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S SMEE{E 53R ACCIDENT CLAIM FORM

fREEFF A AL Name of Policyholder Z{RA LR Name of Insured fREESRHS Policy No.

ZRAS D8/ £HR5REE 1.D. / Passport of Insured

fRE&E T AEH INSURANCE INTERMEDIARY INFORMATION
REED T AL Name of Insurance Intermediary

RBREF T A#RSR Insurance Intermediary Code M 4% EB5E Contact No.

ZE/84 IMPORTANT NOTE

- BUERERASRER TOERNINAER  SRARREFBEANREANAEEXNUEZEZIFE - Please complete this form in
BLOCK LETTERS. All amendments should be endorsed by the Insured & Policyholder / Claimant in full signature.

- KRBFERPFAAZ "TAAT, & "TERT ) 2RIMEFBASRE(EINKR LD ARAE] - The expressions "the Company" or "our Company"
used in this form refers to China Life Insurance (Overseas) Company Limited.

- ABREFRE-AOVDEBZRAMREFBAANREANER  UERBIEBHEZ+RANERBR ZERX G ERZERZARAT - Partl
of this form must be completed by Insured/Policyholder/Claimant and returned to the Company within 20 days (both days inclusive) from date of accident
along with all relevant supporting document(s).

- MREASTN\EIUL  SRARREFBANERBEBRZEZLRBFR  NRRABTN\ELUT - APBHREBAFRERSA
ARZRAZEEZHENERERES - MIRRAREFAEAREEARESR HEZHBURBERAPBEERAET - WIRHEH
4B R B8 4EREHB - 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 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.

- REBBAZEZENEBBRKRNT ZLEFMEE - The signature of the Policyholder must be the same as the Company's record.

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

- WMARTER - FEE THWREP T ABGNRER QSR PR 4R (852) 3999 5519 B3 - HZMRB KB HFEFEEEE
FETEFFE B RPBMASKE 24 712 | PREIRYITEHEREAEE 24 50/8FIRE KE 35 12 - If you 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.

- ARTEHEBRENILRER  UEBRFERATEKRNBBER - FEARLRT 4 www.chinalife.com.hk 21 5 & N E&#TAR A -
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.

- WMPETIRABTAIEBH AT ZE - — Bl XARABAE - If there is any discrepancy or inconsistency between the English version and the
Chinese version of this form, the Chinese version shall prevail.

EF—HMn - REEN HSRA/BEREA/REAER)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder/Claimant)

A. Z{R AE PARTICULARS OF INSURED

1 SZHRAZEHRMB Age and Sex of Insured Bt45E5E Contact Phone No:

B. —A%Eitl GENERAL INFORMATION

1 R{E{RFELEE Benefit(s) to claim

[ =9rs&EE A Accidental medical expenses reimbursement BINZEIRER Accidental weekly income

[0 =4MEBz A & Accidental hospital income EINEL A2 Accidental dismemberment
RELABRE (550) BHERAT (Re s A RATEERA L2 RAERAT) |||| " ‘"" |||| "Hl" |||
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability) L,
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fREESRES Policy No.

B. —#& &8 (4) GENERAL INFORMATION (Continued)
2 R{E=BEERI Type of claims
[0 =% =18 New Claim [0 ==& Further Claim [0 #2852 Pending Claim [0 =ith/Z&# Review | Appeal
3 MARAR—SWEMREaEMFRBATIRE ? N2 - HiRHFMER - Have you claimed/ will you 0 2ves [ =N
claim from other insurance company for the same event? If yes, please give details
RBR/AS] =BT Name of Insurance Company

fREESRES Policy No.

RIELERI R ARPEEERE Type & Amount of benefit
EARHFEOWIENZERIZA Request return of certified true copy receipt(s) 0 2 ves O =N
C. E5Ms¥15 ACCIDENT PARTICULARS
1 B EBEIRKISE Date and time of the ¢ A H i 7 EFITF
accident Year Month Day Hour Minute AM/PM
L | |
2 EYMEEAEhEL K 4238 Location and details of the accident

3 ERUESNEES

ERiI R {52848 R Please describe the part(s) of body injured and the type of injury

4 BREWE?2ME -

O 2 Yes

EiRfE LU & Did you report to the police? If yes, please provide the following information
2 Z 1th B Police Station
O &no

FE 2247 5% Case Reference No.

