\y N -~ ” - - \ *&ﬁf' :/— 9'\
P AM/B AL RS =
el RIIRIRIERE SR NIR CHINA LIFE

; ﬂEligqanﬁ"

#s (¥ Bz B5 (S Ef 55 %X GROUP HOSPITALIZATION CLAIM FORM

{€ £ &8 Name of Employer EBE{REE4m5E Group Policy No.

Y BIIER Special instruction ( #52# Please select )

O BERAEERAAINBARE (FRESRS ) B3R - BREREN L EIRRERIE This claim wil
be processed under our Company Individual policy first, the balance will be claimed under above Group policy.
O ERRELENR LitERARERE BREBRAQTNEARE ((RERME ) ZR{& This claim will

be processed under above Group policy first, the balance will be claimed under our Company Individual policy.

fREEDP 7T AE Rl INSURANCE INTERMEDIARY INFORMATION

R /T A2 Name of Insurance Intermediary

R AHLES Insurance Intermediary Code Mt 4 ZE 5% Contact No.

ZE/A4 IMPORTANT NOTE

BUEIESARREE - EOUERNNBEN  BEERB/REANBEENNAIEZEZEIEE - Please complete this form in BLOCK LETTERS.
AII amendments should be endorsed by the Employee /Patient /Claimant in full signature.
KBFBRPFAAZ "AQE L 8 "EAE ) Z2FRiisPBEASRE (/85 ) RDBRAE - The expressions "the Company” or "our Company"
used in this form refers to China Life Insurance (Overseas) Company Limited.
BRRAR—AIHEEEFR - One form for one patient only.
IERBVABEESRE/REAELREN T RAANERER U ERFERRAT - BHRFIIAEEE - This Claim Form must be
completed and returned with all the original receipts to the Insurance Company by the Employee /Patient /Claimant within 90 days after the discharged date
otherwise claim will not be approved.
MEEBTN\FEHUL - FEREELRRBEBAZEARFER  WHRELST/\EUT  REFEREHEERNFEZRRINGE
EERANEBEARE NEEREAGSEARERS HEXAHBUNSERSAPERNET  WIRHEIAZRERELERZMR - fthe Patient
is at or above age 18, the Patient and Employee must complete and sign this form by his or her good self. If the Patient is under age 18, this form should be
completed and signed by the Employee and the Patient's parent/ legal guardian. In the event that the Employee / Patient 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

=REE/fRE/REAMBEEZRNEE W AR—URBATLURE - RBEAZEABENRSHAREBARERFERZENIER AP
BREEANS M2 - If the Employee/Patient /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.
IR T AHQ%JZKEE*E%]‘EKW FARNEEUE - Receipt of this form by your Insurance Intermediary does not constitute receipt by the Company.
MBEEER - FHE B FRER T ABBINER QT Z PR E4AR(853) 2859 5519 B < IHEZHRERFAEX GBS R
AFREEES 263 SRCP T R/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 Alameda Dr. Carlos D’ Assumpgéao
No.263, 22 Andar A,B,K-P, Edif. China Civil Plaza, Macau.
RABERBREMIEBRFER  UESFEBARNERATEKRNBHER - FEARLQSMIE www.chinalife.commo 218 K T & &H#
hRZS - 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.
MNPATIRAE TR AT ZE - ML A% - Ifthere is any discrepancy or inconsistency between the English version and the Chinese
version of this form, the Chinese version shall prevail.

R

China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability)
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ERSREE4RIT Group Policy No.

F—EbD - RIEER BERS/mE/REAER)
PART | - PARTICULARS OF CLAIM (To be completed by Employee /Patient /Claimant)

A. {§E/5"EE ! INFORMATION OF EMPLOYEE / PATIENT

1 {EE & Name of Employee % & 2 (AN FE {8 ) Name of Patient (if other than employee)
th3Z Chinese th3Z Chinese
&3 English 33 English

2  (EEB{):8/£B3EHS 1.D. Card / Passport No. of Employee mE B8/ BIRES 1.D. Card / Passport No. of Patient
R S T S T S S SO S S SO T S SO SO ST SO SR T S B ST R

