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AL HE/BELEFRERERBER
TIME LADY / SAVVY LIFE LADY INSURANCE CLAIM FORM

{REEFFH A% Name of Policyholder Z{RA LR Name of Insured fREESRES Policy No.

SRAB1DRE/ ERBSEAS 1.D. / Passport No. of Insured

B 7T AEil INSURANCE INTERMEDIARY INFORMATION

RGP 7T A %2 Name of Insurance Intermediary

RERMD /T A 4R5E Insurance Intermediary Code B 48 B 5 Contact No.

EZEAH IMPORTANT NOTE

- IERBEARERE TRYERREL R THEEREE | - This form is applicable for “Female Disease Benefit’ and “New Born Baby Bonus”.

- AUERESARBR EUERIAER SRARREFAANREALREENNUEZEZIFE - Please complete this form in BLOCK
LETTERS. All amendments should be endorsed by the Insured & Policyholder / Claimant in full signature.

- KBEBERFAAZ "ARE L B TEAT ., 2FRMIETBRIASRBRCEINKRDEBRAT - The expressions ‘the Company” or “our Company”
used in this form refers to China Life Insurance (Overseas) Company Limited.

- AEBREFAOLERRRARREFANREAER  UERZRAEZSZRERAEZEAELE N THANEDER ZE
BES 2R A2 F] - Part | of this form must be completed by Insured and Policyholder/Claimant and returned to the Company within 90 days (both days
inclusive) from the date when the Insured is diagnosed with the covered illnesses and has received the initial treatment along with the relevant supporting
document(s).

- MRERABTNGEEMUL  RRARREFBEANRBREERBAZERARFEER  URRAST/\EMUT  KPFREHREFBEA
ARZHRAZEZHEENEBRAEE - IRRANGREFEARGEARER  HEABRBUASESABBERAET - TIRHBEGE
BA & B84 5EHR - 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 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.

- REBAAZEENRBEAXNTZ4HEERE - The signature of the Policyholder must be the same as the Company’s record.

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

- MAEEER - FEE TR T ARSI EAR AT E PR 4R(852) 39995519 B < HZMRE KB IEFFETEEEHE
JEFHE 313 SRP EA%J(F 24 18 | hERYImEHEREE 24 558 FIREKE 35 12 - Ifyou have any queries, please feel free to contact
your Insurance Intermediary or our Customer Service Hotline at (852) 3999 5519 for details. Completed form(s) and required document(s) should be sent to
China Life Insurance (Overseas) Co. Ltd., 24/F, CLI Building, 313 Hennessy Road, Wan Chai, Hong Kong or 35/F, Hai An Huan Qing Building, 24 Futian Road,
Futian District, Shenzhen, China.

- APTAEBREMLSRER  TEBRTESRATBRKNBFR - BEARATMIE www.chinalife.com.hk 218 & N EEFTARA -
The Company has the right to update this form from time to time and reject the form if the Company's requirements are not fulfilled. Please visit our website
www.chinalife.com.hk to view and download the latest version of the form.

- MPENRAB T EEF AT ZE - —BILPSThR AR ZEE - If there is any discrepancy or inconsistency between the English version and the

Chinese version, the Chinese version shall prevail.
4012001101

HEASRE 0850 ROBRLR (RPEARKMBEMBL 2ROBERDE)
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability)
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{REESREES Policy No.

—8{ - RIEERN @BSRA/GRESBEA/RENES)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder/Claimant)

A. —RZ & GENERAL INFORMATION

1 ZRAFHE KR Age and Sex of Insured R4 EEEE Contact Phone No:

2 R{ERPEEERI Nature of Claimed Benefit(s)
[ #74-8252 42 & New Born Baby Bonus

[0 s —+2885 15t Bom Baby 25— %5853 2nd Born Baby
HEER S Z Name of infant 4 HEA(E/AIH) Date of Birth(YYYY/MM/DD) 45l Sex  tHA=7&RRE %55 Birth Certificate No.

