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EEBERRER-TE
CRITICAL ILLNESS CLAIM FORM - STROKE

{REEFFH AR Name of Policyholder Z{RALE Name of Insured fREEHRSR Policy No.

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

fRbED 7T AE 1 INSURANCE INTERMEDIARY INFORMATION

R A% Name of Insurance Intermediary

REE P/ AL Insurance Intermediary Code B 48 B 5 Contact No.

EZEAH IMPORTANT NOTE

- IERBRERN "EEL T RERE L MIIREAIEE(EERES - This form is applicable for Dread Disease or Major Diseases benefit riders.

- BUERESARER - TUERNNBEEN  SRAREFBEANREANEEELNHMUEZEZEIEE - Please complete this form in
BLOCK LETTERS. Al amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.

- KREPEFEXRTAZ XAE 5 & 8 . 2FRMIET B ASRBCEIN 7 BRAE] - The expressions “the Company” or “our Company”

used in this form refers to China Life Insurance (Overseas) Company Limited.

- KRBFRE-MOLREAZRANREFBANRENESR  UTERERE-TRXRNEEDER ZEBRHREBAEZERZERAR
Tl © Part | of th|s 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.

- MRRABTN\RIUL - SRAVERBESAREABFERER  URRABT/\ELUT  APBREAZRAZREIS
FEEANEBREE NRRARESAARSEAKRSER HEARBUNBERARFTRRRT - WIRHELEFERR - Ifthe
insured is at or above age 18, the Insured 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 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 physician's statement provided.

- **“1%/\/1%%%%/\/,%1;/01.:‘“ 1#BE MWAEAH—MURBATFURSE REAZBABRREHAREERRREDFERZ
EMNERABEBFREZEANS D ZA - If the 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.

- ZRANREFBANRBAZEZENREAKRNT Z4HEHEE - The signature of the Insured / Policyholder / Claimant must be the same as
the Company’s record.

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

- MERTERN FE BTITNRRP T ABERBERATE FIRFEEAR(852) 39995519 B - EXMNREAABXGHFEFTEE
HETEER L 313 SEHE A KB 22 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., 22/F, CLI Building, 313 Hennessy Road, Wan Chai, Hong Kong.

- RATIERBEREMIPHR  UESFERBRATERNATERNBHER - FE ARSI AL www.chinalife.com.hk 2IE K &
EHTARZ ° 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.hk to view and download the latest version of the form.

- MPEIRABEAIEEH AT ZE - ML SIARBE - If there is any discrepancy or inconsistency between the English version and the
Chinese version of this form, the Chinese version shall prevail.

| |
HEASRE (85 ROBRAE (RPEARKNBEZEMR L ZROERIA) Il" " |"|""““| I" Ill
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability) 4012000201
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{REE4RIRK Policy No.

—Efn - RIEEWN HSEAESR  NSEAKXT 185 - AHREFSEANER)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder if insured is below 18 years old)

A. Z{R AE PARTICULARS OF INSURED

1 R MR Age and Sex of Insured

2 I48EEEE Contact phone no:

3 EEBFEER Type of claim [ &x%1E New Claim [0 ==& Further Claim
[0 #2852 Pending Claim [0 =#t/%# Review / Appeal

4 @ HIE Mailing Address

T City B2 Country

B. fREEE K AFAE NATURE OF ILLNESS AND RELATED INFORMATION

1 JREERTE Name of illness

2 FRIEIREEAR Please describe symptoms

3 GEARAIAFRAYAHIR? When did these symptoms first appear? £ Year A Month H Day

1 ! 11 L1 1

4 V2B /BIRAYER The physician/hospital first consulted for this injury or illness
K72 HHA Date of consultation: F Year A Month H Day

- IS I I S| L1 | | I |
B2+ /BB 2 T8 K HE Name & Address of Physician/Hospital

5 HttEZ2AIESNBEHEMNRRNEL/ERER Other physicians/hospital consulted for this or similar conditions
K72 HHA Date of consultation: F Year A Month H Day

B2 4F /BEBR 2 8 K 3 HE Name & Address of Physician/Hospital

¢ RBTITERAEEMFERASIRFEMUMNGRE? &5 - FIRMHEFMAEY - Are you insured with [1 = ves [0 = No

other insurance company for similar benefits? If yes, please give details.
R /AS]ZE Name of Insurance Company {REESRES Policy No. RIEFERIRIRIEEEE Type & Amount of benefit

C. JEFX73 =0 PAYMENT METHODS

1 BEAR FRHUESEAXH  MOBERFHFAEASZ/BERKRERBNRT R AGEEEFR)

DIRECT CREDIT (Please provide bank account document(s), such as bank card/monthly statement/ passbook with account holder name and account no.)