3 mEHZR{EEF% Relationship with Employee

B. —ARE il GENERAL INFORMATION

1 R{EBFHA Type of claim [0 &%= New Claim [0 === Further Claim
[0 #2852 Pending Claim [0 =it/ # Review / Appeal
2 RBETAGER—SMSMEaEMFERATRE ? R - FiREHXFBATVIBRRER
% - Did/Will you make a claim against any other insurance company for the same incident? If yes, O 2 Yes O =&=no
please indicate the name of insurance company and policy no..
REE/AS] AT Name of Insurance Company TREESRAS Policy No.
3 ZEEHREEOUIEAIZEERIZE Request return of certified true copy receipt(s) OO 2 ves O &N
C. A=E4%MERT FOR HOSPITALIZATION DUE TO ACCIDENT
1 BANEEREAKESRE Date and time ofthe £ Year A Month H Day % Hour 4 Minute ~ AM/PM
accident

2 EIMEEEIMhEL R 4RIB Location and details of the accident

3 EEREIRETMKRZEER Please describe the part(s) of body injured and the extent of injury in details

4 BETERRE?NMA - FIREGEAAEAER Did you report to the police? If yes, please provide information on the right
EZ 3 Police Station TEZE4R5% Case Reference No.

O 2 ves O &N

it A EERRE/RBREIMRE/OHA/EERBERENA -
Remarks: Please attach a photocopy of the Police Report / Traffic Accident Report / Police Statement / Alcohol Test Report.

D. B {EFT FOR HOSPITALIZATION DUE TO ILLNESS

1 FEHEURE / fRiR Please describe the symptoms
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EBE{REE 4RI Group Policy No.

E. JA#E ¥ 15 TREATMENT DETAILS

1 W2 BLE/EBRAIE N The physician/hospital first consulted for this injury or iliness.
F Year A Month H Day B2 4 /B2 2 T8 Name of physician/hospital

éi/ 2 [Tithit Address of physician/hospital

2 EBEARMEBLEERN / HttZ2E LRI ERERRIVEEZ R The doctor who referred the insured to hospital / other doctors seen
for this or similar past condition
£ Year A Month H Day B8 4=/ B8 B2 78 Name of physician/hospital

L 1
B4/ttt Address of physician/hospital

3 APz HHA Date of admission i B B 48 Date of discharge
F Year A Month H Day F Year A Month H Day

F. RIEPRFE LB E CLAIM DOCUMENT CHECKLIST

- vEARS Basic Documents ; @IS 4 (4N%EF3) Additional Documents (if applicable)

- MBRE AP EMRBEKIBHIE A4S E M 7e X4 /E RIAYEER - Our company reserves the right to request for original documents or other
supplementary documents / information if deemed necessary.
- [EARXH#&AFEIRE - No original documents will be returned.

REFRRX M4 (X HMZEBEARTR A ATNE SR /O NIE) 533
Claim Document (Documents can be certified at our Company’s Customer Service Centres) Hospital Benefit
0O ABE MEZWEE 7 KPERFE S Part| of this form completed and signed by your good self v
O HEZBEEESWHEEREN ZARBFERSE _EH Partl of this form completed and signed by attending physician with v
chop
0O SAEPE2E 2 LRA/ RERE/ BERZEERCEAREEEREIEFE T 8t 2 &) Copy of discharge v

slip/sick leave certificate/medical certificate with clear exact diagnosis (applicable to hospitalization in hospitals under the Hospital
Authority of Hong Kong)

0O e/ &EEIARGE AR EIEA R 2 EFR) Copy of discharge summary (applicable to hospitalization in Mainland China v
hospital)

0O B EUE R EIRERRAIERIE A Original hospital receipt and statement of account v
O B ZZETAEEEEIAM  FERS - RORS - EEFRE/ERER/MORIRES - VBERS - °

BERRER X HHEZ) Copy of diagnostic report and laboratory test report during hospitalization (such as pathological report,
blood test report, PET Scan/CT Scan/MRI report, ECG report, ultrasound report and X-ray report efc.)

