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i% HH %= 7% B (8 B8 55 3 TERMINAL ILLNESS CLAIM FORM

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

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

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

fREEDP 7+ AZE ) INSURANCE INTERMEDIARY INFORMATION

REED T AL Name of Insurance Intermediary

REED T A4RSE Insurance Intermediary Code Ht 4% &5 5E 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’EH] IMPORTANT NOTE

- UEERAEERR TRHREERS o MY INRIERIES B EREE  This form is applicable for Dread Disease Benefit.

- 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 ) ZFRMIETPEIASRBCEINKRIDBRAE] - The expressions ‘the Company” or “our Company”
used in this form refers to China Life Insurance (Overseas) Company Limited.

- APBRFMOVERBAZRANREFAANREANER  TRRIRAEZZRERAEZERARES N+ RXAERARENER
XHZERAAT] - Partl of this form must be completed by Insured/Policyholder/Claimant and retumed to the Company within 90 days (both days inclusive)
from the date when the Insured is diagnosed as suffering from covered illnesses and has received the first treatment along with the relevant supporting
documents.

- MRHEASTN\EIU L - SRARREFBALAREBEBAREADER  URRAST/N\EMUT  FHFREBEREFBA
ARZRAZEEZHENERERZEE - IRRANREFBEARGEARER HEARBUARERARFEREET - WRHEBRGSE
B R BE475 A - 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 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.

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

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

- WARUSERE - FE B NHRER T ABGNRERNEIZ PR LR (652) 39995519 B - HENRERAIBEXHESTEEEES
HEFRE M3 RIPBASKE 24 F18 | FERYImEHERBEE 24 50/8FIREKXE 35 18 - 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.

- AREERBREMILRFER  TEBRNERATERNBBER - FEARATAILE www.chinalife.com.hk BT K T SEHT 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.

- WPEVIRABTAIEES AT ZE - — DS RRAREE - 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)

TEIASRR (85N RHBRAT (RPEARANMEEMA L ZRIDERAT)
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{REESRES Policy No.

E—EMR - REER @SRA/GEFEA/RENER)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder/Claimant)

A. Z{RAEH PARTICULARS OF INSURED
1 W44&EEEE Contact phone no.
2 [ (AZEIAR) Occupation (Compulsory) 1T (A BIER) Business (Compulsory)
3 ZE(E=EEELER Type of claim [0 ==& New Claim [0 BEE=E Further Claim
[0 #3#822 Pending Claim [0 =#t/Z% Review/ Appeal
4 (% / HIE Nationality / Region
[0 <& chinese O [ US. [ E#h Others(355AF please specify)
5 BRIEEHE(EA) Current Residential Address(Individual)
W City B2 Country
6 BRIk ML A) Current Permanent Address (Individual)
(3N B Ak A ik (fE A )2 B BB itk (B A) R = - SEE LE4H) (Complete if different from Current Residential Address (Individual)
W City EdZ Country
7 i@k Mailing Address
(An3@ER ik B3 B Al (it ik (A ) K& - S5 LEHH) (Complete if different from the current residential address (Individual))
| City EZ Country
B. {REHRF AEMR PARTICULARS OF POLICYHOLDER
(MNZHRABREBEFEBABABA - EEELEER{7) (Complete if Insured and Policyholder NOT same person)
1 W4%EEEE Contact phone no.
2 W (MEER) Occupation (Compulsory) T (W 7BIEE) Business (Compulsory)
3 [E% / MIE Nationality / Region
[0 =& chinese O 2@ US. [ E#h Others(355TAB please specify)
4 BRIEERILEAN)/ BATEZE (7 2E4848) Current Residential Address(Individual) / Current Business Address(Business association)
W City EZ Country
5 HERKAMIEEA) I 5SS 22 R %S R it (R 2 AR 4) (AN 1 B BT B (E k(BN ) B B S St ik (B 22 40 48) R B - AR IER)
Current Permanent Address (Individual) / Registered Office Address in the Place of Incorporation (Business association) (Complete if different
from Current Residential Address (Individual)/ Current Business Address (Business association))
W City EZ Country
6 BitlE Mailing Address (%038 & itk E53 B AU BB (£ st ik (B A )/ H U2 it ik (R 240 48) A E - SEE 1) (Complete if different to the

current residential address (Individual) / Current Business Address (Business association))

I City EdZ Country
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fREEIRES Policy No.

