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

{REEFFA A& Name of Policyholder Z{RA L E Name of Insured {RESSRHS Policy No.

ZIRAB D&/ ERSENS 1.D. / Passport No. of Insured

fRE& {77 A1 INSURANCE INTERMEDIARY INFORMATION

{RERB T AL Name of Insurance Intermediary

R /T A4S Insurance Intermediary Code Rt 4% B8 5E Contact No.

EZAH IMPORTANT NOTE

- BUEREEASFEE - EOUERNNEENR  SBRARGREFAANREBANEZEENBAETUNUEZEZEIEE - Please complete this form in
BLOCK LETTERS. All amendments should be countersigned by the Insured & Policyholder / Claimant/Attending Physician in full signature.

- ABBERGFAAZ TARE ., F TEAT ) ZFRMMETRASRB(EINKRLDBIRAE - The expressions “the Company” or “our Company” used in this
form refers to China Life Insurance (Overseas) Company Limited.

- ERRAREFAANREANEZIEREE 0 - REZBEEZE "IN - WK ABR/FaED 7 BIEX - BBEEFZEIN APP HLUE
B claimspa@chinalife.com.hk XX EIBEEEIEEL - Please complete Part 1 on the following form by the Insured / Policyholder / Claimant and Part 2 by the Attending
Physician and send to Claims Department via OneService APP or email to claimspa@chinalife.com.hk at least 7 working days prior to admission to hospital/surgery.

- BEARZURESHLEAREMRSE  UABHAASIRARERT BERRBABEBEIHNMNEIRREHBIA Y - WIZREKRRRA
BIFMGREFEANRERBIERE - RENEETEABNERSRBEERIZ LN EXBIBTASIBNERIREMAIBWNESE -
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 entitiement 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.

- OUREESRAENER SRESBERBHMEEHRSRERAFLREZENRG - ZEERIRBEZRARE ZREREE - EERZ
BEEZRNEMARBIEEARBETEEGENA - 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.

- MBHRASTN\EHUL  SRARRBRHBANERBERRZZERBFEE ﬁuﬁﬁ)\?%—i—)\ﬁu? C RBFEREEREFAARZRA

BEEENERREE - UIRRANRERAARBGEAREES  HERARBUARESAPBRAET - WIRMEAGBARELERZR - 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.

- RRANREFBANREBAZEZENEAKRNT Z4I#48E - The signature of the Insured / Policyholder / Claimant must be the same as the Company’s
record.

- BTIFMERRMA ARBIERPFERLARFZERASTSUWE] - Receipt of this form by your Insurance Intermediary does not constitute receipt by the Company.

- MBEUER - FE BTRRROENT ABEHIRERATIECIRIEELR (852)39995519 &5 - Ifyou have any queries, please feel free to contact your
insurance intermediary or our Customer Service Hotline at (852) 3999 5519 for details.

- AREEREBRENILRFER  TEBRFTERATEKRNPFRE - BE AKXASTIAIE www.chinalife.com.hk 215 & T & & HThRZ - 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.

- MPERABTARBHIARTZE - —BIAPXARAREE - If there is any discrepancy or inconsistency between the English version and the Chinese
version, the Chinese version shall prevail.

FELASRR 085 RHBRAF RFEARENEIMRI 2 RABRAT) ||I| " ||!J!2|J!1|7|J1| ‘l | | |||
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability)
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{REESRES Policy No.

F—845 - B BREA/REFAA/REANER)
PART | - DECLARATION (To be completed by the Insured / Policyholder / Claimant)

A REFBAAER (WEERE)PARTICULAR OF POLICYHOLDER (COMPULSORY)

1 FiRZEE Mobile No. *

* P LR FIREFERFUBESEGERB A  UERNERNATIRBRHEART - —HILIASIFEEEE R % - The above mobile phone no. and email address
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 shall
prevail.

B. UIEE{E A\ &4 EHA PERSONAL INFORMATION COLLECTION STATEMENT

ANEMAEICHERBE "PEASRRE (B ) ROBRAS . WRERBRAERER - ARSMBRANREBAERER - ar
https://www.chinalife.com.hk/zh-hk/privacy-policy/personal-information-collection-statement-clio N &zt a R A SR (5850 ) IRHBBRATZREE ° I/We confirm that liwe
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.

O &no ME T AMEA N ERUEESROEENRFRANE FHRRENTA - BESM_LFISE - [fyou do not wish the Company to inform your insurance
intermediary about this claimable amount estimate application, please tick “No”.

O &no A/ HMAERSREULKEEABNER (26 "BEREHBOMERABEATN" &0 ) BEREHZEOMERMRARA
/[ BAENEAER - MAFEREWECEERERERHEMR - FES"MLEZSE - 1/ 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. Please tick “No”.

C. EHAKIZHE DECLARATION AND AUTHORIZATION

12 Authorization

ANFHM  SRAMREFAANREAN ARBANERMERBAEZRRA (WA ) ZBUIEE (1) £OUEE - ZMmE - 8Bk - 28 &
AT~ R1T - BURHETS - BUFERFT - sUALOEERI B B AR A ANR MG ARAMEZZRAZACEH - RBESEREMEE - 8
AL POEZEERRER  BMRERATEASRE (B ) BRHBRAS (UTERE"EAS,); 2 EXSHEAEREECE
BB ERE S (ERAT A ARERBERNFPERREZZRAETIE 2 BRI - (FREZARNFAM = AREE
ZERAZBEMNR - WEEHAANBMAZEXAREZEARBNRS - BEESENFHNARBERTEEEUN - 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.

Z20A Declaration

AN/EBEM SRAN/GREFBEAN/REA  EUBRAREEQ) L —TRAKEENRAEEER AR diN/BMERFME  mAA/RK
MPREIFR(E - HASEZEHUREEN  AA/RMBAREANET-—REEEE  AAN/RMOEBESEEABFERLGH ; QK
N/ PBERTAPREL ZEAZER - BREABRFR DERNENH KES AT BRMMAES) - ERTVARZHEAR - HHEALABER
A ARRFRMBOER - SRS ORI AEEZNERRRESDF ;| 3) ORA/RMARENERBSEAABR/NERZE X &
PNEEREBAREPFR/HAERAN/RMAROEACHEEZEH - Q) AN/BRARERESATTARAAN/HRMRBZENGE
i REGASTEEABHNELIEL - REZEEITH - 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) [/We
agree to indemnify the Company against any loss, claim and action resulting from any false, misleading or incomplete information provided by me/us.

D. #EGFEZEZEZ B KRIE _LFEE) SIGNATURE (Please DO NOT sign on BLANK form)

ZHRA REFAAN | REA REA
Insured Policyholder / Claimant* Witness

%% Signature

2 Name

B {38/ IB5% S 1.D. Card / Passport No.

£ Year | B Month | H Day £ Year | B Month | H Day ©F Year | A Month | H Day

B #A Date

*REANEBFEANRERA ARG
*Relationship with Insured/Policyholder
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