L1 1 1 |

5 BN EEERE/RBRIMNRE/OHRASEE A BRETEAK -
Remarks Please attach a photocopy of the Police Report / Traffic Accident Report / Police Statement / Alcohol Test Report
5 MAGHREINAHEENE/5E T ELFEES ? Did you apply for compensation from Social Welfare Department / Labour Department for the
same accident?
O =N O 5B #E6aEs/E5EEE Yes - please provide Social Welfare Allowance / Labour Assessment Certificate
D. ;A#E¥15 TREATMENT DETAILS
1 BRKZZEBLEMZ/ZERB Name of physician / hospital first consulted for the above condition
B RoKE2 B A Date of first consultation: F Year A Month H Day
L |
Ba4- /Ba P2 78 M i3k Name & Address of Physician/Hospital
2 EEARMNBLEEN/EMEZAIRSBERERRTNEEER
The doctor who referred the insured to hospital / other doctors seen for this or similar past condition
K72 B HA Date of first consultation: F Year B Month H Day
I — I —
B2 4 /B P 2 F A3 3k Name & Address of Physician/Hospital
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{REESRES Policy No.

D. ja%Es¥15(48) TREATMENT DETAILS (Continued)

3  ERHBEERZZELEZERER - Please provide details of usual Physician(s) / Hospital(s)

B2 4 /B2 2 8 Name of physician/hospital

2 F/ BBz iE Address of clinic/ hospital

4 APz HHA Date of admission tH B B 8 Date of discharge
£ Year B Month  H Day £ Year A Month H Day

E. Z{RAZ{EEH INSURED’S EMPLOYMENT PARTICULARS

1 /AS)/fE% %8 Company/Employer Name EBFASKER Telephone No.

ik Address

2 FRBURBEGEZR—IERE 558 ARK R =)Position and duties of present occupation (if more than one, please state all).

F. BE7X7A =X PAYMENT METHODS

EMEREERFEE-RIEESMAI - IARARRET - BESLUBTAR L RETN - WARMRBS T AEIE - 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 TABZTEIESE PAYMENT CURRENCY OPTION ( WN#RETHR - FERAS LUBHEEE U - If not specified, payment will be issued in HKD. )

O w®essi policycurency [ &% Hong Kong Dollar

1 BEIARR DIRECT CREDIT

#8472 %8 Name of bank #R 47 4R 5% Bank Code 247 #m5% Branch Code = 5% 4% Account No.

L L L
RERAAGR(PN) (WARREFAAN) RPRAAGREN) WARREFBA)
Name of bank account holder (Chinese) (Policyholder Only) Name of bank account holder (English) (Policyholder Only)

[J s Fes
[0 sseezain3R17 2855 TRANSFER TO ACCOUNT IN LOCAL BANK
O s z=40 5225 2 588U S TRANSFER TO DEFAULT PAYMENT ACCOUNT REGISTERED IN OUR COMPANY
st .
1. IRITIRPRBANERIREFFA A - Bank Account Holder must be the Policyholder.
2. MABEABERNBERBRITERSRHEARRESAATAMRERINBEAR  BEAMEBMUBARZZR N - If there is

insufficient information to identify the ownership of bank account belonging to the Policyholder or direct credit has failed for any reason, the payment will
be issued in the form of a crossed cheque.
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fREEIRES Policy No.

F. BEFX75 =((48) PAYMENT METHODS (Continued)

O

O

3. WD TEEER , FFNEF If you choose to receive the payment by “FPS’,
3. TEZR, JEARENEEREBETHARBNSBG SEXS5TH LRBETHARE 1,000,000 - “FPS” isonly applicable
for payment in HKD or CNY. The maximum amount of each transaction is HKD/CNY 1,000,000.
32. BERARBEEEBANARIRE - Please note that CNY currency is only applicable for CNY policy.
33. REBARAMEIL - WERIHHBES R " EER  SIERFRIRITEIRS - BB 1FAM AR IRITERT - Only applicable to the local
bank account which registration is completed successfully for “FPS” binding service. Please enquire to the relevant bank for application details.

4. WEEDL TEEERAMIRIT VRS L ATUEM Ifyou choose to receive the payment by “Transfer to account in local bank”,
41. BRHURPEIAX Y - WHIBRPLHA AU B/ZTEREPRIBWIRTT R/BASEE1718 - Proof of bank account document(s), such as
bank card/monthly statement/ passbook with account holder name and account no. is required.
4.2. MEEFRDETHARBELIMNETE - |RITAAEINKNFEE RERIBRGEERABTEIE (A ) - 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).
43, WERAKI) - HEAFEERAREXRBEFRANTIEPEEIR (W& ) - Administration fees and losses caused by exchange
rate would be deducted from the payment amount in case of remittance failure (if applicable).