O HM R AT s 2 B ERRAZREI A Copy of settiement advice from other insurers/ parties °
0O HitRE AT EE R ZUWIEZBIEA Certified True Copy of receipts issued by other insurers/ parties °

G. B AE R UZEEEERA PERSONAL INFORMATION COLLECTION STATEMENT
DEIASRE (8% ) ROBRAE (RPEARHRMBEEMARIULZROBRAT )( THE "ART)" )BAEE ( BABRREE) THEAERN
WE - B85« BENERMAEENER - XAATES/TFNERNENRERAZR  UREN—VIEITHDR - EERQASMFEABRNE
W - AATHEDM B THLR - BEREABERNZEY  REREERERERERATINMEEIRS - MRS TERBEAZERNER -
l%ﬁ'FE’MEAﬁH#EJ?ETE% : ﬂﬂua/ ﬁﬂ%%ﬁ?*ﬂzﬁ’\jhﬁtﬁﬁﬁﬁﬂﬂ@/&ﬁﬂ AR EERARBEE T ERNER - EmaR -
EARWERABERER (| "K& ) PIREEBEBU TS

"R RE)ERE TS ?aK’ATEﬂBﬁ ENE)  AAEETHERT LX&K’ATE’J!’AT SATEUMBAS - BATELUHEAT - KGR P
BASRRE (£H ) AREEAZAT ( "AASEREBE" BIFHEERE)-
BHY : XRATARELERAE THEABRENIRRE
1. BEETEN  BRENZHART ARTEBHAALTH S RESEBHNER /RE (2R TX "REEREHENMERBAER" &%)

PURARME - 55 - EEMREZSEM / R

2. BEENFGEETNRARAIRAATIRBEHNER / RERENETPFREK ;
3. OB MREHEBERE(EFEEARREERNN / S2EEERE) RN T/EEERENRE - SFEARRIBMN - B - 5 - Higy - EHRE ;
4. BMAATM / HAATEHLRENECDER / REMAEE FTHEMRBLREN - StEEATHEMERBL RN - AEEMS RE FTHEMER
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BEONEURBAEFNEAEN - SEHREETRE ; MREATNBLERETS (R EEMILPFEMBRENRERR ) FIRNEN ;
AR PRI IEEK ;
BERNTMA AR T RETNER / RBNSCERBNER | K
RALTN | HAATREETT - TRRFTENRRANEERBNRTHEMUBNETHSEEMSE ;
ERABIEAINETEN - KRV AFHELAF FERNEOERETHE ;
WMERMBREEE  RANRZRIOERE ~ RAI - RO - BERFRISIESHRENER - S HEHTERPIZRFIINEA it 75 L5 3 E M BT B B
f%ﬁﬂii&?&ﬁiﬁﬁ 5

ETS0M / NERZREM / HEBEW ;
11 FRAXNSEBEEARNVEMRE ;
12. BB N ER AT RAENE IR NABIRAR KA EE R L ITHM B ;
13. #RIB5 5/2017 SRR (RMBERTIERHE) PEIRBMBRFERNSARTE - ETHENEREEER ; &
14. B EitE A ENEZEBRINEMER -
BEAERNEE . EABRBTURE  BEBTEQERZREXNARET @ UBET
1. EAARRTEES ;
2. BARIN/ HARSEE S RENEAER / REMER T HE MREN - HBEMSRE FTNEORERBNEIUAL ( BFRARES

MRERERT ),

3. ARSI/ HARSEESFREER / RENEANRE ZBENE=F - @FEABREAS - RGN - ELEEQT) - BEESEEEN
TR
MEBLEFERORATN / ARG RETE - 547 - BBEE - Bl - B - 2 - BB - EFEPORE  EREERBNE MK
BHEERIE AEENE=F ;
B ER N BRI S SR T EENEMAT) - AR AT - EEEREEN (EHRERERNER T ) BRARAT ;
KRN FEBNEABERNEZRBNFEA - X85 - SHEEIRSHE
EUEREEFE RAEABHER - RE AR - BETRSIESIZEXRARER AT / AAASE H‘ﬁ?’j‘F]EVE&})EEEE’\JEWEQHTEBF%EEM?@E
W EEEHEE (B ENERYZE—TERTEMEIAEERNEUNEPISUEZNWEUT EEHEE ) ;
EUERREHEBNTERSAHE ;
BERBRFERENNAL - MithPIRBEEEASERERITIAMRIEFER BN ZER T U WEMEREAER  REESA - LENEL ; B
BEEEA L Bln ; SRMET,; MERR ; 280 ; BEREEES ; EtRIRAE ( ﬁEﬁ%E&iﬂ EEBIMEFAM AR PIERNEMAL ); A
REGEMIRBER MR HENEREE AN REN BB ENE T ( REE )e