[ 28544362 Fetus & Infant Protection
O sl= R4l A %2 JEAIE Carcinoma in-situ of Breast and Female Genital System
[0 %4 4aBTBE 4 3% Systemic Lupus Erythematosus with Lupus Nephritis
[ =289t 255 Complications of Pregnancy
[ =412 Ectopic Pregnancy [0 =4 Hydatidiform Mole
[0 m&sruiEE 458 m Disseminated Intravascular Coagulation [[] ZE7& &R E #1% Postpartum Psychosis
[] 2853 5c X M 2= Congenital Anomalies
O EEK44%E Down's Syndrome [0 ms#mz=H Spina Bifida
[ 52558 EC P E £ Tetralogy of Fallot [0 #s#&7K Hydrocephalus
[0 asrss RaE&E R Oesophageal Atresia & Oesophago Tracheal Fistula

3 HZE(MZEIEE) Occupation (Compulsory) 1T# (N /EIE) Business (Compulsory)

B. WRAEEE KA RIEF] NATURE OF ILLNESS AND RELATED INFORMATION

1 AR E Please describe symptoms

2 ERHIIVFEHBED Date of symptoms first appeared £ Year A Month H Day

L | | | | I —

3 BHRRZZEBEHZ/ERT Name of physician / hospital first consulted for the above condition
B R>KE2 HHA Date of first consultation: F Year A Month H Day

L |
B2 4E /BEP 2 8 A 3 HE Name & Address of Physician/Hospital

4 EhEi2AIESBEBELRRNES/BRER Other physicians/hospital consulted for this or similar conditions
K2 HHA Date of consultation: F Year A Month H Day
L | | | I I |
B84 /BB 278 A HE Name & Address of Physician/Hospital

5 BHEZABREPEEI[BHERNEUNER? N7 - FSLEZABRG - WHESIARRZ
ERNBBRERBZEH BB ZERNTEZ BE - Have any of your immediate family members 1 = n
suffered from a similar or related iliness ? If yes, please state relationship to the relative, name of iliness = Yes & No
and the date when the illness was first diagnosed.

s57EHR Please Specify

¢ BTHEAR—SHZESREMRBATRE ? N - FREFHER - Have you claimed/ will you O =v O =N
claim from other insurance company for the same incident? If yes, please provide details. = e 0
REE/AS) AT Name of Insurance Company TREESRAS Policy No. RIEERIRIRIEEER Type & Amount
of benefit
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{REESRHES Policy No.

C. i¥™M 7 X PAYMENT METHODS

FEERERBFEE-TRER N - IRARIRER BRSBTS TET  WARKRRMHPT ABIE - Please select one
settlement option for each claim submission. For any unspecified instruction, the payment will be issued by crossed cheque in HKD and delivered via Insurance
Intermediary.

IS FRELTEESE PAYMENT CURRENCY OPTION ( WN#EZERR - BERUGLUBMEEEIL - If not specified, payment will be issued in HKD. )

O pessmm Policy Currency O s Hong Kong Dollar
1 EE&hABR DIRECT CREDIT

#R17+2 78 Name of bank #R1T#RS% Bank Code 7 1T#R3% Branch Code  F 5EAS Account No.

| | | L 1 | | L | 1 1 | |
RPHAAGZR(PY) WAEB/ZRA) IRPHAAGZEN) WABZRA)
Name of bank account holder (Chinese) (Insured Only) Name of bank account holder (English) (Insured Only)

[0 ssme Fes
D ERZEARMERTT ZERE TRANSFER TO ACCOUNT IN LOCAL BANK

[0 @mEEa/s2 %58 28085 TRANSFER TO DEFAULT PAYMENT ACCOUNT REGISTERED IN OUR COMPANY
LI
1. RITIRPHBANELRZIRA ° Bank Account Holder must be the Insured.
2. MABEANERNBERRITRPHEARBIRATRMARERINEBSAR - AREFIEZUEIZRZZH LML - If there is insufficient
information to identify the ownership of bank account belonging to the Insured or direct credit has failed for any reason, the payment will be issued in the form
of a crossed cheque.
3. WEEDL TEEEUR , HILEEF If you choose to receive the payment by “FPS”,
31 THEER, REARENEBLSETHARBNESS  SERXSEH LIRAEITIHARRE 5,000,000 - “FPS” is only applicable
for payment in HKD or CNY. The maximum amount of each transaction is HKD/CNY 5,000,000.
32. FARARKEEEMANRARE{RE - Please note that CNY currency is only applicable for CNY policy.
4. NEEFD| THEIREAMIRITZIRE 1 FFNEM If you choose to receive the payment by “Transfer to account in local bank”,

41, BIRHIEEERPRE  WEEREEFAAGR/BE AIRPIRBIIRT R/IAAEAZEE - Proof of bank account document(s), such as bank
card/monthly statement/ passbook with account holder name and account no. is required.