C. fAIEEE R AFEH NATURE OF ILLNESS AND RELATED INFORMATION

1 JRIERTE Name ofiillness

2 FEfEIRE Please describe symptoms

3 BRUIRAEBEE Date of symptoms first appeared F Year B Month H Day
1

L 1 1 1 S |

4 BRREZZBEWR/ERT Name of physician / hospital first consulted for the above condition
B RK72 HHA Date of first consultation: F Year A Month H Day
|

= = = L I — L1
B2 4 /&P 8 A 3 HE Name & Address of Physician/Hospital

5 EHtZ2ALlESNBEEMRRANELE/ERERN Other physicians/hospital consulted for this or similar conditions
sk#2 H #A Date of consultation: F Year A Month H Day
|

L | | | — | IS |
B2 4E /&P 8 A 3 HE Name & Address of Physician/Hospital

¢ RTABAE-—SWIMERAEMFRBATERE ? M - FIRHEFMER - Have you claimed! will [0 = ves [ = o
you claim from other insurance company for the same incident? If yes, please provide details. =
REZ/AS]2FE Name of Insurance Company {RESSRAS Policy No. RIEHERI R ARPEEER Type & Amount of benefit

D. A&7 T PAYMENT METHODS

EMEREEPREE-HERESMNAR - IRAHPER  BEGUETIRZFETZN - WABRERE 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 FRELIEEIE PAYMENT CURRENCY OPTION ( N#EEAR - REREGLUEBMEEEIL - If not specified, payment will be issued in HKD. )

O ®ssu policy curency [ 3% Hong Kong Dollar

1 BE)ANR DIRECT CREDIT

$R 17278 Name of bank $R1T4m 5% Bank Code 34T #m5% Branch Code B 5RAS Account No.

L | L | | | L | | | | | |
IRERBASR(PX) (WERZRA) RERBABREN) ( WERZIRAN)
Name of bank account holder (Chinese) (Insured Only) Name of bank account holder (English) (Insured Only)

O &z Fes

D EEZEARMERTT ZERE TRANSFER TO ACCOUNT IN LOCAL BANK

D EBERZEARNTIEEFC 2 TE55UZFBES TRANSFER TO DEFAULT PAYMENT ACCOUNT REGISTERED IN OUR COMPANY
&:E :

1. IRTTEEE A AMNEEZ{REA - Bank Account Holder must be the Insured.
2. [EARBEHERNBRIBTIRPFIEABZRASRMKRERINBESALR BEARBEZEIGZERLEE D - fthere s 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. WNEEIEDL TEEER , B If you choose to receive the payment by “FPS’,
31 TEHR, REARENEERETIARBHSRE  BERXSZE LRAEBITHARE 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. HARAREREEEANRARERE - Please note that CNY currency is only applicable for CNY policy.
33. RERRAMBE - WEAINYHBEER T EER  MERBHNIRITIRE - BiAF15A QB MIRTTER - 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.
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{REESRES Policy No.

D. BZEr75=(48) PAYMENT METHODS (Continued)

4. WD TEIREAMIEIT ZIRS 5 LA If you choose to receive the payment by “Transfer to account in local bank’,

4.1, BIRMIEFFZPENY - MEBRPEFBEARR/IBHE KIRERBIIRIT R/ B4 E/FH8 - Proof of bank account document(s), such as bank
card/monthly statement/ passbook with account holder name and account no. is required.

42. MEEAAEITH AR LIINERE - SRITATWEV AN FEE REXRBLIGHERABITEE (WEA ) - 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. WMEBERARI) - HEFEERRERBIZERAMN IR EEHIER (&R ) - Administration fees and losses caused by exchange rate

would be deducted from the payment amount in case of remittance failure (if applicable). #1210 " AR EAMIRIT Z8RE 4 77VSEF If you choose to
receive the payment by “Transfer to account in local bank”.
D ZE[E TELEGRAPHIC TRANSFER
THA https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim & "B ERRIZHER L -
Please download “Claim Remittance Service Application Form” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim
D EEEEEIRITIEIREFARTE GREATER BAY AREA CGB CROSS BORDER REMITTANCE SERVICE
TR https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim & "R IBSIEERRIFEFR (REBAREAKN
BEEEIRITIRFEF) 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 #®MBEzEF=RR%EF/LIEI Collect cheque at Wan Chai Customer Service Centre in person
(MREREBM LHESNES  MREFAABRTHRENRE  RIERBEUZERAEZN  UHREFBATESHFERAX
HRERA AT EFRE D/ OUWENSZZE - 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.)

