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RRXREBHN CHINA LIFE
EREE -
https://cs.chinalife.com.hk

AE—EREREABERFRERS - JREESHLEPRE
ICARE MEDICAL INSURANCE PLAN / HEALTH GUARD HOSPITAL CARE BENEFIT PLAN -
APPLICATION FORM FOR CLAIMABLE AMOUNT ESTIMATE

{REFFA AL Name of Policyholder Z{RA S Name of Insured {REE#R SR Policy No.

SIRASNE/ #EIB5EAS 1.D./ Passport No. of Insured

:nn»

RIS INSURANCE INTERMEDIARY INFORMATION
fRBR T8 Name of Insurance Intermediary

REED AR5 Insurance Intermediary Code Mt 4% EE7% Contact No.

EZ /A1 IMPORTANT NOTE

FEUERERABBR HIERMNEE R SHRAREFANREAN/EZBENEEE NN EZZFE -Please complete this form in BLOCK LETTERS.
All amendments should be countersigned by the Insured / Policyholder / Claimant/Attending Physician in full signature.

- KEBEFRPAZ "ARAE, 5 TEAT L 2R METPEASRER(EINKRHBRAT - The expressions ‘the Company” or “our Company” used in this form refers
to China Life Insurance (Overseas) Company Limited.

- BARRARERAANRBANEZEERRE D REDBEEZE MG - URAR/FMAIRD 7 BIEX - DUSES53) 2878 7287 HEH
pos_mo@chinalife.com.hk 75 T IERX 2 F5EEER - Please complete Part 1 on the following form by the Insured / Policyholder / Claimant and Part 2 by the Attending Physician
and send to Business Management Department by fax (853) 2878 7287 or email to pos_mo@chinalife.com.hk at least 7 working days prior to admission to hospital/surgery.

- AARZOBESHEMGEARERSE UABRAQIRLBESE - BERRBMAEBRERNNEIRBEIRSHE  WIRRERMRARIFIRE
FEANRBREBMERE - RENEESBRRAENEAGREERIZAEHNERBIRPEIFIBBNERIRE M2 IEWESTE - Please note that the
claimable amount estimate is just for reference and will not constitute our final liability. Claim decision will depend on the submission of all supporting documents as required for
claim assessment in accordance with the policy terms and conditions and benefit entitlement in the Policy Year. The final claimable amounts and out-of-pocket expenses will be
subject to the actual bill amounts and breakdowns as stated in the official receipts issued by hospital or clinic.

- RESBRGEENER SRESBERBNMESESKEERRFLREZENRE - ZMERRBEZRARE ZREREESE - EIRAZIEREEZE
HEMARBEIRBEAEEMLER - The claimable amount estimate is subject to benefit reduction or limitation in relation to the regions where the eligible medical services
are incurred or the choice of higher ward class. The claimable amount estimate is based on the benefit limit of the Insured's policy. Any pending claim yet to be approved or any
exclusion will not be taken into account for this estimation.

- AQEBUER/BSURESEGENDEEREE TERMA T FEMOE B/ BRI (REAR KA E L) - The Company will deliver the
result of the Claimable Amount Estimate Application to your email address/* correspondence address” (only applicable if email address is not available) registered in our Company.

- MBHREAST\ESL L SRARREFAANEREBEBREZARFR  IRRAST/\EUT  APFXRERARESBAARZRAZGES
FEANEBREE - IRRAREFBEARGEAREER  HEZAHBURARERAPERRET - WIRHHAGERRELEER - If the insured is at or
above the age of 18, the Insured and Policyholder must complete and sign this form by his or her good self. If the insured is under the age of 18, this form should be completed and

signed by the Policyholder and the insured's 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.

- BERRAREFANREADBEZNZEE  FA—URBATURRE - RBEAZEBEABNRAEHAREERPFEILENEIRBBERZEAN
S0 2 F - 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 application and verifying and confirming the identity of the signatory of this form.

- REAREFBEANREBAZZZVWRERARQE Z4HMEE - The signature of the Insured / Policyholder / Claimant must be the same as the Company’s record.

- BTHREBPNARBIABFERTIANRALATEUWE - IEEHAEH - FE B INNREBEPNTBEIRNERATE PR E4R(853) 2859 5519 & -
Receipt of this form by your Insurance Intermediary does not constitute receipt by the Company. If you have any queries, please feel free to contact your insurance intermediary or
our Customer Service Hotline at (853) 2859 5519 for details.

