / Payor  {REE#RSE Policy No.

SIRAN/MHFE BHE/ZRSEHS 1.D. / Passport No. of Insured / Payor

{RBEDP 7T Eill INSURANCE INTERMEDIARY INFORMATION

{RBrE /7 &2 Name of Insurance Intermediary

{RBED /T 4% SR Insurance Intermediary Code Mt 48 & 58 Contact No.

E /A0 IMPORTANT NOTE

- BEUERERABRFER HOERNEEN  SRAREBEFAANREALREELNUEZEZIFE - Please complete this form in BLOCK
LETTERS. All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.

- KEBEBERFFAAZ "ARAE . 5 TEAE . 2RMIETEASRBREINKHBIRAT] - The expressions ‘the Company” or “our Company’
used in this form refers to China Life Insurance (Overseas) Company Limited.

- KEBERF-MBONERASRAREFBEANREAEE - This form must be completed by Insured/Policyholder/Claimant.

- WRRAST\BHU L SRARREFEANERBESREZLARER  IRRABT/\EMUT - KRFRERFEFAEA
RRRAZEZRAGEEENERREE - UIRRAREFBARGEARESR  HEZABBUARERARFRRET - WiRH
BA1% 5 AR R B8 4=75 AR - If the 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.

- BERGRAGREBFBNREAMDBESNEE  WEABR—NRBATURSE - REAZBABENRAERAREREAREPHRZENE
RABRBREZEANBH 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.

- RSN AFIRITEEEWRRBFRT AREERAST SULE - Receipt of this form by your Insurance Intermediary or bank officer does not
constitute receipt by the Company.

- WAERMER - FE B INNRRP T ARSI BRERA TS SRS E4R(853) 2859 5519 B - HEZMFE RIBEXHHS RO
FEREEES 26357 T RE 2212 A~ B~ K-P B - 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'  Assumpg&o No. 263, 22 Andar A, B, K-P, Edif. China Civil Plaza, Macau.

- AREERBERENIL PGSR  TEIFEBART SR ATEKRNEBFER - 55 AR SIAIE www.chinalife.com.mo 218 & T & & hk
ZK - 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.

WHEXIRABE B AT ZE - LD SXAREEE - If there is any discrepancy or inconsistency between the English version and the Chinese
version of this form, the Chinese version shall prevail.

F—E8Mn - REER @BRRA/GESBA/RENER)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder/Claimant)

A. IEEEE R Claims Details

1 RIEPELER Benefit(s) of claims[] 245122 Waiver of Premium [] 1120 A 242122 Payor Premium Waiver

2 E({EPFETELE Type of claims ] & x2=/& New Claim [ #3282 2 Pending Claim [0 === Further Claim
[ =#t/2# Review / Appeal

3 ETEREAR—SHEMEQEMRIBATRE?MNE - FRURFRBATIERIRERS -

Did/Will you make a claim against any other insurance company for the same incident? If yes, please indicate [ 2 ves O &no
the name of insurance company and policy no..
REE/AS] AT Name of Insurance Company {RESSRAE Policy No.

UL L L
4012000501

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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B. 2R A/t BT 1E#1S WORKING DETAILS OF INSURED / PAYOR

1 RBTZEBE - RFE KN Your academic qualification, qualified knowledge and training

ATl/fE 2% Company/Employer Name E &L 5% 15 Telephone No.

ik Address

3 RIBEMIRESGES R —1E %, 55 ABFT A1 i K I8 =) Position and duties of present occupation (if more than one, please state all).