OO0 sws=srEA) 38T SRS /OSEE Pick up cheque by authorized person

RBAEE HREBEANBEER KEABDFEIR IR
Name of authorized person Contact no. of authorized person I.D. no. of authorized person
OO0 ®BSZ=EBEEHEAMI Mail to corespondence address registered in our Company
O &®ch7 AEE Deliver via Insurance Intermediary
O #®mB3EToTEN EEisEIRT91T) Collect cheque at branch in person (Please state the branch)

#R474317 Branch

3 Efth OTHERS

E] ESFECZ(RE FUND TRANSFER TO POLICY
FEEARE—ERABTENZRE - BIEEFRESRS - HURERCSSFERERZE - 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 1 1 1 1 1 1 1 1 1 |

[0 FEEERZZ= / EEE UNCROSSED CHEQUE / DEMAND DRAFT
A https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim T~ & " 4 Al $EEX /T T EBEEZ 1 ° Please download “Special
Payment Arrangement Request Form” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim

E. BR{EPAFB X 4B E CLAIM DOCUMENT CHECKLIST

- v BRI Basic Documents ; @ BN Additional Documents ; * A% F3 NotApplicable

RIEFREXH(HNZBRIA TR A ATNE SRIE D OINE) B E
Claim Document (Documents can be certified at our Company’s Customer Service Centres) Critical iliness claim
[0 s ER I EE 2 ARBERE—EBS Part| of this form completed and signed by your good self v
HEZBEIED VREERFERE _BHEZEEIREZE Claim Form Part Il - Attending Physician’s Statement to be completed
O v
by the attending physician
n 1EBg/ X ¢/ BT HMAOER O EE/ HERIER RS (B ZE) Laboratory/ X-ray / CT Scan / MRI/ E.C.G. / v
Pathological Reports (if applicable)
[0 R IEAER EEL R A 2 (IR AE IR #1F B8 IE ZX) Original Policy o Policy Lost Declaration (if unable to provide original Policy) °
[0 stEem%ER > BREAPFRIK(GE RS 1 ) Self-Certification Form(For Claims) for Common Reporting Standard (CRS) °
O SRARREZFEAZSHBETHIZEIER) D of Insured and Policyholder (Certified True Copy) v
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{REESRES Policy No.

F. AERUIEEERA PERSONAL INFORMATION COLLECTION STATEMENT

ANEMAEISEHBRIAE "PEASERRE (8% ) BOHBERAT . WRERBRAERER - BRASHRANKEBRAERZR - IR
https://www.chinalife.com.hk/zh-hk/privacy-policy/personal-information-collection-statement-clio "~ &5 3 a1 2 Bl A S 7 ( 5890 ) B A BRA S ZEN - 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.

G. WHUE A FE{REEE COLLECTION OF PREMIUM LEVY ON INDIVIDUAL LIFE INSURANCE POLICIES

ANHEHMEEUE . EATMRBEEERERIEEOBURERFBAAMFENABRRERW "REHE ., (T "8& . ) REBWENHER
SEHERTZE - REEEERTULURBEHEEKRS - SEBENXNRESRSERAOMBNREFBEAEN KRLBERSEHLIIR - B
WEVH BRI - FABETBAS(EINRHERATAAE htips://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.

H. ERAKIZH# DECLARATION AND AUTHORIZATION

2 Authorization

KNEM  2RAREFAANREAN - KRFANBEMBERREZZRANB)ZELEE (1) £OUEE  EMEE - 8Bk 2 ®RRA
5] - R17 - BUAHE - DUTEPT - SiEthEE - AB AT - NHENEBREAAERAARMAIERREIRRAZBERRE - LENE
BE - 9 EERHER - RHABRATEASZRR (585 ) RHBMRAST (UTHE "E/8, ) ; (2 EATHEUEEEZER
W BEREE LR IMAREPFERNHFIBRREZZRAETHFEZBET G AR - FREREANRMAEAREZR
RAZBERR - WEEHRA/EMZEAZAREZAEEBEARS - WRESHWFHNEXEEXRHBEEISZIYUA | 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 LREAGREFANREA - ZHBRAKEE() iV REBNMEEERE  AmEaANEMRFME - AN
HMERE ARSBEZZHWEERT ,;, AARMAPBNRRNEAT-—IEREEE  AAREMIERESEEARPFERLREA ; QFERAFHM
HEMARRFE ZEQER  READFRLOERHENEKRL SATRRNAES - SATAREREAR - EHEAA L ASEREETR
BERAMBNER - EAT IR AEEZRBEIEARERFE ;| QAANESERALEEE AT AEALRHERANESEREIFREAR
[FEENMERNHEREE, ) ANEEZRERETTER  RERERHE  BER/FRERTEBER ZER - RESATEMEHH
78 -

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 EGFEZEZE B RE LFEE) SIGNATURE (Please DO NOT sign on BLANK form)

SR A (FH#2 18 BRI L) REFBA | REA RE
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

%5 Signature

2 Name

BREERIRS
1.D. Card / Passport No.

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

B #A Date

*REANERFEARERBARG

*Relationship with Insured/Policyholder
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