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CHINA LIFE

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

feEBEHERER-IIER
CRITICAL ILLNESS CLAIM FORM - KAWASAKI DISEASE

{REEFTA AL Name of Policyholder ZRAEE Name of Insured fREE4RSIR Policy No.

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

fRBEcP 77 Eil INSURANCE INTERMEDIARY INFORMATION

fRI% P 77 Z5E Name of Insurance Intermediary

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

EZ/EH] IMPORTANT NOTE

- WERABERAR GE S BRERE MINREARESEERS This form is applicable for Dread Disease or Major Diseases benefit riders.

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

- RBBRIFBZ"ART L TERT . 2R MIEFBASZRE(EINKRDBIRAE - The expressions ‘the Company” or “our
Company” used in this form refers to China Life Insurance (Overseas) Company Limited.

- AHEERB-AMIVBEARRNREFAANREBAER - UERLRE=TRAANERBMAZERKGRERSZIER
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.

- WREAST\ESMULE  SRARGEFEANRRBERKEZEARARBEE  NRRAD TG - RBFERES
REFAARZBRAZREHAS ZHEANEBRAEE - IRGRANRESBAREEARER  HERARBOUARER
KEPFEREERT  WIRHREGERREBEER - 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.

- EXRAREFAEANREAUBEERNSE  VEBR—NUREFEATLURR - REAZEABRRISEHAREEARES
BEZENEIRAPEBREZZEANEH 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.

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

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

- REBPNHIRITEXEBSWRABFBRILARERALTIEUWE! - Receipt of this form by your Insurance Intermediary or bank officer
does not constitute receipt by the Company.

- WATUES  FE B NNRRPNT ABBSHBEAR QST E PR EAR(853) 2859 5519 B - IHZHFRB KPR X KB
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*  Assumpgéo No. 263, 22 Andar A, B, K-P, Edif. China Civil Plaza, Macau.

- AREBEREBREMIPFER  WERNIBRBRTERATBKMBFER - AEAKATIMIE www.chinalife.com.mo 215
KR EEFHARZ - 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.

- MPAERABEAEBEH AT ZE - BLLPXAEEE - Ifthere is any discrepancy or inconsistency between the English version
and the Chinese version of this form, the Chinese version shall prevail.

FEAZRE (B ROBRLT (RPEARKNEZMALZRBERAT) ||“ " ||“|| " "I I|| |||
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability) 401 2000201
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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# KR Age and Sex of Insured
2 44K EE Contact phone no.
3 HSR(XZFER) Occupation (Compulsory) fTE (M 7EEE) Business (Compulsory)
4 E{EBFELER Type of claim [0 =%x=1E New Claim [0 === Further Claim
[0 #2852 Pending Claim O =it/ # Review / Appeal
5 [E%E / #E Nationality / Region
[0 o chinese O ZE US. [ Efth Others(:55EB please specify)
6 B BIE{E (1 A)Current Residential Address (Individual)
I City EZ Country
7 B BIKAMIIE({EA) Current Permanent Address (Individual)
(N B ATk A k(8 A )E2 B A E itk (8 A ) K& - SEE L) (Complete if different from Current Residential Address (Individual))
1 City EZ Country
8 i@l itk Mailing Address
(4n3EER kB2 B Al BB ik (A A) R E - 35 LE1#)(Complete if different from the current residential address (Individual))
I City EZ Country
B. fREF AE T PARTICULARS OF POLICYHOLDER
(MMZRABREFAABLREA - EHELEER1D) (Complete if Insured and Policyholder is NOT the same person)
1 & R1ERI Age and Sex of Policyholder
2 [48EEE Contact phone no.
3 % (MAER) Occupation (Compulsory) 1T (W 7AE ) Business (Compulsory)
4 [E%E / & Nationality / Region
[0 =& chinese O ZEUS. [ Efth Others(355EAB please specify)
5 BriEEIEA)/ Bal=SE k(7 240 48) Current Residential Address(Individual) / Current Business Address(Business association)
s City B2 Country
6 B RIKAMUEEA) I B ELILH TS 2 SE N S R it (2 AR 48) (N EA B AU B R (B A ) B Ar S it it (B 2248 ) A [ AR 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))
T City Bz Country
7 B Mailing Address (3138 51 itk E51 B B Bk it ik (AN )/ B i &S it it (B 24 48) A& - SE= L) (Complete if different to the

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

I City EZ Country
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{REEARSE Policy No.