4 BETATEEEBFRRE Did you file your sick leave application to employer? £ Year A Month H Day
[ 2B No O & Yes 8 From

Z£To

1818 H 85 Resumed duty on

5 MBERERD - FHRHUBRAERBE -

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

C. MISEATIMNER - FBFFUMMT : IF DISABILITY WAS DUE TO ACCIDENT, PLEASE STATE:

1 B 4 HHEIKESR Date and time of th
a9.|‘§§ BHEIR ISR Date and time of the e 5 Month 9 Day  Hour 2 Mindte R
accident AM/PM

N

BN A EL R 4838 Location and details of the accident

3 BEHMBEINZSEMIRIEEEER Please describe the part(s) of body injured and the type of injury.

4 RBETABRE?MA - BHIZMHLUTER Didyou report to the police? If yes, please provide the following information
EZ 24 Police Station & ZE 4wk Case Reference No.

O 5N O 5BYes

5 B EERRE/QBBIMNRS/OHASEEAIRER SR -
Remarks: Please attach a photocopy of the Police Report / Traffic Accident Report / Police Statement / Alcohol Test Report.

5 BTEEMREINTHZENE/SS T EEFFER ? Did you apply for compensation from Social Welfare Department / Labour Department for the
same accident?

O zaN [0 7 FReHEH/E52E50 Yes, please provide Social Welfare Allowance / Labour Assessment Certificate

MO-CL-ICLA13/202306-01 P.20f8
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D. MSEEERER - FBFFMUNT : IF DISABILITY WAS DUE TO ILLNESS, PLEASE STATE:

1 IEHFATEBRERAMEESRRE Indicate the illness and give a brief description of symptoms

2 a)R{RA/HFER OFBAYA T UL /{5 288 £ 5K 32 When did the Insured/Payor first consult a physician for this illness/ injury?
F Year H Month H Day

5 :+r 1 1

b) B R LA K2 2 BB 2 K BB ANt ik Name and address of all physicians/hospital treated  for this illness/ injury?

BEus / BREaE itk oo m A
28 HEH Date of attend
Physician / Hospital Address AR e e Disease or condition

£F Year | B Month| H Day

E. REAERNENIEZRA/IREFR B A)INFORMAITON OF CLAIMANT (Other than Insured / Policyholder)

T Z{EALS Name of Applicant FH KR Age and Sex

2 SEWRE

452 g =
Macau | HK 1.D. Card No. I448 855 Contact phone no

3 BIZ{R A/f2RERI{% Relationship with Insured / Payor

4 mE Mailing Address

5 [El%E / #E Nationality / Region
[0 & chinese O @ US. [ E# Others(355ERA please specify)

F ERAR(FREE—TEIBAEZ (Y5 3() PAYMENT METHOD (Please select only one of the settlement options)

1 BEEIABREEE Direct Credit Application
[0 Sz " (5%RTERE 1 Registered Payment Bank Account

set up in Macau designated bank by the company and the bank account which registration is completed successfully in the company.

IRBRBARAATIEEHRFIFIRTIRES - WRAAT ST M AN IBECAIEERITERE © The service is only applicable to a bank account

[0 s5%3RF1EF Designated bank Account

card/monthly statement/ passbook with account holder name and account no.

Policyholder/Claimant.
#R172 78 Name of Bank IRITARIR Bank No. 27T #mS% Branch No. RITER SRS Account No.

BIRMRERIAN Y - WENAREPHAEASRB/ZEARPMBHIRTR/BAE/FH - Please provide bank account document(s), such as bank

EREFABA/REARE QAT EENRMBEILIRITIRE To a bank account set up in Macau designated bank by the company held by the

L 1 L | | L 1
REFAAER(PXY) WRARREREA/REAN) IREHAARRBEX) WERRERBEAN/REN)
Name of bank account holder (Chinese) (Policyholder/Claimant Only) Name of bank account holder (English) (Policyholder/Claimant Only)

ANFHMRBEFUEERERSXNENEH  TRSRITRERTNIFEEFEE WA)
|/We agree to apply the captioned Claims Remittance Service and bank charge would be deducted from the payment amount. (If applicable)

before application.

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.