B THEAER AR M4 EE T —7 (%A UEAORFURASRSN ) MRS - B TEERE FHERBE ZRPRS -
ETITHWEAZERBER EXPREN—EZEEHENMKZE - IRERA AT REESRFHENMERB THEABRNER B2/ I "R
BEREHENMEREAER" &)
AREERHEBMNMEREAZ
KREWTE :
1. FRAARRATIABEANETHSS  BREN  ERTRBHASER RSEXNTH - MEESANRBIBLUETEERH ;
2. MARE  ARTIRBAMNALTH S RESEBHUERMA NN ERNRBETERREH ( SERHES - % HNEEEETE):
(@) R~ F& - R17 HEESE - BREE - RE - 2HRY% - A+  BFUREBRERMRE ; X
(b) FERAfREE - REKAERE - - BR  BHEH - ’;%%E’fﬁﬁaéumuﬂﬂﬁﬁ 5
3. LHMiERMRHEREIERARASA / 5 FIEERA
(a) EEARQSEERT ;
(b) BE=FTREHE ;
(© Tmﬁ-‘émﬁw\” 2 BRFFBIR E M R IRFE A R BN/ SRR 7T 2B S g SRR 1
(d) B=FAEE EFHSESNEEINREE; &
(e) i?ﬁmﬁﬂ‘JZ&HLM:FEEM%%TET%ZL@M*”” 2 BRFRAINE R AR IMBIRFS IR & -
4. BREAQTRE LAERMBEN - KATNBEEAETNE 1 RIENERRRTAENE 3 RN EMREDTAL - MUEZEALIFREH
ZEERARBZAE ;
5. AREFNEETHEERR ( 8F&FA~ARY ) AUREOHESEHENMERLE EXPtE=FRHER -
BN OBREEAETAATERERE THWEAERRIZH %ﬁ%_m’ﬁﬁﬁﬁfﬁ% FNEE  MARIRKEANMNETERVIBER T FLERZEE
BHFEZEHAR - B TNRBEE MM TALTNER - BHEEAT -
AREEENEEETOUEREAERNERWNSEER -
1@)\ SRMNBERMELE : RB (BABRRER) BTARERALTIZEHFEBRTHEAER - BEEFAFERNER - LUAKERAATEHEA
ERNBERRER - B FTEUMUERARTEHE FARQASFAFEABERNELS -
ERMEENER - AERAENEEK EREFAFNERBENER  RNERFE IR
PEASRE (85 ) ROBIRAT
TEPSHTOERELES 263 SRP T RE 221 A~ B~ K-P &
B5E : (+853) 28595519 {HH : (+853) 28787287
China Life Insurance (Overseas) Company Limited (incorporated in the People’s Republic of China with limited liability) (the “Company”) recognizes its responsibilities in relation to
the collection, holding, processing or use of personal data under the Personal Data Protection Act. Personal data will be collected only for lawful and relevant purposes and all
practicable steps will be taken to ensure that personal data held by the Company is accurate. The Company will take all practicable steps to ensure security of the personal data and
to avoid unauthorized or accidental access, erasure or other use. The provision of your personal data is voluntary. Please note that if you do not provide us with the required personal
information, the Company may not be able to provide your requested information, products or services.
In this Personal Information Collection Statement , the following terms shall have these following meanings:
“Our affiliates” means any subsidiary undertaking of the Company, any associated company of the Company, and parent undertaking of the Company, any subsidiary undertaking of

parent undertaking, any associated companies undertaking of parent undertaking, for the avoidance doubt, undertaking within the group of China Life Insurance (Group) Company
(“Our affiliates” shall be construed accordingly).