C. WRIEMEE R ARFIE I NATURE OF ILLNESS AND RELATED INFORMATION

1 JRAERFE Name ofillness

2 EEWILAEAR Please describe symptoms

3 GEAR{TIRFRAYE H3R? When did these symptoms first appear? <F Year A Month H Day
I N S L1 | L |

4 2 BE/BRIVER The physician/hospital first consulted for this injury or illness

k32 H #A Date of consultation: F Year A Month H Day
IS I N B L1 1 L1 |

B2 4 /BEPR 278 A3 HE Name & Address of Physician/Hospital

5 EHEtE2ALlESNBEEMRRAELE/ERER Other physicians/hospital consulted for this or similar conditions

K72 H A Date of consultation: F Year H Month H Day
IS S S — I — I E—|

B4 /B2 PR 2 78 R dth ik Name & Address of Physician/Hospital

6 RBTEEEEMFRBRATRMRELNFRE? &5 - BRHFMAEN - Are you insured with [0 = vYes 0 = o

other insurance company for similar benefits? If yes, please give details.
{RER/AS]B % Name of Insurance Company {RESSRAS Policy No. (RIEHE R R ARPEEEE Type & Amount of benefit

D. EMA R (FEEE—TEEESZ 175 ) PAYMENT METHOD (Please select only one of the settlement options)

1 BEEIABREFE Direct Credit Application
[0 ==tk " 338 1TIES 1 Registered Payment Bank Account

IE AR 75 RAB AR A A SIS EREFRIIIRTTIRE - URA LS EEM KR INHIE S EHIIEEIRTTHRS - 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 ssxsmmiEs Designated bank Account

BIRMIRFEIPENG  WHBRFHFEAAUE/ZEREPRIBAIRIT /B4 E/7718 - Please provide bank account document(s), such as bank
card/monthly statement/ passbook with account holder name and account no.

EREFAAN/REARETLATIEERRPIB LR ITIRE To a bank account set up in Macau designated bank by the company held by the
Policyholder/Claimant.

$R17278 Name of Bank ER1THRSR Bank No. 23 7T4m 5% Branch No. FRITER P SRES Account No.

L L7 1L [ | S S I o o
IREHBALR(PX) (WEARREFAAN/REN) IRPHFAAURCEEX) WERREFAAN/REN)
Name of bank account holder (Chinese) (Policyholder/Claimant Only) Name of bank account holder (English) (Policyholder/Claimant Only)

AANFHMIRPFEA LIBBERSXNENEEE - TRRRITHRERFPHFERFEE (MA)
I/We agree to apply the captioned Claims Remittance Service and bank charge would be deducted from the payment amount. (If applicable)

BB R R = SR 7T B =22 - EBiE A 700 B iR 17244 <The actual time to receive the payment may vary among banks. Please enquire to the bank
before application.

TR BB E AR T A P Is BN B tRE IS BN/ FIEN L EHRBER T BN A - B EG E i EI#R 2 = /F 20 1 Af 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. ERARNGREE—EEBEXZ(TAR) (&) PAYMENT METHOD (Please select only one of the settlement options) (Continued)

2

A ER{TEI4RZZE MACAU LOCAL CROSSED CHEQUE

RS HEERE Preferred Settlement Currency

o
L

n BT (BPBIASRBRCENRNBIRASIEH ZEERIREEH)
Hong Kong Dollar (at monthly fixed rate of China Life Insurance (Overseas) Company)
HBEEEFRF SO IEEL Collect Cheque at Customer Service Centre in person
(BREFBANREATEASHRPEREARASINEFE FRZE D/ OUENSZE - ) (The Policyholder/Claimant should collect the cheque at our
Macau Customer Service Centre by presenting the identity document.)

{REEEHE Policy Currency

RHESE = E (B A)EEY Pick up cheque in person by authorized person
HREALH AN B AN BB AR 5RAE
Name of authorized person Contact no. of authorized person I.D. no. of authorized person

LT £ (R E8E R AT HE Mail to correspondence address registered in our Company

[0 @@/ 8838 Deliver via Insurance Intermediary
O mgrzzsmEs: (FBIEEIRTTH 1T KA A B) Deliver by bank officer (Please state the branch and bank officer)
#R1T4217 Branch #4# N\ & Bank Officer
3 Ef{th#8F753( OTHER PAYMENT METHODS

BARE (BERARE—REFBAZTNENZIRE - BIEEIRENR - ) Offset the premium (only applicable to inforce policy under same Policyholder,
please specify the policy no..)
{REESRES Policy No.