- RPEEEBEISEMILPHER  TESHBERTESRATERNBFER - Fa ARATHBIE www.chinalife.com.mo 218 K & &#TARZS - 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.

- WPENRABRAIEBE AT ZE - BILIPSIAZS2%E - [fthere is any discrepancy or inconsistency between the English version and the Chinese version of this form,
the Chinese version shall prevail.

hEASRE 0850 ROBRAA (RPEARKNBEZMRLZROERDA) I| I | || || I " | | I II " || | | I|
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability) 4012001701
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fREE#RIE Policy No.

F—85 - B BHREA/REFBEA/REANER)
PART | - DECLARATION (To be completed by the Insured / Policyholder / Claimant)

A REFAAER (W/EES) PARTICULAR OF POLICYHOLDER (COMPULSORY)

1 ZF4EZ:E Mobile phone no.*

2 ZEFERHMIL Email Address *

* DU EPTR R FREFZ BB RFOBESHEAERFE A - IERBERASERALEAR - LA SR ERR%E - The above mobile phone no. and email
laddress provided will only be used for Claimable Amount Estimate Application. If there is any discrepancy between the above information and Company'’s record, the Company’s record
ishall prevail.

B. UZ£EE(E A E N2 H PERSONAL INFORMATION COLLECTION STATEMENT

ANHMERCHEBRAER "PBEASRE (585 ) ROBRAE ., WRERAERER - BEASMRANWERAERER - oy
https://www.chinalife.com.mo/zh-hant/personal-information-collection-statement N &z @ P EA SRR (890 ) KRHBREATER -

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.

C. EHAKISHE DECLARATION AND AUTHORIZATION
1ZH#E Authorization

ANEM  SRAREFBAANREAN - ARFARMARERKEZZRANB)ZIEE (1) £OEE - 2 - Bk - 207 fk
BRAE] ~ $R1T - EUATHEAE - DUGERPT - SUELMIHAE - AHBSIA T - NS EBATEARAN R ARMEZZRAZCHF - w085
BEflE OB SEERREE  BMRERAPEASRR (8% ) ROBRAS) (UTEE "8R8, ) ; 2 EATNEUEEEZ
BEamiBERE St TmMAREBFERNREMIERKEZZRAETIE 2 BRI A - fFREZA N E AR
FI7RRAZREMND - IWIREHRANHPZEEARTEZARBNORY ; BMERAFHMIETHETHENS - ILEESDEYS -
IEIREENE AR IEARGERZERN - 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.

E2BA Declaration

ANEM  SERANFREFENREA - EBEBREER(N) L—URAEEBRNMEEER  FAmea A NEARFME A
FRAENFR1S - 9REEZ 2 EUREELN ; AAN/RKMPERARNEN-IEEEAEE  AA/RMHARBESEELRBFRLSRA ; QKA
IHAEET APREL 2R - BREARPHER HERSHERE EATIERMAEN EATVARRELNR - HHEA ARG
FAIARBFRFAFNER - SRS ORI AREEZ R EEARERE -

D. BMEGFEEZEZ ARG L E) SIGNATURE (Please DO NOT sign on BLANK form)

ZHRA REFAAN | REA REA
Insured Policyholder / Claimant* Witness

%5 ZE Signature

2 Name

B 15 78/7€ 5855755 1.D. Card / Passport No.

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

H &f Date

*REANESRANRESAARG

*Relationship with Insured/Policyholder
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{RE#RI% Policy No.

E_Hn - FRBEREE BILEBLERE  FIAERABERRA/RERAAN/REABTEIE)
PART Il - ATTENDING PHYSICIAN STATEMENT (To be completed by attending physician at the Insured / Policyholder /
Claimant’s own expenses.)