BRI & R B iR T I A =2 - a8 FiiA L0 A iR 1TE 74 - The actual time to receive the payment may vary among banks. Please enquire to the bank

1R B EIE BT IR 1T A IFEN B REFF BN/ FEN TR LT E B - BRI ARSI 278 27 TR - Ifthere is insufficient information
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F ERAX(GEEE—TEEESZ A 0) (%) PAYMENT METHOD (Please select only one of the settlement options) (Continued)

2 KiSR1TEIZRZE MACAULOCAL CROSSED CHEQUE

e

BEME#EIE Preferred Settlement Currency
BT (RPBEASRR(BINBROHBRASTERAZEERIRETE)

Hong Kong Dollar (at monthly fixed rate of China Life Insurance (Overseas) Company)
HBEANEFRE T OIEEL Collect Cheque at Customer Service Centre in person

(FREFBANREAT RS DRANX AR ER A SRR S SRS /O UELSZZE <) (The Policyholder/Claimant should collect the cheque at our Macau
Customer Service Centre by presenting the identity document.)

RS =& (KB A)SEEY Pick up cheque in person by authorized person
RBALEZ KBABEES KEBEABDBEIRSHRS

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

15 it

{REEEH¥E Policy Currency O

O 0O O

I 2 (R EB TR IE Mail to correspondence address registered in our Company
£ R PP /T EEIE Deliver via Insurance Intermediary
KIFFTEXBERE (BIEERTOIT RN AE) Deliver by bank officer (Please state the branch and bank officer)

Oo0oa0

#8179 77 Branch #eam A & Bank Officer

3 Hfth#87 7 OTHER PAYMENT METHODS

[0 #MRE (BERRE—REFBAZTENZIRE  BHEEMRERES - ) Offset the premium (only applicable to inforce policy under same Policyholder,
please specify the policy no..)
{RESSRAE Policy No.

4 Hft753 Other Methods

O HEAh(5E5URF) Others (Please specify)

G. RIEFTFE XIS EE CLAIM DOCUMENT CHECKLIST

v B Basic Documents ; @ FfifIISZ 4 Additional Documents ; x A& NotApplicable

REFRRX M4 (X HH#ZERIATR A ATE B IR D0 E) BEEEE
Claim Document (Documents can be certified at our Company’s Customer Service Centre) Critical illness claim
[0 BETEZUBEZRPFERFE LS Part | of this form completed and signed by your good self v
O HEZBEER VEERFERSE B2 E LIRS ZE Claim Form Part |l - Attending Physician’s Statement to be completed v
by the attending physician
0 1E88/ X 6 BB WA OEE AR R IR R ER IR S (U058 A7) Laboratory/ X-ray / CT Scan/ MRV E.C.G. / other v
Pathological Reports (if applicable)
O mBEx2rmiEssHasrRERRE Sick Leave Certificate issued by your attending physician. °
[0 fB=x4E 2% RS0 ) Employer confirmation letter for sick leave period, if any. °
0 BB Z BT FBIEARS S ZE 28l AN (R BRI R 70 % #42) Original Death Certificate or certified true copy for the Payor. (for °
Payor Benefit only)
] EEEFHZE ZBIAR(RE AR HFE % 4) Letter of Administration / Grant of Probate (Certified True Copy) °
(for Payor Benefit only)
] MBEERBZEHKFBIPREGEREEM) Sel-Certification Form (For Claims) for Automatic Exchange of Financial Account o
Information
O Z==xEE5MRE 1 DA Police Report / Traffic Accident Report / Statement °
O SRAMMBRANREANSHBEHZERZ D of Insured/ Payor/ Claimant (Certified True Copy) 4
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H. B A E iU 22 0H PERSONAL INFORMATION COLLECTION STATEMENT

ANEHMEZRCSEBRIBE "PBEASRE (585 ) ROBRAS ., WREBRAERER - BASMREANINERAERER - oK
https://www.chinalife.com.mo/zh-hant/personal-information-collection-statement ~ &3k [@ R B A E R ( 789 ) RHBIR 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.