O Z=REsEA/SEAREETEMWEENRS O To a HK account registered as the FPS account in Hong Kong held by the Policyholder/insured

$R 472 % Name of bank $R 17 4R 5% Bank No. 34T #m5% Branch No. £R4T78RFE 3RS Account No.
L | 1 1 L | | | L | 1 1 | | | 1 ]
IRPFAAGR(FPXY) WERREFTEAN/ZRAN) REFBEARRBEX) ( WERREFSEA/ZRA)

Name of bank account holder (Chinese) (Policyholder/Insured Only) Name of bank account holder (English) (Policyholder/Insured Only)

RN, FPORBARENBERETAIARBNES  BERZ LRB/ETAARB—BET - HIRARBEREERRARKR

B8 - "Faster Payment System” (FPS) is only applicable to the payment in HKD or CNY. The maximum amount of each transaction is HKD/CNY1,000,000.00. Please note
that CNY currency is only applicable for CNY policy.
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{REE4RIRK Policy No.

C. $82k75=(48)PAYMENT METHODS(Continued)

O =RsEf£EA/SEAREERIIANETTSO Toa HKD account set up in Hong Kong held by the Policyholder/insured

#R17 %8 Name of bank #R1T4R5% Bank No. 73 1T#m5% Branch No. #R1TRR S SR%4S Account No.

L | | | L | | | L | | | | | | |
RPHEAEALR(PX) (WABREFAAN/ZRA) IRPHEEARBEX) WABREFBEA/ZRA)
Name of bank account holder (Chinese) (Policyholder/Insured Only Name of bank account holder (English) (Policyholder/Insured Only)

O g GEXEESEAKSHEE) Telegraphic Transaction (Please submit Claim Direct Payment Application Form)

A ER{TEI4RSZZ= HK LOCAL CROSSED CHEQUE

2
BEFAEHEEIE Preferred Settlement Currency
T e O EREPEARRRSNRNERADS AL BERA%ELR)
RE ST rolicy Lurrency Hong Kong Dollar (at monthly fixed rate of China Life Insurance (Overseas) Company)

[
O MEZEFRHBEDSOIRE Collect Cheque at Customer Service Centre in person (JI{RERE B LN EFHESLEE - MREFAAM
RERBNRE  ABTUANXERAXNT  THEREFBATRBESNEBXGHRERATNEEZPRHB P OUWEE <) (If the
Policyholder purchased the policy online or via direct marketing, and has not completed the identity verification, the claim payment will be made by cheque. The
Policyholder should collect the cheque at our Hong Kong Customer Service Centre by presenting the identity document.)

FERESE = & (15BN ) ZBEY Pick up cheque in person by authorized person

O

HRBEALR RANBAEERR REAS R FBIASHIRS
Name of authorized person Contact no. of authorized person I.D. no. of authorized person
[J %% wan Chai [ ssifst Yau Ma Tei [ =it Z5+Other Location:

*5A 1 www.chinalife.com.hk B9 " BEAEFAFT L > THEAS 0 L EREBIREARMMEIE B/ O\(IA) - *Please visit our website www.chinalife.com.hk
“Contact Us” > “Our Customer Service Centre” to obtain information of other Customer Service Centre location(s) in HK (if any).

O ®msZ=iReEzhm:Aithi Mai to corespondence address registered in our Company

[0 @&RmcPsT ABEIE Deliver via Insurance Intermediary

O meRfrexamy GBEERTHTREYAS) Deliver by bank officer (Please state the branch and bank officer)

#8474347 Branch #eum A\ B Bank Officer

w

H{th87 75 X OTHER PAYMENT METHODS

O #BANREREHE EBERARE—REFSBEAZTNENZRE  BREERERE - BURERFCEEFREEE - ) Offset the premium
and Levy (only applicable to inforce policy under same Policyholder, please specify the policy no.. The Premium Levy has been included into the Premium
Payment.)

{REESEHS Policy No.

[0 =it - 555788 Others, please specify

D. {8 AEIUIEEEHA PERSONAL INFORMATION COLLECTION STATEMENT

ANEMEF CEBRREE "PEASRE (B ) ROBRAS ) WIRERAERNER - BRESTRANNERAERZR - o)
www.chinalife.com.hk N &5k [@ P EIAFREE (585 ) RHBRASTIZEEL - 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
www.chinalife.com.hk or is made available upon request.

