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AL /IRELEFREREPRFER
TIME LADY / SAVVY LIFE LADY INSURANCE CLAIM FORM

{REFFA AL Name of Policyholder Z{RA S Name of Insured fREESRES Policy No.

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

L | 1 | | | | | | | 1 | | | | | 1 1 | | | | | | | | | | | | | |

{REEDP 7T AE Rl INSURANCE INTERMEDIARY INFORMATION

RBREP T A% Name of Insurance Intermediary

REED T A4RSE Insurance Intermediary Code Hé 48 & 55 Contact No.

L | 1 1 1 1 1 1 1 1 1 1 1 | L 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 |

EZ /A1 IMPORTANT NOTE

- WERBERRESD "RBYERRE, K THEEERIEE | - This form is applicable for “Female Disease Benefit” and “New Born Baby Bonus”.

- BEHUERERABRFER TAERNBEEN  SRARGREFAANREANREE RN EZZFE - Please complete this form in BLOCK
LETTERS. All amendments should be endorsed by the Insured & Policyholder / Claimant in full signature.

- AEBRTAZ "TARE, 3 TEAT, 2RMIETEIASRRCEINKRDBBRZATE] - The expressions ‘the Company” or “our Company”
used in this form refers to China Life Insurance (Overseas) Company Limited.

- FBBERFAOVLEAZRRARREFTBEANREANES  UBRIZRABZZRERBRREZEXEELESN N THNERSR ZE
BB 242 E) ° 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).

- MREABTNRZL L  SEARFREFAALERBESAEZEARER  URFART/N\EUT - XEFEREBRREFBEA
ARZRAZEEZHENERREE - IRRANREFBEARGEARER HEARBUARERARFEREET - WRHEBRGSE
B R B4 8 - Ifthe 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.

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

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

- NERASEN - BEETORRDN ABENNEAATIE S RBEE652) 3999 5519 B3 - HRMNRERANEIHESEE ST
HEFB M RTEASAE 4 F8 | 2EFYIMEHEREERE 24 5BFIREAKE 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.

- AREERBRENILPFER  TEBRFERATEKRNBBER - FEARLQTAIE www.chinalife.com.hk 815 & N EEFTARZ ° 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.

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

China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability)

MEASRE 050 ROERAT (RhEA RANBEMAT > ROERAT) ||I| " ||I|"| ”"""I |||
HK-CL-CLA04/202412-01 P 10f5 4012001101




fREEIRES Policy No.

F—H8Mn - REEN @BREA/REFAA/REANER)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder/Claimant)

A. —fig &1 GENERAL INFORMATION

1 ZERAFEHEKMR Age and Sex of Insured H44% 5% Contact Phone No:

2 R(ERIEEHERI Nature of Claimed Benefit(s)
[ s74£8252 428 New Born Baby Bonus

25— 8258 1stBorn Baby 55 28258 2nd Born Baby
WL 5 A Name of infant 4 HEA(F/B/B) Date of Birth(YYYY/MM/DD) 145l Sex 478 BRZ 9745 Birth Certificate No.

[ 2284128 Fetus & Infant Protection

O slER @ %42 FAIE Carcinoma in-situ of Breast and Female Genital System
O @t 4IBERE R 3% Systemic Lupus Erythematosus with Lupus Nephritis

O

5222 B 85 iF Complications of Pregnancy

[0 =412 Ectopic Pregnancy [0 =%P4 Hydatidiform Mole

[0 m&ruiEe 145t M Disseminated Intravasular Coagulation  [] =% B2 #0% Postpartum Psychosis
[0 2525 X 2% Congenital Anomalies

[0 =x4%4%E Down's Syndrome O ms#hgzed Spina Bifida
[0 %% IMESE Tetralogy of Fallot [0 #$#&7K Hydrocephalus
[0 as&misRaERE R Oesophageal Atresia & Oesophago Tracheal Fistula
3 E#(WRIER) Occupation (Compulsory) T (M 7EIEE) Business (Compulsory)

B. RIEMEE K ERFIE R NATURE OF ILLNESS AND RELATED INFORMATION

1 FEHILSTE Please describe symptoms

2 BRERRESHBEE Date of symptoms first appeared F Year A Month H Day

L | | 1 | B

3 BEWKZZBENBZ/EEET Name of physician / hospital first consulted for the above condition
B R3K#2 HHA Date of first consultation: £ Year A Month H Day

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

4 HnZ2ARIESBEEMRRAIEE/ERRZER Other physicians/hospital consulted for this or similar conditions
K72 HHA Date of consultation: F Year H Month H Day

L | | | | I —
B2 4 /BEPR 2 8 K HE Name & Address of Physician/Hospital

5 BHNEZRBPEERERRIELNER? N5 - FIHEZRENE%G - THRSIAHERMZ
ERNEZBRERBZCEHEBEARZERNEZBEE - Have any of your immediate family members 1 = n
suffered from a similar or related illness ? If yes, please state relationship to the relative, name of illness = Yes & No
and the date when the illness was first diagnosed.