|. E2AA K #Z1# DECLARATION AND AUTHORIZATION

1% Authorization

RNFEM - ZREANREFABANREAN - KRRANEFRERKEZZRA(NB)ELEE (1) EefEE - sEMnsE - &
Bt ~ 2P0 - (RIRAT] ~ R1T - BUTHLS - BUIERFT - SE M8 - AAsi A+ - NAES BB IARAR N/ MIERAE
ZRRAZACH  REASERNE  HURZEEREMR ENRBREPBEIASRER (OB ) RIDBRASI (UTNEHE &
AEL ) Q) BEATSHTEIEE 7 BE/EHEEEMESNEAT - A ARERFERNEFAERNEZZRAE
TR Z BFEA AR - (FREZ RN RRE ZZRAZBEMND - IEES RN M EEAREZEARS
KR ; AMERANRMIETHBITRENR - LEESTDENN - WRESENWTHAEERIGBERZENT] - W, 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.

22 0R Declaration

ANEM DEAREFBNZREA  EBBRARESE(M LA MEEBHAEER  fRea A NBRMRFAE -
MANFPPRANFAE - 9RFEZ2HUWREREEN ; ANHMABEERNECT-IEZEEE  AA/RMOERESER
REBFERLHRA ; QRN PBERARREL ZETER - BREARFR DERSHHERE EATERMAES - EQ
SINAREAR - EHBEAA T ARERETOURBFERMBENER - SASIURERIEAEEZREIERRERE -

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.

J. ZBE(B2EZEZBRELFZ) SIGNATURE (Please DO NOT sign on BLANK form)

ZRAERE FEFAAN | BEBXS REA
Insured / Payor Policyholder / Claimant* Witness

%5 Signature

& Name

B {778 /7EH85% 55 1.D. Card / Passport
No.

F Year | H Month H Day % Year | A Month H Day F Year | H Month H Day

H #f Date

*RIEAAZFRANMRERGR

*Relationship with Insured/Payor
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FEMp - EZBEREE (REZELEER  FIEERAZRGRA/REFBEA/REABITEE)
PART Il - ATTENDING PHYSICIAN’S STATEMENT (To be completed by attending physician at the Insured / Policyholder /
Claimant’s own expenses.)

A. 7B AE 1 PARTICULARS OF PATIENT

! m A Name of Patient

2 EERER Age and Sex

3 5338/ #MBEEE 1.D. Card / Passport No.

B.7% & K 2 HISTORY & DIAGNOSIS

%F Year A Month  H Day

1 JRAZERERCHETIEHZE We can trace the medical record of patient back to / /
2 BFRUEBFRE B ESNEE4 B HA Date of the accident occurred or symptoms first appeared / /
3 WABERARULIRIE 2 5K2 HEA Date of first consultation for this condition or related illness / /

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

5 BWASHHHEMBLEEN ?MI  FiRHZHBEEZH BRI - Is the patient referred by other [1 2 Yes 1% No

physician? If yes, please give the name and address of the referring doctor.

6 EXEZETHER The date when the diagnosis was given £ Year B Month H Day
L | | | | L | |

7 REDEER REGEEIE The final diagnosis of the condition and its complications

8 AAFTERIRZERE - FBOIAN5 K AI4R The academic qualification, qualified knowledge and training declared by the patient

9  WAZIRM - B The patient’s occupation, exact nature of occupational duties before disability

10 a) BIREBWABTRKEETLEBHA Please give the date the patient first F Year B Month H Day
absent from work L ] ] | | |
b) MERIEIIERES - FBIR A AT RIE L EBYH HA Please give the 7F Year B Month H Day
expected date the patient to resume work L] | ]

1 a) FHURANTEZRZEFZEMERTEREEEERR 2 TIEFEML Please state in details on how the diagnosis prevents the
patient from resuming work

b) WACIEREHMAYEZE Could he/she engage in any other occupation?
O F@I No [1 =Bl & Yes, from EYearI A Month

c) HZEEE) _EAYPRFI Limitation to occupation activities.