EEE TELEGRAPHIC TRANSFER

AR https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim & " Ik ERARFEERFEZ 1 - Please download “Claim
Remittance Service Application Form” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim
KEEEZIRTIEIRERARTS GREATER BAY AREA CGB CROSS BORDER REMITTANCE SERVICE

T/ https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim & " HEEEIEIBERRIEHER (REBRARBAKR
BEEEIRTTIRPEP) 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 FiER1TEIZRSZE HKLOCAL CROSSED CHEQUE

O

O

HBERETEFRE D0 REL Collect cheque at Wan Chai Customer Service Centre in person

(IMRESZBHELHESXEE  MREFBAALRTHENRE @ ABMEUZERAZMN - UHEREFAATRS HEAEXHR
A NTE BRI TOUETZE -  Ifthe 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.)

BEE=F(NE AN 2 EFE F RS 9 /0 %8 HY Pick up cheque at Wan Chai Customer Service Centre by authorized person

HREALH HREAEANBBER REANS R FBIASHERES
Name of authorized person Contact no. of authorized person I.D. no. of authorized person

[0 m=Z=ReEE0H3EN i Mail to correspondence address registered in our Company

[0 &R 7T ABEIE Deliver via Insurance Intermediary

O mazRTH T8I (FBEERTTH4T) Collect cheque at branch in person (Please state the branch)
#R17734T Branch

3 Hfth OTHERS

D B £ HACE{RE FUND TRANSFER TO POLICY
EEARE—ERAB NENZIRE - FIEERERNS - I REBSEFERERZE - Only applicable to inforce policy under the same payee,
please specify the policy no.. The Premium Levy has been included into the Premium Payment.
L | | | | | | | | | |

D JEEIARZE / EZE UNCROSSED CHEQUE / DEMAND DRAFT

aJ A% https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim "~ & 435 Bl % EN 75 T\ ER #5 3% 1° Please download “Special Payment
Arrangement Request Form” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim
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fREEIRES Policy No.

G. RI&FAFE XIS E CLAIM DOCUMENT CHECKLIST

- VEAR Basic Documents ; ®F$A0SC#F Additional Documents ; *A3#EF Not Applicable

RERFHRXHY BIINEEEH g 2 = = ==l o1 "
(X HEBEATRAATWESRES OMIE) Claim | Accidental medical | , oo <R | ESMERRRAS | RSMRKAGE
- , Accidental weekly | Accidental hospital Accidental
Document (Documents can be certified at our Company’s Customer expenses income income dismemberment
Service Centres) reimbursement
] HE T EXWEHEZ I ABFRE I Part | of this form v v v v
completed and signed by your good self
[ HEZBLESTHFE RSN ZARBFERSE B Part |l of v v v v
this form completed and signed by attending physician with chop
FHRE P B8 8 L L S A PR TR R2 i 2 R B A s AT /B8 AL B R E
] (BN EEEREIEFEE T BT 2 /A%) Discharge slip/sick leave v v v v
certificate/medical certificate with clear exact diagnosis issued by attending
physician (applicable to treatment received in hospitals of the Hospital
Authority of Hong Kong)
e/ (B A B SR B R R 2 J&8 ¥E) Discharge summary (applicable v v v v
to treatment received in Mainland China) (missed in agency manual)
[ J v [ J
BEWBIEAKREIREMAZER Orginal medical receipt and - o
statement of account ’ v ~REIE ~REE ~REIE
Copy required only Copy required only Copy required only
HA RN SISk B RS 2 B B BAAR Settlement advice from other ° ° < °
insurer/ party

PEDAGRE (W0 REmE - RS - [EEFIR RSN
HHNDHIRBE - LEBRS - ﬁ@%f&iﬁm X 7‘5%&%%)
Prognostic report and laboratory test report (such as pathological report, ([ ] [ ] ® [ J
blood test report, PET Scan/CT Scan/MRI report, ECG report, ultrasound
report and X-ray report etc.) (not mentioned in manual)

BT HISHMEE 2 H 7 FBEREAR Labour Assessment Certificate /

EIEIEIEIEI O EIEIEI

® v ) v
Employer confirmation letter for sick leave record
LEEZRER/FRBEREINR Police report and/or traffic accident report [ ) () ® ®
3B E B EEE A B R &5 Physiotherapy / occupational therapy report [ ) () ® ®
#R Z£55%R Newspaper clipping ® () ® ()
sEfEE 4/ BBRRisHrIEE T SEIZR Copy of referral letter issued by ° ° ° °

registered medical practitioner / Hospital

H. {8 AZERIUEEEE A PERSONAL INFORMATION COLLECTION STATEMENT

AANFHMERCHBERIBE "PREASRKRE (8% ) ROBRASE ., WIREBAERER - BESHTRANWIREBAESHZER - IR
https://www.chinalife.com.hk/zh-hk/privacy-policy/personal-information-collection-statement-clio "~ £ 8 a1 2 B A S1F %k ( 5850 ) IR 1B PR/A = ZEEY © 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.

|. EFZE15Z(EEAH DECLARATION FOR ELECTRONIC RECEIPT

O BANEM  2RAGREFANRENZLERZERERZEFEERE—WIE - HE2MERIDSAEMEIKZWESKHEBRLSHEER
W#8 - 1/We, the Insured/Policyholder/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.