42. MEERRBITHARBELIINETS - RITAAWIMWAN FEE REXBREHERABITHE (WER ) - If the payment is not in
HKD or CNY, bank charge and losses caused by exchange rate associated with the transaction would be borne by the recipient (if applicable).

4.3, WEBERARID - HEFEERREXRBEFRANRIEE B ENHIER ( ANZEA ) - Administration fees and losses caused by exchange rate
would be deducted from the payment amount in case of remittance failure (if applicable).

D EE[E TELEGRAPHIC TRANSFER
BJ /R https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim T & " IEEZE R ARFFERAER L °
Please download “Claim Remittance Service Application Form” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-
claim

D KEEEEIRTIEIEERARTS GREATER BAY AREA CGB CROSS BORDER REMITTANCE SERVICE
BJ /R https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim & "IEREISIREFRIFHBER (REEREA

BEERIRITIRFEF) 1 Please download “Claim Cross Border Remittance Service Application Form (Only Applicable For Greater Bay Area

CGB'’s Account Holder)” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim

2 KiER1TEI4XZ= HK LOCAL CROSSED CHEQUE

[0 #REzZF=FRHEP/LIREL Collect cheque at Wan Chai Customer Service Centre in person
(IMREZEBAMALHEANEE  MEREFAAGRTHAENRE - IRRANIERAXN  UHEREFSAEATESHEE]
HRBEAATELRET OUWEISZE - If the Policyholder purchased the policy online, and has not completed the identity verification, the claim
payment will be made by cheque. The Policyholder should collect the cheque at our Customer Service Centre by presenting the identity document.)
O mrs==tE )RR F = SR /0 4SEE Pick up cheque at Wan Chai Customer Service Centre by authorized person
HRENEZ HREBEANBEER YN =L E LR

Name of authorized person Contact no. of authorized person I.D. no. of authorized person
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{REESRHES Policy No.

B #7530 (48) PAYMENT METHODS (Continued)

A FR1T 2N 4R 2 55 (48) HK LOCAL CROSSED CHEQUE (Continued)

2 F (R E B Fo RV AN # HE Mail to correspondence address registered in our Company
#&{RB2 0/ A EEIE Deliver via Insurance Intermediary
HBRRITHTEI (FIEEIRTT217T) Collect cheque at branch in person (Please state the branch)

EIE]EI n

#8474 17 Branch

H {t OTHERS

EEAACEIRE FUND TRANSFER TO POLICY
BEARB—ERABTEYZRE  FEEFRERE - M FRERSEERERE - Only applicable to inforce policy under the same
payee, please specify the policy no.. The Premium Levy has been included into the Premium Payment.

Ol

[ 7F2I%%= / EEX UNCROSSED CHEQUE / DEMAND DRAFT
R https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim & " 45 Al BB T EREEZ 1 ° Please download “Special
Payment Arrangement Request Form” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim

D. 3R{EFRFES {455 CLAIM DOCUMENT CHECKLIST

- v BRI Basic Documents ; @ Ffi/N1E Additional Documents ; * ~R3#FH NotApplicable

L i/Raxtt

REFRE X4 (X HWZEERTRAASINE F RS0 HE) fRIEESE
Claim Document (Documents can be certified at our Company’s Customer Service Centres) Time Lady /Savvy Life Lady
Insurance Claim
O BETHEZAES 2 ARBERSE D Part | of this form completed and signed by your good self v
O HRIZBLIEE Y EERFERE _MHERZEBEIREZE Claim Form Part Il - Attending Physician’s Statement to be v
completed by the attending physician
O WERFEMEERREFERERAMERE  FRBERIMERR ZHAERIZEEIZ For application of New Born v
Baby Bonus or claims for Congenital Anomaly Beneflts, a copy of the new born baby’s Birth Certificate is required.
n BTIEREHBEZFEEF - SRCROGENZEHERBSSSEENTAAET ®
References such as the Patient’s Card, diagnostic or laboratory reports should be submitted.
[0 #EeeEa1> B3 BAFREOBEEE) Self-Certification Form (For Claims) for Common Reporting Standard (CRS) °
O SRARREREAZBHEIBXA(RZE EA) D of Insured and Policyholder (Certified True Copy) °
E.