H Day
|

| S
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B.JRFE K EZER (4&) HISTORY & DIAGNOSIS (Continued)

12 BURAZRBHL (M - sAsEltE5 (S E EAYFZE: Bearing in mind the declared duties/occupation of this patient, please indicate
the impact of the accident / disablement:

[0 sesot =@ @ T eI Can perform any kind of work and duties

O et s ers 2545 THE Cannot perform partial duties of his/ her own occupation
O Fesrtsem A5 > EATIE Cannot perform all duties of his/ her own occupation
O Feene =T a@ma TEsiIEE Cannot perform any kind of work and duties

SEIR MRS B TIERE NAIRSRS Please state period of incapable to perform some of his/her duties

FH From (dd/mmiyyyy)  E o (dd/mm/yyyy)

AR L 28 T ERE IRV Please state period of incapable to perform some of his/her duties

5 From (dd/mmiyyyy)  Z to (dd/mm/yyyy)

13 RS2 ERA T EAENIEE Please state the cause of total disability

14 EHRABRNEELXIEEN BTREZBERIGERFES X ?If the patient is still totally disabled, how long will such disability be expected
to continue ?

15 FEERRERZE Z/EE - BMEREER - BEEOHEERLRE 2 B2 IRERTE] Any treatments, investigation procedures,

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

C. WAIRKF Zf2FFiR% CURRENT HEALTH CONDITIONS OF THE PATIENT

1 FEE{E¥RE Progress of recovery
[] Ex22 & Recovered ] =&+ mproving [] &Rz Static [] BREIE Retrogressed

=¥ Remarks :

2 BHEEENRT Current state of mobility
] 7 am Ambulatory ] #8%E%+ Home confined [] =eABR Ben confined [] ®R=E1E Retrogressed

=¥ Remarks :

3 ERBELEEEHIM . MAEAIHET - E5EA THIEIE? Can the Patient perform below listed “Activities of Daily Living” without
the use mechanical equipment, special devices or other aids and adaptation?

L RREAEAT F4AFE Transfer to get in bed and out of bed or chair O sy can O xan cannot
158 Mobilty L e can L a1t cannot
ZF1X Dressing O gl Can O AT Cannot
9538 R ARG Bathing & Washing O T Can O =371 cannot
B Eating Ol et can LI a1t cannot
YN Toileting E] all Can E] AL Cannot
#F Remarks :
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D. HfthE&E %2 OTHER MEDICAL HISTORY

1 WABEBELUTIRIE/LG1E - Does the patient have any medical history or habit as indicated below?

O e asthma O s cardiac problem O 5 Diavetes Melitus
D O BURT 3K Hepatitis B D 1= [M/E Hypertension D 352 F1il7 Previous operation
O g Drug abuse O evmze Drinking O peze Smoking
[0 =it Family history of cancer [ s unfavorable family history
[ Bl =87 None Hith= - 75 AR Other disease, please
specify

2 ZRASERBRLAZERIEMBREERESBENEREGE ? MEF - 551i5F1E - Had the patient previously been treated or
hospitalized for the above disease or other major disease? If so, please give details.

H A Dates 7% Disease AR/ EREE A BEHE/EREE

F Year | B Month| H Day Details or treatment/hospitalization Name of Physician/Hospital

3 ERMEEUE/RIEBEEE Please provide details of Drinking & Smoking habit.

Z1E 44 8 Drinking/ Smoking start date since F Year A Month H Day
L I I I | L I |
2 H F £ Daily consumption (Z/€1/48/HE piecel packl bottle/ can)

E. =ZZ2EB4 & ATTENDING PHYSICIAN’S INFORMATION

TBRENR BE

Name of Attending Physician Qualification
itk k4R ER
Address Contact No.

fF Year | A Month | H Day

FTZEBLERE/BREE
Signature & Stamp of Attending
Physician/ Hospital

HEA
Date
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