© ® N o o

»

N o wu

©
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Purpose: From time to time it is necessary for us to use your personal data for the following purposes:

1. offering, providing and marketing to you the products/services of the Company, other companies of the China Life Insurance (Overseas) Group (“our affiliates”) or our co-branding
partners (see “Use of Personal Data for Direct Marketing Purposes” below), and administering, maintaining, managing and operating such products/services;

2. processing and evaluating any applications or requests made by you for products/services offered by the Company and our affiliates;

3. providing subsequent services (including but not limited to health inspection / management) to you and administering the policies issued including but not limited to additions,
alterations, variations, cancellation, renewal or reinstatement;

4. any purposes in connection with any claims made by or against or otherwise involving you or other claimants in respect of any products/services provided by the Company and/or
our affiliates, including investigation of claims; detect and prevent fraud (whether or not relating to the policy issued in respect of this application);

5. evaluating your financial needs;

6. designing new or enhancing existing products/services of the Company and/or our affiliates;

7. conducting market or actuarial research for statistical or similar purposes undertaken by the Company and/or our affiliates, the financial services industry or our respective
regulators;

8. investigating any data held which relates to you from time to time for any of the purposes listed herein;

9. meeting requirements imposed by any applicable, present, existing or future law, rules, regulations, codes of practice or guidelines or assisting with law enforcement purposes,
investigations by police or other government or regulatory authorities in Macau or elsewhere;

10. conducting identity and/or credit checks and/or debt collection;

11. carrying out other services in connection with the operation of the Company’s business;

12. sending out administrative communications about any account you may have with the Company or about future changes to this Personal Data Protection Act;

13. performing relevant due diligence procedures in accordance with the Common Reporting Standard (or Automatic Exchange of Financial Account Information) as set out in the no.
5/2017 (Exchange of Information Law ) ; and

14. other purposes directly relating to any of the above.

Transfer of personal data: Personal data will be kept confidential but, subject to the provisions of any applicable law, may be transferred to:

1. any of our affiliates;

2. any person (including private investigators and claims investigation companies) in connection with any claims made by or against or otherwise involving you in respect of any
products/services provided by the Company and/or our affiliates;

3. any agent, contractor or third party who provide services in connection with the product/services provided by the Company and/or our affiliates, including any reinsurance
company, insurance intermediary, fund management company , health management institution or financial institution;

4. any agent, contractor or third party who provides administrative, technology, data processing, telecommunications, computer, payment, debt collection, call centre services, direct
marketing services or other services to the Company and/or our affiliates in connection with the operation of its business;

5. other companies who help gather your information or communicate with you, such as research companies and credit reference agencies or, in the event of default, debt collection
agencies;

6. any actual or proposed assignee, transferee, participant or sub-participant of our rights or business;

7. any government department or other appropriate governmental or regulatory authority (which may be further transferred to governmental or regulatory authority of certain other
jurisdiction(s)) to whom the Company and/or our affiliates are requested or required by any applicable, present, existing or future law, rules, regulations, codes of practice or
guidelines to make disclosures; and

8. any financial services provider industry association or federation;

9. any person preventing and detecting insurance fraud, who may collect and use the personal data only as reasonably necessary to carry out the purposes of preventing and
detecting insurance fraud: insurance adjusters, agents and brokers; employers; health care professionals; hospitals; accountants; financial advisors; solicitors; fraud prevention
organisations; other insurance companies (whether directly or through fraud prevention organisation or other persons named in this paragraph), and databases or registers (and
their operators) used by the insurance industry to analyse and check information provided against existing information.

Your personal data may be provided to any of the above parties who may be located in Macau or outside of Macau, and in this regard you consent to the transfer of your data outside

of Macau.

Transfer of your personal data will only be made for one or more of the purposes specified above. For our policy on using your personal data for promotional or marketing purposes,

please see the section entitied “Use of Personal Data for Direct Marketing Purposes’.