{E A Ei UZ S E2 AR PERSONAL INFORMATION COLLECTION STATEMENT

ANBEMERCEBRAE "PEASRE (85 ) ROABRAE . HIREBABERNER - BEASMRANWEGAZEREZR - R
https://www.chinalife.com.hk/zh-hk/privacy-policy/personal-information-collection-statement-clio '~ &3k a1 oF B A= RS (78490 ) IRMHBEBEASIZEY - 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.hk/zh-hk/privacy-policy/personal-information-collection-statement-clio or is made available upon request.

F. UZEX{E A S=PhEfREEE COLLECTION OF PREMIUM LEVY ON INDIVIDUAL LIFE INSURANCE POLICIES

ANEMEEUE : ERATMARREEERERUEEOSURESEAMSANAYNRERW "REAE, (ME "HE ) KMSWEREHE
BEEHERITZE - RBEEE /MO LARBARBRKRS  SAENIXNREARSEEAAOHBENREFAAENXRLBRERWETR - B
FUEVHENREE - BABPIBAS(EINKOHBIEATINMEE https://www.chinalife.com.hk/zh-hk/customer-service/useful-information/premium-levy ° 1/We
hereby notified that: China Life Insurance (Overseas) Company Limited, as an authorized insurer, is statutorily required to collect Premium Levy (“Levy”) from policyholder on
behalf of the Insurance Authority ("IA") and report to IA. 1A may take legal proceedings against policyholder in respect of any outstanding Levy as civil debt and may impose
pecuniary penalty. For details of the collection of Levy, please refer to the website at https://www.chinalife.com.hk/customer-service/useful-information/premium-levy.

HK-CL-ICLA04/202511-01 P.40f5




{REESRHES Policy No.

G. ERA K #E1E DECLARATION AND AUTHORIZATION

=1 Authorization

ANFHM  SRARBFBNREAN - KRANHFBRREZZHRA (W0F ) ZBUIEE (1) E£EE - ZMmEs - Bk - 2 - &
BRAT] - R1T - BUSHETE ~ BUREBFT - St OIEERI BN BB AR N M/ RREZZHRAZLHE - REHERAEhEE - Hi
FAL PO BZEERREMR BUAEBRBPEAAZSRR (B ) ROBRAS (UTHE "84T, ); 2) EATNEAEEEZEE
(BN BB SSCRRAT - IMAREPBERNHFBRREZZHRAETHB 2 BENFGRAE - (EREZANEMIEREEZ
SHRAZEBEMRT  WEBHAANHMZEAAREZARRNRSD  UWEEENSHNAREXRITGERSEWNN - 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 may be 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 China Life Insurance (Overseas)
Co. Ltd (“the Company”); (2) the Company or any of its designated 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 application. This authorization shall bind the
successors and assignees of me/us. A photocopy of this authorization shall be as valid as the original.

Z5RB Declaration

BNEM  SRANREFBANREA - ZRBREER() LA—VIERAKEENAAEE  CAHEEANRKMBRFRE - mAAFM
FRENFRE - IRBEZ2HUREREN ; ANEMPBEERNECT-IEEEEE AAN/RMIEBHEHSEETEARPHELRLHRB ; QFA
BRMEMERIAPREL 2 AERR - BREARPFR DERSNEE RAS AT ERMAESN - EREANEZELR - HHBEA T AERMETE
MARBHRAENER - ERATIERILAEEURERRREDRE ; 3) NANHMRROERBEAAB RN ERZE - AT
BEREBAREPBRHBRAINEMERLDEACHEEZEEE - ¢) AABRMARREESEQATERAEARINRMARBZENDER - R
B A STEEFBHNEMEL - REIAEITEH - 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; (3) I/We understand that if any information given is untrue
and/or has been withheld, the Company reserves the right to decline my claim application and/or request a refund of any claim amount paid. (4) I/We agree to
indemnify the Company against any loss, claim and action resulting from any false, misleading or incomplete information provided by me/us.

H #EFEZEZEZBRIE L E) SIGNATURE (Please DO NOT sign on BLANK form)

SRR 18 BRI L) REFAAN | REA* REA
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

%5 Z Signature

2 Name

B {5 :8/7€ R 5%H5 1.D. Card / Passport No.

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

B H#A Date

*REANEZRARERFBAARG

*Relationship with Insured/Policyholder
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