E. UXEX{E A F 4R EEZE COLLECTION OF PREMIUM LEVY ON INDIVIDUAL LIFE INSURANCE POLICIES

RANHMESWE  ELATMRBEEERERIREOBURERAARMSENAVNRERK "REHE, (TH "HE ., ) AHW
HMHHEREZHERITZE - RREEERMNYLIRBEBEKRS - SEFNXMRESESERROABNREFBEABR XKL B
HERHWER - BEWEEHENFE - FABPRIAS(EINKROBIRASIRAE www.chinalife.com.hk/levy/ °

I/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. IA 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 www.chinalife.com.hk/levy/.
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{REE4RIRK Policy No.

F. RIEPTFRXHBE CLAIM DOCUMENT CHECKLIST

- v B Basic Documents ; ® FfifIISZ4F Additional Documents ; * AiEF NotApplicable

RIEFRBEXH (X EMZERIARTTRAATINE F RIS O HIE) BEREE
Claim Document (Documents can be certified at our Company’s Customer Service Centres) Critical illness claim
OO0 sEETEZUEEIARFERSE LS Partlof this form completed and signed by your good self v
m HATZELIER VIEEPRFERE_MHEZEBLEREE Claim Form Part || - Attending Physician’s v
Statement to be completed by the attending physician
] B8/ X e/ ERIRH AR O EE B RIEERIER S (W R #) Laboratory/ X-ray / CT Scan .
/ MRI/ E.C.G. / Pathological Reports (if applicable)
O REIEARSNIREBEREBIPE(MNAREEIRHIREIEZA) Original Policy or Indemnity of Loss of Policy (if .
unable to provide original Policy)
O HERHER 7 BRFPAREFEEEEA) Self-Certification Form (For Claims) for Common Reporting
Standard (CRS)
O =SRARREZBEAZSHEEIZA The Insured's and the Policyholder's ID copies v
G. BB K 1EH# DECLARATION AND AUTHORIZATION
$2t& Authorization

ANEM  SERANREFBNREAN  ARFNBEAREREFEZREAMB)ELZE (1) EEEE - sEMaE - 8Bk 2 RiE
N~ ERTT - EUTHERE - BUSERFY - SUEMEE - ARSI A T NEAESEBTIBEEARNEMAEAREEFE 2 REAZLH - RHER
Z HOBZEENRY  BREBERXGFREASREB(BINROBRAT(UTERE "L, ); (2 ELTNEIHEIEE 2 E&E/EHE
BEREEILRAT  URARERFFEARAANRMERBREZSRAETHREZEETGRAE - (FREZANBEMAEREEF 2 2R
AZ BRI - IHISEEHANFRE M ZERAREZEARBARN ; BIERANBEMIETHEITHENR - IWREEMENS - LIEEEN
SENAREF ARIIF RSN - | /We, the Insured/Policyholder/Claimant 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.

A Declaration

ANEM RANGREFBANREA - EUEBRRER() LM—UIBRMREBNAEER LRt ANRMRFAE - SAAEM
FRHIFRTE - IRBEZZHMURERM ; AARMAPBHERNEMU-—EREEE  ANRMOEBESETEAPHELRLRE ; QFA
IBFEERIAFREL 2 EAER  BREAPHR OEFHIHEE EATRRMAEIN SR NERHAR - BHEBA LT ARERME
FRIARBREERFABHER - SRS UREREAREEZNEIRARES -

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. #HZE(BZEZBRE LEE) SIGNATURE (Please DO NOT sign on BLANK form)

ZIRA(FE 18 BRI LLL) REFAAN | REA* REA
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

%5 Signature

2 Name

S 17 8/7E 5% 1.D. Card /
Passport No.

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

H #f Date

*RIEANERFRARESA ARG
*Relationship with Insured/Policyholder
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{REE4RIRK Policy No.

FEMpy - EZBERESE HEZBEER  FIAERARARRA/REREA/REABITEIE)
PART Il - ATTENDING PHYSICIAN’S STATEMENT (To be completed by attending physician at the Insured / Policyholder /
Claimant’s own expenses.)