Use of Personal Data for Direct Marketing Purposes:

The Company intends to:

1. Use your name, contact details, products and services portfolio information, transaction pattern and behaviour , financial background and demographic data held by the Company
from time to time for direct marketing;

2. Conduct direct marketing (including providing reward, loyalty or privileges programmes) in relation to the following classes of products and services that the Company, our affiliates
and our co-branding partners may offer:

(@) insurance, annuities, banking, wealth management, retirement plans, investment, financial services, credit cards, securities and related products and services; and
(b) health, wellness and medical, food and beverage, sporting activities, memberships and related products and services;
3. The above products and services may be provided by the Company and/or:
(@) any of our affiliates;
(b) third party financial institutions;
(c) the co-branding partners of the Company and/or affiliates providing the products and services set out in 2;
(d) third party reward, loyalty or privileges programme providers; and
(e) external service providers supporting the Company or any of the above listed entities in providing the products and services set out in 2

4. In addition to marketing the above products and services, the Company also intends to provide the data described in 1 above to all or any of the persons described in 3 above for
use by them in marketing those products and services;

5. The Company requires your written consent (which includes an indication of no objection) to use and provide the data to the third parties as set out above for any promotional or
marketing purpose.

You may withdraw your consent to the use and provision to a third party of your personal data for direct marketing purposes at any time, and thereafter the Company shall, without

charge to you, cease to use such data for direct marketing purposes. If you wish to withdraw your consent, please contact the Company.

The Company have the right to charge a reasonable fee for the processing of any data request. Access and correction of personal data: Under the Personal Data Protection Act ,

you have the right to ascertain whether the Company holds your personal data, to correct any data that is inaccurate, and to ascertain the Company's policies and practices in relation

to personal data. You may also request the Company to inform you of the type of personal data held by it.

Requests for access and correction or for information regarding policies and practices and types of data held should be addressed in writing to:

China Life Insurance (Overseas) Company Limited

Alameda Dr. Carlos D’ Assumpgao No. 263, 22 Andar A, B, K-P Edif. China Civil Plaza, Macau

Telephone: (+853) 2859 5519  Fax: (+853) 2878 7288
EARFIRE : AA / HPEIAANEMCHEELREWEBAERZR (“RER" ) AA / HMOFILERLESATRBEAREZREAMNBERNFHMN
EAER  SRESEZEREZENERAMERAA / ZMNEAER - KRARMSINESELPBFREE=ER (W5 ) ABENEE - KA / FMHER
B E R AR Ptz BRAS A A / RO E A BRI 88 2R PR IME A B AR Pt & E AR EER] -
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EERT  BRUTRZIHNES - LB TEER - EER T AEERE REREHENMERBAER BOMASEZEREE 2 BNMERMRERT
WEAER - BEUTABEELE TV, 5% -

Declaration and authorization: I/We acknowledge and confirm that I/we have read and understood the Personal Data Protection Act. I/We hereby give my/our acknowledgement and
agree to the use and transfer of my/our personal data by the Company in accordance with the Personal Data Protection Act, including the use and provision of my/our personal data
for the purpose of direct marketing. I/We have obtained the consent to provide the third party information (if any) in this application. I/We acknowledge and consent to the transfer of
my/our personal data outside of Macau for the purposes and to the types of transferee as set out in the Personal Data Protection Act.

Important: Please indicate your agreement by signing on the space provided below. If you do not agree to the use and provision of your personal data for direct marketing as set out
in the section “Use of personal data in direct marketing”, please tick the box below.

O x4/ eFEsREU EKEEAZRER (26 "SEEEEENTEREALDY B6)) SEEREZ ANTERMEEAA / RF0E

AERL - MAFERRE TR REEREMR -
I/ We do not agree with the use and provision of my / our personal data for direct marketing purposes as set out above in the Personal Information Collection Statement
(see “Use of personal data in direct marketing”) and do not wish to receive any promotional and direct marketing materials.

H. EFXE1EZH(EE07 DECLARATION FOR ELECTRONIC RECEIPT

O xa/mm - Be/mz/mEASEERERER s EFZEAE IS - AELFBRIEERER RIS S Sy SEH HBEEAKSE -
I/We, the Employee/Patient/Claimant, confirm that the electronic receipt(s) submitted for this claim application is/ are the sole receipt(s). The clinic / hospital of this visit has
not ever or repeatedly issued the original paper receipt(s) for the same visit.

KN/EM - BE/RE/REANBBRRREREATIN - AR ARKZRERMEG  WRAODEMRBR AT BETEERE -

I/We, the Employee/Patient/Claimant, declared and guarantee that apart from our company, l/we have not filed/ will not file the duplicate claims against other insurance
companies or institutions concerning the amount to be claimed in your company for the said electronic receipt(s).