#= AR Please Specify

¢ CHABER—SHIMBOEMRBATIRE? NI - FHiREFFHMER - Have you claimed! will you O =v O =n
claim from other insurance company for the same incident? If yes, please provide details. = °
{RER/AS]BTE Name of Insurance Company {REEIRAEF Policy No. RIEFERIRIREEEE Type & Amount
of benefit
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{REESRES Policy No.

C. BE& 7 PAYMENT METHODS

AEMETREERFEE-EEEYMAR - RAFRER  EERIBTEARS RET N WARMRET T ABEIE - Please selectone
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.

BEFREEIEEIZ PAYMENT CURRENCY OPTION ( #HERERR - BERUIELUBEEEERL - If not specified, payment will be issued in HKD. )

O pessmu Policy Currency O ssu Hong Kong Dollar

1 HE#)ABR DIRECT CREDIT

#8472 % Name of bank $R1T4R5% Bank Code ~ Z34T#®5% Branch Code B [5%%5 Account No.

| | | L | | | L | | | |
RERBALR(PXY) (MWEBZEHEAN) IRPRBE AR EX) (IWERBRRA)
Name of bank account holder (Chinese) (Insured Only) Name of bank account holder (English) (Insured Only)

O s Frs
D EIEZEAREETT ZERE TRANSFER TO ACCOUNT IN LOCAL BANK

[0 mE=x)aE 852 2E:RICEERS TRANSFER TO DEFAULT PAYMENT ACCOUNT REGISTERED IN OUR COMPANY

st .

1. IRITIRPFHAAMERBZIRA - Bank Account Holder must be the Insured.

2. ARABEHERNBRRITIREFHAARIRATAMKREAINBBAR - BRAFIESUERZERNEL - 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. WEEIEDL TEEER , FFUEFR If you choose to receive the payment by “FPS’,
3. TEFHR, REARENEBSETHARBNSE  BERX5EM LRAEBITHARS 1,000,000 - “FPS" is only applicable
for payment in HKD or CNY. The maximum amount of each transaction is HKD/CNY 1,000,000.
32. IR AREEEEBEHANAREIRE - Please note that CNY currency is only applicable for CNY policy.
3.3, REARAKMBI - WEKIHHHEES R "EEIR , HIERZEVIRITIRS - PEEFFIEFE DA BEIRTTER - 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. WD, TEREEAMIRIT VRS L FTUEEM Ifyou choose to receive the payment by “Transfer to account in local bank”,
41, BIRHIRPHPXH - MHBERSFBAGR/IAE KR SRBAIRIT R/ E/FE - Proof of bank account document(s), such as
bank card/monthly statement/ passbook with account holder name and account no. is required.
4.2. MEERD BT ARBLIIMNETE - IRITAINENAI AT FEE REXIBRERERABITEIE (238 ) - 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, MERA/KI)  HEFEEZEREREBRERANRIBETEENHR ( MNEE ) Administration fees and losses caused by exchange rate
would be deducted from the payment amount in case of remittance failure (if applicable).

[[] =EE TELEGRAPHIC TRANSFER
A2 https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim & " IBREERRFEHFR L -
Please download “Claim Remittance Service Application Form” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-

claim
D RNEEFEIEIRITIEIRETARFS GREATER BAY AREA CGB CROSS BORDER REMITTANCE SERVICE
BJ 4R https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim T & " IEREBIRERRIERRR (REAREA
ERERIRTIREZEP) . 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 KhER1TEI4 X Z HK LOCAL CROSSED CHEQUE

[0 REZEF=FRHEP/0IREL Collect cheque at Wan Chai Customer Service Centre in person
(IMREZFAM LHEANESE  MEEFAAGKRTHAENRE - AIRRANZELAXZN  TFEREFAEATESHERE]
HRERATE R E P OUETSZEE - 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 sies==r8E )3T = 50488 Pick up cheque at Wan Chai Customer Service Centre by authorized person

HREAEANEZ AN ER S EUN= 87 Eo L SR S
Name of authorized person Contact no. of authorized person I.D. no. of authorized person
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{REESRES Policy No.

C. RS T4 (48) PAYMENT METHODS (Continued)

2 #th $R17 2148 5% ==(48) HK LOCAL CROSSED CHEQUE (Continued)

BRET (R B F R AYEATL L Mail to correspondence address registered in our Company

#KARPHE D A EEIE Deliver via Insurance Intermediary
REZRTHTEI (FEIEEIRTT1T) Collect cheque at branch in person (Please state the branch)

ooo -~

#8472 47 Branch

H{tt OTHERS

BE<EAACERE FUND TRANSFER TO POLICY
EEARBE—ERAB TENZRE - FREERERD - BARERCSEFERERZE - Only applicable to inforce policy under the same
payee, please specify the policy no.. The Premium Levy has been included into the Premium Payment.