ANEM  SRAREFAANREATNBRRRERE AT - SizERARKREEERMNEG - WRBREMRR AT SHEBETER
Z1& - |/We, the Insured/Policyholder/Claimant, declared and guarantee that apart from our company, I/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).

ANEM  ZRNREFBANREAFEN DAEARIER - AABRRESASMZERNBRAKRZ 22 EEE - WEEFRz —IEEEE -

I/We, the Insured/Policyholder/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.

J. YLEE A SIE{RE #E COLLECTION OF PREMIUM LEVY ON INDIVIDUAL LIFE INSURANCE POLICIES

ANBERMECUE  EREMRBREESERERUEROBAREFBEAMGENARNRERW "REHE , (TH "&HE ., ) KSUE
HEE ’i‘%@%ﬁ&?@i% RIZEEE BTN LURBABIES - #ERMNIXNRIESRSEEREKOHEBNRERAABN IR B
SEWER  BREWIRBENEE  BHABTBEASCEMNKRHABRASTMWAE https:/www.chinalife.com.hk/zh-hk/customer-service/useful-

information/premium-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. 1A may take legal proceedings against policyholder in respect off
any outstanding Levy as civil debt and may impose pecuniary penalty. For details of the collection of Levy, please refer to the website af
https://www.chinalife.com.hk/customer-service/useful-information/premium-levy.
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{REESRES Policy No.

K. E2HA K% DECLARATION AND AUTHORIZATION

1S Authorization

ANEHM SRAREFBNREA - KRAANFEMEREEZZERAMB)ELEE (1) FUEE - sHMAE - 8k 2 ®REA
8]~ $R1T - BUTHERE - BUNERPT - StEhi%E - AAESA T - NANBSEATOBEEANRMEAMFEZRRAZBERE - LiFE
wE - PR EERHEMR BRRERATEASRE (585 ) ROBIRAE (UTEE TS/, ) ; (2 EATNFMTHIEEZEE
(B MBS LR - OIMAREBFERANRMEARREZRRANETIAR ZEETMM L - (FRBERARNFHFEREEZ
SRAZBEMRT - WEEHAAN/RMAZEAXAREZARBARD - WEEENFHNARBE EXRETBEEZENA - | We, the
Insured/Policyholder/Claimant, represent me/ us/ the under aged Insured (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 medical
history, records or information of me/us/the under aged Insured to disclose, release and transfer such information to China Life Insurance (Overseas) Co. Ltd (“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 under aged Insured in relation to this claim. This authorization shall bind the successors and assignees of me/us.
A photocopy of this authorization shall be as valid as the original.

AR Declaration

ANEM  ZRANREFBENREA  BUHBREES(M) LM—IBRGEBBENAEEE  FRESANRMRFMS - SARANREM
FREFNFRME - IASEZEZ AT EEEN ; AANRMABREANTT-REEEE  ANRMOARESEERPFERLSRA ;| QKA
IHPHETARFEZEMZR - BRERBFRELERHEVERE SATERMAEN  EATAEZELR - HHEBEA LT AERM
EORBFRAFNER - SATUBERILAEEZNEERRERF ; QXFAESHELEASE AT AEMRBINERAANESROR
REAEBRERMENREREE, ) XANESEARHELMER  RERERHFE - EERSIRBARERER ZER - REYATE
FREBEH94TED - 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 and agree that the Company has the right to reverse/claw back any incorrect
payment caused by incorrect information provided by me/us; (4) I/We agree to indemnify the Company against any loss, claim and action in connection with any
false, misleading or incomplete information of my/our nationality, residence and/or tax status.

L. #ZB(FBZEZEBR1E L% Z)SIGNATURE(Please DO NOT sign on BLANK form)

SR A(FER 18 BRELLL) REFEAA | REA REA
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

%5 E Signature

2 Name

B8 /7EH85% S 1.D. Card / Passport No.

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

H#5 Date

‘RIEAAZRNRERB ARG

*Relationship with Insured/Policyholder
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