AN/ - BE/RE/RENEHEN LABIFAEE  RARSRESASINZERNARKZ 22 HEE - WEIEARE 2 —EEEE -
I/We, the Employee/Patient/Claimant, undertake that if the above statement is incorrect, I/we are willing to refund the full claim payment for the said receipt(s) to our company
and bear all related legal liabilities.

|. E2AAK #Z# DECLARATION AND AUTHORIZATION

51 Authorization
AN/EM - BE/RE/REA - KFRAAN/HARERREZZRAMB)ELREE (1) £EREE - ZMEE - Bt - 257 - REBEAE - |]R17 - BUTHE
1% - BUREBFT - stEthigE - At A A+ - NHESXRATOBEREAAN/RMA/ERMEZRRAZACHE  [BEHERNE - HuEZEEREMH - 8K
ERXAEPEASRR(BINKRODARASCATEE TEAEL); 2 EQSFHTEIEE 2 BE/HIERBES LR UIMAREPBEAN/K
/AR RE 2 ZIRAETER SR 2 BET G R - FREZAN/BM/ERREZRRAZBERT - IREHAAN/RAZEEXARFEZARBNOR
A ; BMERAN/RMETHBTREANR - WEESDEY - WEREENFAREERITIERESZSNA -
I/We, the Employee/Patient/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.
P8R Declaration
AN/EM - BE/BE/REA - ELBRAREE(Q) VA REBENFAEEERE - AmEaAN/HMRFRE - SAAN/HMFRAAE - 98582
EHWEERN ; AA/RMAPREARNTCT-IEESEE  AA/RMERESEEARBFER LRI ; QARA/RMEEATAREL ZE@ER - 5k
EARBFR OERSNANERE EATIRENAEN EATAARELR - EHBA T EREEAARERFAFNER - EASI0RER IEAEEZ
REBRREPE -
I/ We, the Employee /Patient /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. BEFBENEZBRIE _LFEE) SIGNATURE (Please DO NOT sign on BLANK form)

EE iﬁ'%(#l_]#f%i%ﬁﬁ& 18 BRELIL EEA BB A
e ) Patient (if other than employee

and aged 18 years old or above)

*Claimant Witness

#Z Signature

2 Name

B 178 /FEIRRHS 1.D.
Card / Passport No.

F Year | HMonth | HDay | % Year | HMonth | HDay | % Year | B Month | HDay | £F Year | A Month | H Day

B &8 Date

*REABRER%
*Relationship between
Claimant and patient
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F_EMn - FLBERSE BmIgBLES  FMAERHES/HRE/REABTERE)
PART Il - ATTENDING PHYSICIAN’S STATEMENT (To be completed by attending physician at the Employee’s / Patient’s / Claimant’s own

expenses.)

A. A AEHR PARTICULARS OF PATIENT

RALER R AL/ 14 B / R A B 178 /R RS
Name of patient Age/sex of patient 1.D / Passport No. of patient

B. i2/AE 1 CONSULTATION DETAILS

F Year B Month H Day

1 AAZBEEECIRTIEWZE We can trace the medical record of patient back to / /
2 BEREBEFEEEEESNEE 4 B E Date of the accident occurred or symptoms first appeared / /
3 WABRARIILIRIE Z K72 HEA Date of first consultation for this condition or related illness / /

4 EEFARPAERGZEZEIRFIRIE Please describe the symptoms and complaints at first consultation

N

5 WASTHHMBLEEN ?MI @ FHiEHEZEEZHZ KL - Is the patient referred by other [ = ves 1 = o
physician? If yes, please give the name and address of the referring doctor. =
EABEHZ Name of the referring doctor B AEHNIE Address of the referring doctor

6 2 Diagnosis B PR 5= 9 73 #E 4w B85 ICD 10 Code

C. fEfRx&E ! HOSPITALIZATION DETAILS

1 EEPRZ%E Name of hospital & Year B Month H Day
APt B #A Date of admission / /
ti ¢ H 88 Date of discharge / /
2 F{li&EM Surgical Procedure Details =it HH#A Date of surgery / /
ZF1il5 278 Name of the Surgical Procedure Bl PR 2 $84R IS CPT Code

3 ER/E-ARAERABMNA)REN LZEHAEZRGZMESERFTERBEBERS ? 55 - ArFiliZ - Were the treatment(s),
the medical test(s) and the length of stay in hospital (if any) directly related to the current diagnosis, and were medically necessary and
recommended by you? If no, please specify details.

