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fEl AP93Z RS {E A5 3% INDIVIDUAL OUT-PATIENT CLAIM FORM

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

SIRASDE/ #EHBIEES 1.D. / Passport No. of Insured

fREEDP 7+ AZE ) INSURANCE INTERMEDIARY INFORMATION

R A2 Name of Insurance Intermediary

REED T A4RSE Insurance Intermediary Code Ht 4% & 5E Contact No.

EZ’AX1 IMPORTANT NOTE

- 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.

- RBEBRPIAZ "ARQF, 5 "TEAT ) ZFRMIETPEIASRBCEINKRDBRZATE] - The expressions ‘the Company” or “our Company”

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

- FBBEREFADOVLEAZRRARREFBANRENER - UHERFIZZERRE—A/\THANEEBE ZEANXGERXRAT -
Part | of this form must be completed by Insured and Policyholder/Claimant and returned to the Company within 180 days (both days inclusive) from the date
of out-patient consultation along with the relevant supporting document(s).

- MREABTNREZL L SRARFREFAALERBESAEZEARER  UREART/\EMUT - APFREBREFREFAA
ARZRMAZEEZHENEEREE - IRRANREFBARGEARER HELARBUARERARFREET - TRHEHBEGE
B B4 - 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.

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

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

- WERUER - FE B MRRP N ABERBRER LT E PR AR (852) 39995519 il - HENRENABEXGHFESEETBENS
T ERE 313 sﬁqﬂl/\wﬁr 24 18 | pERYImEHEREHEE 24 578FIREARE 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.

- ARREIERBIRENILPFER  TEBRAFERQSERNBBER - BEARA S4B www.chinalife.com.hk B K T S &HT AR - 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.

- WAV RABTAIRES AT ZE - — D SARAREE - If there is any discrepancy or inconsistency between the English version and the
Chinese version of this form, the Chinese version shall prevail.

—8BMn - RIEEWN BHSRA/BERBEA/RENEER)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder/Claimant)

A. —#2E 1} GENERAL INFORMATION

1 SZREAFEE KR Age and Sex of Insured R4 EEEE Contact Phone No:
2 R{EDBFFELHR Type of claim [0 =x=1& New Claim [0 E&E=1E Further Claim
[ #2rEE2 Pending Claim [0 =#t/% % Review/ Appeal

3 i@tk Mailing Address

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

HEABRE (550 BROERAT (WA RANESMAT 2 RAERAT) ||I| " ||I||"| |"|| ||| |||
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fREEIRES Policy No.

B. F9R2E 1 OUT-PATIENT INFORMATION

FF 5% No. ﬁ;feggqéo'\?;:t:atioan %Zt; B8 44 2 Doctor's Name % B Diagnosis QE?HA}\(?;)UM
1
2
3
4
5
S Total

BERBTZABREZBRIBEAWE EVWRSEHBREAYS ZERM  BERE/EE - 2 REBER S £58)Please submit original receipt issued
by doctor (Name of patient, consultation date, doctor’s signature & chop, diagnosis & amount must be clearly stated on receipt)

C. Efth&El OTHER DETAILS

6 FASER-—SHIEMERRMRBATIRE ? NI - FIRHFEMER - Have you claimed/ will =
. . L : . OO 2ves O &no
you claim from other insurance company for the same incident? If yes, please provide details.
RER/AS]BTE Name of Insurance Company {REEIRHEH Policy No. {REEZER R ARPEEERE Type & Amount of benefit

D. BT PAYMENT METHODS

EMERIERRFEE-TRRESINA N - MIARBHRET BRSBTS RETSN - WABRRED /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.

I A ELiEE1E PAYMENT CURRENCY OPTION ( #N#®ETHR - BEFRAGLUBHESEIY - If not specified, payment will be issued in HKD. )

O iz Policy Curency [ 3% Hong Kong Dollar

1 HBEIAMR DIRECT CREDIT

$R 472 % Name of bank $R1T4R5% Bank Code %) 1T#®5E Branch Code B [5%45 Account No.

L | | L | | | L | | | | | | |
IRPFHBAGR(PN) (MWEBRERFEA) IREFHAAEREEN) (W ARREFBAN)
Name of bank account holder (Chinese) (Policyholder Only) Name of bank account holder (English) (Policyholder Only)

O =g Fes
D BIREAHIEIT ZIRS TRANSFER TO ACCOUNT IN LOCAL BANK
D BIREANTISE R Z2FERULFERE TRANSFER TO DEFAULT PAYMENT ACCOUNT REGISTERED IN OUR COMPANY
5t
1. IRITIRPHBEANVERRERAA - Bank Account Holder must be the Policyholder.
2. WABEHENBRRITELPHBEARRERFBEATEMRERINEEAR  BEAMERUBIRZZRIVEEL - 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.

3. WIEEREDL TEEEIR , A NEF If you choose to receive the payment by “FPS’,
3. TEHR, REARBNEBSETHARBNSEE  BERXSHTH RBEITSHARE 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. BFBRARISEEEEBANARIIRE - Please note that CNY currency is only applicable for CNY policy.
33. REARAHEI - WEMIIHES RS " EER | HIERIFVIRTTIRE - BBEF1ER B RIRTTE: - 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, YEEDL TEEREAMIRIT RS o FTUEM Ifyou choose to receive the payment by “Transfer to account in local bank”,
41. BRMIRPHERIAXY - MNEIBRPHA AGR/IZE RIRPIRIBRT RIS E/F1 - Proof of bank account document(s), such as bank
card/monthly statement/ passbook with account holder name and account no. is required.
4.2. MEEFRAETHARBELIIMETE - RITAARENW T FEE REFRISRGEBERABTEE (W3EA ) - 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, MEIRAAKT) - HEFEEBMERIEZFNANRIETEEN (U3EA ) - Administration fees and losses caused by exchange rate
would be deducted from the payment amount in case of remittance failure (if applicable).
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fREEIRES Policy No.