4

E{th755{ Other Methods

CJ=4tz55088)  Others (Please specify)

E. RIEFAFRX 4B E CLAIM DOCUMENT CHECKLIST

v B Basic Documents ; ® FifIISZ4F Additional Documents ; x “R3&FH Not Applicable

RIEFRBXHCHZBRIATTR A ABINE F RSO HE) BEREE
Claim Document (Documents can be certified at our Company’s Customer Service Centre) Critical illness claim
O HBETERWEREZARPFERSE—E Partl of this form completed and signed by your good self v
0 HERELER 2EERFRE _PMHEZEBLEHRSE Claim Form Part Il - Attending Physician’s v
Statement to be completed by the attending physician
O 2RABHDFBEIEXXGZZEEIZ The certified true copy of identity document of the Insured. 4
| BRAZEBDBEBXHZZEEX (ZHRAIERERA) The certified true copy of identity document of v
Policyholder (Insured is not Policyholder).
u B8/ X 6/ EBiIRHE WMARR LEE BERERRIRS ((NEAE) Laboratory/ X-ray / CT Scan v
I MRI/ E.C.G. / Pathological Reports (if applicable)
0 REIEAFREBERERE(WAREERHIRELE ) Original Policy or Policy Lost Declaration (if unable to o
provide original Policy)
MEEERBZBREBHRBIEREEA) Self-Certification Form (For Claims) for Automatic Exchange of A

Financial Account Information
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fREHRSE Policy No.

F. B AEUTEEEERA PERSONAL INFORMATION COLLECTION STATEMENT

ANHMEICHERFR "FREASRE (585 ) ROBIRAE , NIREFRABERNEZR - BESMRANNKRERAZSNER - o)
https://www.chinalife.com.mo/zh-hant/personal-information-collection-statement T &3k @ B A Z1{RbE (85 ) RHBBR AT ZRE -

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. ERAKIZH# DECLARATION AND AUTHORIZATION

S #E Authorization
ANEM - BRANREFBANREAN - KRARANHFRERKEZZRAMB)ZIEE (1) EfEE - ZHmeE - 2
B ~ Z2F1 - RIRAT] - RI1T - BURHRE - BUSERPT - SUELMIE - @IS A L - NANES BB AR A A/F /AR
FI7RMRAZAH  DEAERE  I0FZEERREH - EMREILTBEASRE (8 ) ROABRAS ( LUTEHE
FE&REl, ) ; (2 BraaHUHEE ZBEREIEFEREENEHmMAT - UMAREPHFERNBEMIERKEZZMR
NETFRBEZEBEIE LA - (FREZARNRMIEREEZZRAZBENDT © IHREH AN ZEEZAREZEA
BEARN ; AMERNEMIETHETRENR - ILIREEDNENS - WEESENTEAREIEARIITEREMN - 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.
2R Declaration
ANEM  SLRAMREFBANREA ZLBREEE() LE—TYREREENABEEER  CAREarNHMEFME -
MARNEKMFRFIFAE 9IRS EZEEUREEN ; RA/KMBEEARNEU-IEZEEE  AANRMAOEREEEE
REBFERLHA ; QAFNRMABERAPMELE ZEOER - BREARBFR LERSONERE SATIERMAES - 84
SIRNERHEAR - EHBAA T ASERBEAABFRABNER - SASIUERIEAREEZREERNRERS -
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. #ZB (BT ZE B R 18 L% Z) SIGNATURE (Please DO NOT sign on BLANK form)

ZRA(FE 18 sl L) FRERFAA / REA* REA
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

% Signature

#& Name

B8/ RS
I.D. Card / Passport No.

£ Year | B Month | H Day % Year | B Month | H Day fF Year | A Month H Day

H#f Date

*RIEAAZREAN/RES A ARG
*Relationship with
Insured/Policyholder
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{REE4RIX Policy No.

E_EMp - TBERESE (HEILBLEER  MAEAHRAZRGA/GEFBAA/REABTEIE)
PART Il - ATTENDING PHYSICIAN’S STATEMENT (To be completed by attending physician at the Insured / Policyholder /
Claimant’s own expenses.)