A. 78 AE R Particulars of Patient

1 AR Name of Patient SEHRYER Age and Sex
2 B8/ $#H2RE 1.D. Card / Passport
No.
3 WABERKE2H Patient first Consultation Date F Year A Month H Day
Ll | | | N N—|
4 EERR/:2FR&#E Name of Hospital /Clinic
5 EERR/:2FRithit Address of Hospital /Clinic
6  FE&T ABR/ZE1iT HH5 Expected Date of Admission/Surgery £ Year A Month H Day
[N | | | | I |
7 WAREBLHE Patient's Family
Doctor Name
8  FERTEEBTEE Estimated length of stay
9 ERMERANEEDL O Bm®L / 2 O#% Private [ 7% semi-Private [] A% Ward
Class of Ward / Day case Day Centre/Clinic
B. &in/ 28 1B R ARIE R ILLNESS / INJURY DETAILS AND RELATED INFORMATION
1 EFARIPEREZ 2R ZEARFIFIE Please describe the symptoms and complaints at first consultation.
2  E27%HHP Onset date of the symptoms/conditions F Year H Month H Day
[N | | | | IS |
3 2[Ef Diagnosis B PR 2% 77 #E 4w 5% ICD 10 Code
4 ERABR/ABEEEEETE? Isthe hospitalization/treatment medically necessary? 0 2 ves O &no

W2 - FEFEA - If*Yes”, please give details.

5 MREMRHFERER  WMARESRERL - SEOUMUENRMZREPIZEZEEAEE ? Given the condition of the patient, is it possible to
provide this treatment on an outpatient basis?

O 2vYes & No MATILL - $EREEE: If “No”, please explain

6 RARNESEREM/IZM? Is the condition recurrent/ chronic? O 2 ves O &nNo
M2 BIRHERERES If*Yes’, please provide the onset date:
£F Year A Month H Day
L | L | |
7 MERERGABEEEINEHRSIHE - FBIRMLUT RS | Ifthis hospitalization/treatment was caused by an accident, please provide details below:
#5584 HEA Accident Date: F Year B Month H Day
I S I I— I I IS —

[RE Cause:

SEMIE RS2 E Part of body injured & extent of injury:

8 WASTHEMBEEN?MZE @ BIRHZBE BRI Is the patient referred by other physician? If yes,
please give the name and address of the referring physician. O2vYes [0 &No

ENBEEME Name of the referring physician 8 /T B4 3k Address of the referring physician
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fREE#RIE Policy No.

C.

JARERF 15 K a5t E R TREATMENT DETAILS AND COST ESTIMATION

(R ERRESE  RRWERTFRABREZINGE - EF RAIRFEME) (The estimated charges are for reference only.
Final payments are subject to charges incurred from treatment, procedures and services performed)

1 AEETEISFMTRTE Treatment plan or Surgical procedure name (FEIRESIEF T &S Please provide the name of each surgery)
FiE% Anesthesia
O 2sms ca O smme LA O sume MAC
2 BEZIER / HBEE /  HUZHUEBRERIESZSHEWNIEE - Please list out any Lab tests/imaging/other diagnostic
investigations required for this hospitalization and reasons for the same.
3 ERIEMREE - AEER BAIREANKREEEH N BER EE N7 RS ERAV/AEE? Has the treatment, procedure or test
not yet been established as being effective or is experimental or is in trial stage?
O=2vs O #no
M2 - AR ERE Please provide details:
4 aETEEHE Cost estimation of treatment:
*EREERE Room and board MOP/HK$ £ 8 PerDay
F2BLEEE Attending physician’s Visit Fee MOP/HKS #H PerDay
SMYES B (3551 AR ; 1N75) Surgeon’s Fee ( with breakdown; if any) HEELE
FRERETE A (A5 L BR4E ; W17A) Anaesthetist's Fee(with breakdown; if any) MOP/HKS
FiifZEEFR Operating Theatre Fee MOP/HKS
¥ I5FASZ B Miscellaneous Charges MOP/HKS
H{thE FH(HlINZ R B4 & R E fth) Other Expenses (e.g. specialist fee etc.) MOP/HKS
ABBI R L FR & 2952738 Pre and post hospitalization outpatient follow up MOP/HKS
MOP/HKS$

YEET 4 E A Total estimate fee

D.

F 2B L E R REHR ATTENDING PHYSICIAN’S PARTICULARS AND DECLARATION

RAGEUCER - MAAFRAAE - EEAARENEROIREEZEE - URERE - SACORABRE LAASER - WEISHERFS - IHEREBY

DECLARE that all the information provided by me in this form is true and correct to the best of my knowledge and belief. | have explained to the patient the details of the above

estimated charges and have sought his / her agreement.

FBLEYR BRE
Name of Attending physician Qualification
b BB e
Address Contact No.
£ Year A Month | H Day
FRBERERBR/ZHER g
Signature of Attending Physician b t
and Stamp of Hospital/Clinic ate
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