D. RS TV( (4&) PAYMENT METHODS (Continued)

1 B&)ARR (4)DIRECT CREDIT (Continued)

D E[E TELEGRAPHIC TRANSFER
Al /A https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim T & " IEEZE ARFEERFR L -

Please download “Claim Remittance Service Application Form” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim
O ANEEERIRTEIREMRFS GREATER BAY AREA CGB CROSS BORDER REMITTANCE SERVICE

BIRITERFEZ5) | 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 AER{TEIZRTE HK LOCAL CROSSED CHEQUE

O HE2EF=PR#% D 0REL Collect cheque at Wan Chai Customer Service Centre in person
(IMREEEBHLHERABE  MEEFAAGATHENRE - AIBRANZERAXN - UEREFBATERSDRERANMG
WA AT EFRESOUELZE - 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 mwes=xtaA) 3EF = SR D0 58E Pick up cheque at Wan Chai Customer Service Centre by authorized person

REALH REABAEES REASHFIASHIRES
Name of authorized person Contact no. of authorized person I.D. no. of authorized person

FRE E{RE B ECAVE L Mail to correspondence address registered in our Company
AR A EHIE Deliver via Insurance Intermediary
WMBEZIERTTHTSEE (FEIEEIRTTH1T) Collect cheque at branch in person (Please state the branch)

Ooon0

#8173 17 Branch

3 Hfth OTHERS

[0 Z&EECE{RE FUND TRANSFER TO POLICY
EERARE—ERAZB NENZIRE - FIEERERS - BT REBSEFRERZE - Only applicable to inforce policy under the same payee,
please specify the policy no.. The Premium Levy has been included into the Premium Payment.

[ 7FE4&SZ= / EZX UNCROSSED CHEQUE / DEMAND DRAFT
B[/ https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim ™ & " 45 BlI$EEN T TLERZESR 1 Please download “Special
Payment Arrangement Request Form” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim

E. EIAERYLEEEERA PERSONAL INFORMATION COLLECTION STATEMENT

AANEMERCSHBERPE "PEASRE (B ) BROBRAS . NIREBAERER - AESMMRANRERAERER - IR
https://www.chinalife.com.hk/zh-hk/privacy-policy/personal-information-collection-statement-clio "~ &3k a1 h Bl AS R ( 7850 ) BRMDBE AT RE - 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. EF=iEZ{EEAF DECLARATION FOR ELECTRONIC RECEIPT

O sAmm SRAREEEANRBASLEISRES Y ETERAK—UIE AE2AERD AR SRR WELCNSERLEEE
RULHE - I/We, the Employee/Patient/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 2RAMREFAEANREBANBRRRERE AT BZERIBREKEZEEREMEN  WRBAOEMRB AT HBETEERE -
I/We, the Employee/Patient/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 RAMREFAANREAEEN DIEBRA R AABSRESEATMZERNBRKZ 22 EE - WEERSRE 2 —UEAREE -
|/We, the Employee/Patient/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.

G. UZEN{E AN F IS {REE COLLECTION OF PREMIUM LEVY ON INDIVIDUAL LIFE INSURANCE POLICIES

ANHEHMEEUE  EATMRBEEERERIEEOBURERAAMSTENBAURERK "RERE , (T8 "#E. ) REBUENHER
FEHERXTZE - RBREEERTULIRBERBEES  BEENINRIESRSEREAOEBNRERSAABN XL ARSI - BRI
NEENFE  BRABTEASCEINKRNHBIEASTIRNAIE 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.

H. ERRKIZHE DECLARATION AND AUTHORIZATION

2t Authorization

ANFHM - 2RANREFBANREA - ARBANEMERBLEZZRA(NAB)ZERE (1) HEEE - ZMmEE - Bk 2 R"Es
5] ~ fR17 - BURHIS - BUTERPT - slEME - AL NMEXEBTAERANEMERRNEZZRAZERRFE - LHNE
B - oS ERHEY - BMRBERATEASRE (B ) ROBRAS (UTERE "848, ) ; (2 ERSHTATEEEZEE
(BB R E S (LR - SIMAREBBEARANRMEARAREZRRANETIAR ZEBETMM L  (FREZAANRMIEARBREZ
RRAZBERR - LWEEHAAN/ BB ZEAAREZARBART - WEEENFHN AR ERTERSENT ° | 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.

5 BA Declaration

ANEM  RAGREFBNREA - ZUWBRARKER() LA—VFRAKEENMEER  FAmeaANEMARFME - mEAFEM
FRENPRME - IRBEZEHUEER ; AANRMABRRMANTOT-EEEEE  ANRMOERESEELRSBFER LHRE ; QFA
IHFIEERTAPAELE ZEMER - BREABFRLESHENHKE EATRRMAEIN  ERATAERELNR - BHBEA LA ABERM
EARPBRFABIER - EAT BRI A EEZREBARERF ; )ANEZHRALEREAT AR EIHEKRANEERER
REAEEENMEREREE, OAANEERBRBERMERX  RERERE  BERKFBRBERTEEERN ZER - RERN AT
FTERITTED -

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.

I EBFEZEZE ARG LZEE) SIGNATURE (Please DO NOT sign on BLANK form)

Z{RA(FH#R 18 U L) REFAAN | REAY RiE
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

%5Z Signature

%2 Name

B 33%/7€85%85 1.D. Card / Passport
No.

T Year | HMonth | HDay | fFYear | B Month | HDay | % Year | B Month | H Day

HHA Date

*REANEZFRANRERA ARG
*Relationship with Insured/Policyholder
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