A. & AE#Y PARTICULARS OF PATIENT

1 % AEZ Name of Patient

2 F#E KR Age and Sex

3 B{psE/ FEMEBEEE 1.D. Card/ Passport No.

B. E®FRE I CLINICAL DETAILS

1 RWAZEBERCEROIENZE We can trace the medical record of patient back to

F Year A Month H Day
L 1 ] L | |
2 BRLIRAE R R E 4 HHA Date of the symptoms first appeared
£F Year B Month H Day
L | ] L | |
3  WABRARILFIE 2 K32 BEA Date of first consultation for this condition or related illness
£F Year B Month H Day
L 1 ] L | |

4 FEFEMFRIEEREZIEZENRTIRI Please describe the symptoms and complaints at first consultation.

5 MARETHEMBEEN?NR  FIREZEBEZHZ KM - Is the patient referred by other [ 2 ves [ = No
physician? If yes, please give the name and address of the referring doctor.

6 2R Diagnosis

7 {aF5H#52 When was the diagnosis made F Year B Month H Day
S [ — L1 | | I E—

8§ ERAEMKAMLMEIERER? M - BIRHEFMELN - Was there any permanent [ 2ves 0 =N
neurological deficit? Is so, please provide details. =

9 WARTEABEZAER - SEMEBLIT WEHAEEFEEE? Did any of the below neurological deficits remain after six months of stroke

occurrence?
(1) ¥ AHREE Persistent vegetative state O 2Yes O &nNo
(2) —BZ L - EEST 2 E25K Total loss of function of more than one limb O 2Yes O &nNo

(3) WAk -8 {'F ok 2K 8 P Bk T £ 5% B 3B B % 475 Partial loss of function of more than two limbs ]
that inhibit own daily activities

(4) BRSPS BRI S T BKEEAE Aphasia due to damage of relevant neurological ]
system in brain

(5) B FE&ELASMNREFASIREAVHAEIETE - IR A EEMUBIREE) - FRRE RYLISMREEREY
Z#K&E Unable to chew, being solely dependent on fluid diet. And this must not due to functional |:| = Yes |:| % No
disorders of teeth.

= Yes O &nNo

= Yes O &nNo

ME FREEATE ZEE MEREER AR IHBERLRRE ZBZNIREST 2 If so, please provide treatments, investigation

procedures, results, and/or any complications and follow up plan regarding the stroke)
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{REE4RIRK Policy No.

C. B TFZ2E%EER PROFESSIONAL COMMENT

1 SERPEAREERER  FHEBEFHMRAEM ? NS - FIRHARM2ABERARKE - Is the stroke ]
a recurrent episode or related to any previous conditions? If so, please provide details of the diagnosis and treatments.
i27AHHA Date of diagnosis/treatments F Year A Month H Day

B (BB AE/RE R4 R) Details(including diagnosis/ treatments/ investigations and results)

2Yes &ENo

2 WAZRESATIEMREA R _ELCAEREBSE? Is there any patient’s family history which would increase the risk of this illness?

3 %157 The prognosis of the condition.

4 BEEANRREHRIBRBAER IsitHIV related?

D. EfthB&% %+ OTHER MEDICAL HISTORY

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

[ =0 Astima [ k&5 Cardiac problem [] #% R %% Diabetes Meliitus
[ Z BUAF 3% Hepatitis B ] =mE Hypertension 82 5252 F1f7 Previous operation
B ZZ Drug abuse [] e&&B18 Drinking ] ®yZ2318 Smoking
[] =& E Family history of cancer [ %% Unfavorable family history
[J M EE38% None [] Hft#=im - 7575288 Other disease, please specify
2 ZWASERBLAERIEMBREERIESBENERAE ? & - FBEFFHE - Had the patient previously been treated or
hospitalized for the above disease or other major di ? If so, pl give details.
H #A Dates BEuR/ElRaE

A i
£ 9% Disease AE /PR

Name of Physician/Hospital

Details oft italizati
% Year | A Month| B Day etails oftreatment/hospitalization

3 BIRHEE/RIEE 1B5F 15 Please provide details of Drinking & Smoking habit.

H 8% 8 Drinking/ Smoking start date since F Year A Month H Day
L | | L 1
£ H FA £ Daily consumption (2/B1/18 /%€ piecel pack/ bottle/ can)
E. EZ2EB4EER ATTENDING PHYSICIAN'S INFORMATION
FBENE B
Name of Attending physician Qualification
ik W48 EER
Address Contact No.
THLEBEEEE/BEREE F Year | H Month | H Day
H
Signature & Stamp of Attending E"H
Physician/ Hospital ate
[ | [ |
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