0l -

L 1 1 1 1 1 1 1 1 1 I

[0 7F8I4%X= / EEX UNCROSSED CHEQUE / DEMAND DRAFT
a4 https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim T & " 45 BISEEN S T EBFEF 1 ° Please download “Special
Payment Arrangement Request Form” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim

D. 3RIEFRFES 45 E CLAIM DOCUMENT CHECKLIST

- v BARSH Basic Documents ; ® FAISZ#F Additional Documents ; x & Not Applicable

— RRZHE/IRELT
REMEXMH (XHNREEARTTRAATNE SRS D OHIE) fRIERS(E
Claim Document (Documents can be certified at our Company’s Customer Service Centres) Time Lady /Savvy Life Lady
Insurance Claim
O s T EzrsEE o ApERE—E4 Part | of this form completed and signed by your good self v
u HEZBEIEE /R EPFERSE _HBMHEZEBERSE Claim Form Part |l - Attending Physician’s Statement to be v
completed by the attending physician
n WERBMEERRENEREARAUER  FRERERMERR 2 H4FEBEREIZ For application of New Born v
Baby Bonus or claims for Congenital Anomaly Benefits, a copy of the new born baby’s Birth Certificate is required.
O BTEREHRAEZFEET SRCRMERZHERNEESEERTAAT °
References such as the Patient’s Card, diagnostic or laboratory reports should be submitted.
[0 #@EensR%a> B3 BRZ (R ) Self-Certification Form (For Claims) for Common Reporting Standard (CRS) o
O =@ ARREREBEAZSHEBXHARZEIER) ID of Insured and Policyholder (Certified True Copy) o
E. BIAZERUZEEERR PERSONAL INFORMATION COLLECTION STATEMENT

ANEMABRICEBRBR "PEASRRE (B ) BROBRAE ., WREBAZERNER - BEASHBRANKEBAZRER - o)
https://www.chinalife.com.hk/zh-hk/privacy-policy/personal-information-collection-statement-clio N &3k @ B AS R (89 ) BRODABEASTZEE - 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. UZBE A SME{REZEIE COLLECTION OF PREMIUM LEVY ON INDIVIDUAL LIFE INSURANCE POLICIES

ANEMECWE  ELTMRBELEERSEBRUBEEOBUREFBAAMTAENBAYNRERHK "REFE ., (TH "®HE ) KBIENEE
BEEHEITZE - RBEEE BT LURBAERRS - SEENXNRIEARSERERAHBENREFBEAENRRLBREHWETR B
BUNEVHENEE - FRABTBAZ(EINKROHBIRASTINMEE 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. 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 https://www.chinalife.com.hk/customer-service/useful-information/premium-levy.
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{REESRES Policy No.

G. EMAK = 1# DECLARATION AND AUTHORIZATION

1S Authorization

ANEM - SERAREFAANRBA - RERANRPEARREZZRAWA)ZURE (1) EERE - HMEE - &8k - 207 - RIR
AE] -~ R1T - BUSHELS - TUTERRT - SUEth S - AABSiA L - NABS BB ABRAARNEMAEAREE ZRRAZBERE - 8RN
B 0B ZEERREM ENERBRATEAZRR 8% ) ROBIRAS (UTERE TS/, ) ; 2 ERTHETIEEECE
BB EER TS BN (ERPT - A ARBERBERNBMEARKE 2 RRAETABZEET GRS - FRBRANFEARMKE
ZREANZREMRR - WEBEHAANRMAZEXARBEZEARBARS - UEEENFEOARBEEXRIGAREZRA - | 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.

0B Declaration

ANEM SRANREFBANREA  ZLBERER(N)LG—ELEEENAEER  FHedANEMARFERS - BiAANEM
FRHEFR1E - 9ASEZEHTEERN ; AA/RMABMANEA-EEEEE AA/RMIABHEHBEEABRBER LHRAF ; Q4FA
IFPIEHME T APTEL 2R - FREARPBER HERSMNERE ERTERMAEN  EATFAERELIR - EHEA LT ABERME
FORBBRABHVER - EQLTUERILAEEZRERARESRHE ;| QFANESEHELEAZEQTBEHOHEREAN/ESRE
HR A ERENMEBRNWHEREE, (AN EEASRETMER  REREHE  BERESBEFERIEEER ZER - SREH AT
BEEREHMITE -

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.

H. #ZFEZEZBRE L% E) SIGNATURE (Please DO NOT sign on BLANK form)

ZRAN(EHR 18 mHLLE) REFBAA | REA REA
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

%= Z Signature

2 Name

BE/EBIKE LD Card /
Passport No.

F Year | B Month H Day F Year | H Month H Day F Year B Month H Day

HEA Date

*RIEANEARRARERFB ARG
*Relationship with
Insured/Policyholder
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