O 2 Yes O &N

4 BAREREREREREBERIN ? 115 - BRI ZBE - KB REE - Had the patient taken any home leave during the hospital
confinement? If Yes, please state date, time and reason of the patient's home leave.

O 5 Yes [ 525N

D. Hifx#RZ BRIEF DISCHARGE SUMMARY

1 HFREBEZEE -  BRERHER - AETOHBERLRE 2BR2IRERTE] - Treatments, investigation procedures, results, and/or

any complications during hospitalization and post-hospitalization follow up plan.
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E. BT Z2E% =R PROFESSIONAL COMMENT

1 BRFEHRESE(NERESE  HQR)FEMIEMER BREHRZHFRE NQ)RBEHMBTARM ? N FiRHARZABH
KiaER#15 - Is the condition (1) a recurrent episode or (2) a complication of any chronic illness/ major disease or (3) related to any previous
conditions? If yes, please provide date of diagnosis and treatments details.

O 2 Yes O =no 528 HH8 Date of diagnosis/treatments  4E Year A Month H Day
B (BIERE /8B /8B K45 R) Details (including diagnosis/ treatments/ investigations and results)

2  RIEERZBAEE What is the underlying cause of such illness?

w

A 1578 R K 18 3% 2 Ol A€ The prognosis of the condition and any possibility of having a relapse?

FEXRMEZSR Congenital condition  [] B35 Self-inflicted injury
B ANSE Abuse of drugsor  [[] 145% Venereal disease

O O 0O00°

Hithzfw - 55528 Other disease, please specify

alcohol

ER B A Cosmetic or E] BB EE Develop-mental

plastic surgery abnormality

—RE RS /PR Body [ BEIARRERERSH
check vaccination & immunization 7v AIDS or HIV related illness
injections

AELHERIERRARM ZARR - Is the illness associated with the following?

[[] <&zu485 Infertiity or sterilization [] #&+#2% &, Mental disorder

[[] ®RABIE Corrective aids or [] %%/ %= Rehabilitation/
treatment of refractive errors convalescence

[] 22 rebkitiE8h/ 558 Hazardous
sport / activity

[] &% - s5:8B5E2E#HE Pregnancy, please provide expected date of delivery

[] B4 EE5Z None of the above

F. H{thE&& 5 OTHER MEDICAL HISTORY

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

[ e Asthma [ 2Biss Cardiac problem [C] #/R % Diabetes Meliitus

[ ZZUAF3% Hepatitis B [] &/ Hypertension [ &5 1f Previous operation
[ &2 brug abuse [] =&t maE Famiy history of cancer [ &% Unfavorable family history
[ W87 None [ =it - 555288 Other disease, please specify

2 ZRARERRLMERIEMBRESREIEENE

AEE? WA - FBRABEETS - Had the patient previously been treated or

hospitalized due to the above disease or other major disease? If so, please specify details.
OO B&Yes [0 52BaN0 288 Date of diagnosis/treatments £ Year B Month H Day

5% Disease

JAE/1E [R5+ 15 Details of Treatment / Hospitalization

B4 %= /B8R 2 18 Name of Physician/Hospital

3 FRIRMHERE/RIEZ B 1S Please provide details of drinking & smoking habit

HFE= (3Z/8/1/1#) Daily consumption (piece/ pack/ bottle/ can)

Z1E YA 8 Drinking/ Smoking start date since FYear  HMonth  HDay
G. X2 EB4EER PARTICULARS OF ATTENDING PHYSICIAN
TEBEER BE
Name of Attending Physician Qualification
b BB EE
Address Contact No.
TUBRERZE/BRES £ Year | B Month | H Day
Signature & Stamp of Attending Ef’q
ate

Physician/ Hospital
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