A. % AE ) PARTICULARS OF PATIENT

1 fEALER Name of Patient
2 F#ERM5 Age and Sex
3 B{y:%/ #MESETE 1.D. Card/ Passport No.

B. ERFRE Y CLINICAL DETAILS

1 WAZEBERIRTIEHZE We can trace the medical record of patient back to
F Year H Month H Day
L Il Il Il | L Il |
2 BRUEIRFE H A4 B EA Date of the symptoms first appeared
F Year A Month H Day
L 1 1 1 I L 1 I
3 BABXRERILRE 2 K52 B E Date of first consultation for this condition or related illness
F Year H Month H Day
L Il Il Il | L Il |
4 FFARPEREZE ZEIRTNFRIE Please describe the symptoms and complaints at first consultation
5 WMAREHHEHMBLEEN?NE @ FIEHZELEZHZ R - Is the patient referred by other =
.. . . [ 2 ves O &N
physician? If yes, please give the name and address of the referring doctor.
6  EZEfh Diagnosis
7  fAIRFHERZ When was the diagnosis made £ Year B Month H Day
| IS I N | L1 1 | I I

C. BT ZE%#ER PROFESSIONAL COMMENT

1

AR AR RIEE ISR - REGEGERKFAER
What type of laboratory test or investigation has been performed to work up/ confirm of Kawasaki Disease? And, what was the result? Please give
details: (And, please enclose a copy of the laboratory test result)

A B FR/I8 A BEER
Test Date YYYY/MM/DD Test Item Result/ Histopathological Diagnosis

A A EEE R IR I R A e AR 21 AR R SR S B AR Eh AR TR ?
Was there any echocardiograph evidence of cardiac involvement manifested by dilatation or aneurysm formation in the coronary arties?

Ozves O=

mAE, FIREAROKEZB KFMALE If yes, please give detail of the echocardiograph evidence: (And, please enclose a copy of the
laboratory test report)
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{REE4RIX Policy No.

[C.EFZH%ER (M) PROFESSIONAL COMMENT (Continued)
3 WAERALRMUTER:
EEEIM Mildanaemia
BIM3XE18S White blood cell count above normal
[ srme s maamisipBEsRAS Elevated erythrocyte sedimentation rate which indicates blood vessel inflammation
O smm s m/vweg e = EF Sharp rise in the number of platelets
O woosRemeStoMIsRE  TREESFMaE Diagnostic tests reveal the presence of coronary aneurysm or other heart or
blood vessel abnormality which necessitates surgical treatment

MA - FIRMFMAFMIAEER If so, please give surgery details.

4 5% AIRES R RIR 7 ? What was the prognosis of the patient?

5 WA  FRIEHEHEEREE BERHER BEEAHBZERLRE ZEZHIRER 2 If so, please provide treatments, investigation
procedures, results, and/or any complications and follow up plan regarding the stroke)

D. Ef{thE % OTHER MEDICAL HISTORY
1 RWABEAEBLUTHE/ZIE - Does the patient have any medical history or habit as indicated below?

[ s Asthma ] 07 Cardiac problem [] #5R % Diabetes Melitus

[0 ZZU8F 3% Hepatitis B [[] =m Hypertension [] & #==1f Previous operation
[ & Drugabuse [[] &&&4& Drinking ] ®yZ2218 Smoking

[0 =zt Family history of cancer ] %% Unfavorable family history

D Pl B2 A None [[] Eft#=ss - #5328 Other disease, please specify

7 RRASEEBLNERFIEMBREERESBELERAE ? MEE - 55HiEE1E - Had the patient previously been treated or
hospitalized for the above disease or other major disease? If so, please give details.

H #f Dates % Disease AE/(EREHE Baua/BRaig
£F Year | B Month| H Day ) Details of treatment/hospitalization Name of Physician/Hospital

3 RIRMHEUHE/IRIEZEEF IS Please provide details of Drinking & Smoking habit.

Z 1B %4 B Drinking/ Smoking start date since F Year B Month H Day
5 H F3= Daily consumption (3z/E1/48 /1 piecel pack/ bottle/ can)
E. EF2EB4AE R ATTENDING PHYSICIAN'S INFORMATION
T8RS B
Name of Attending physician Qualification
b1l B4 ERE
Address Contact No.
FTEBERE/BRESE A1 £ Year | B Month H Day
Signature & Stamp of Attending .
Physician/ Hospital ate
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