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(3 R HEERABS CHINA LIFE

ANERER -

REA RS {E 8355k LONG TERM SICK LEAVE CLAIM FORM

{REFFA AL Name of Policyholder Z{RA S Name of Insured {REE#R SR Policy No.

SRAB1DRE/ FERSEAS 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 |

{RBEDP 7T AE Rl INSURANCE INTERMEDIARY INFORMATION

RBREP T AL 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 1 1 L 1 1 1 1 1 1 1 1 1 1 1 1 | | | 1 |

EZ /A1 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 ) ZFRMIETPEIASRBCEINKRIDBRAE] - The expressions ‘the Company” or “our Company”
used in this form refers to China Life Insurance (Overseas) Company Limited.

- APBFRFMOVAEAZRARGEFEANREAES - TRRERARZE—+HRNERAR ZEBRXUEZRARAQT] - Part | of
this form must be completed by Insured and Policyholder/Claimant and returned to the Company within 210 days (both days inclusive) from date of incident
along with the relevant supporting document(s).

- MRHEASTN\EIU L SRARREFBALABREBEBRAREADER  URRAST/N\EUT  XHFREBEREFBA
ARZRAZEEZHENERERZE - IRRANREFBARGEARER HELARBUARERARFREET - WIRHEHBEGSE
B R BE4=58HR - 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.

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

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

- WAREUSERE - FE B NHRER T ABENRERNEZ PR LR (852) 39995519 B - HENRERAIBEXHESETEES
EFIE 313 sﬁqﬂl/\wﬁr 24 F18 | PELRYIHEHEREEE 24 S8 FREARE 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.

- AREERBREMILRFER  TEBRNERATERNBBER - FEARAT AL 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.

- WPENRABTAIRES 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.

N
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability)
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fREEIRES Policy No.

F—HMD - REEN @HSREAEE  NSEAKRE 185 - ARFREFEAER)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder if insured is below 18 years old)

A. 2R A—AR&E | GENERAL INFORMATION OF INSURED

1 REAFEEEMSB Age and Sex of Insured

2 W4&EEE Contact phone no:

3 HsR(HZRIER) Occupation (Compulsory) 1T (W 7BIER) Business (Compulsory)
4  E{ESBEERI Type of claim [0 &%= New Claim [0 ==E=/E Further Claim
[0 #3852 Pending Claim [0 =i#t/E#% Review / Appeal

5 @Rt Mailing Address

6 TABAR-—SHIHEREMRBRATRE? MR - FIRHFMAER - Have you

claimed/ will you claim from other insurance company for the same incident? If yes, please D = Yes D % No
provide details.
REZ/AS]2FE Name of Insurance Company  {REESEAS Policy No. RIEHERI R RPEEER Type & Amount of benefit

B. 2IFAZBEKRIT{EF15 ACADEMIC QUALIFICATION AND WORKING DETAILS OF INSURED

1 ZRAZEBE - SR8 K% Your academic qualification, qualified knowledge and training

2 /\S)/{&x& ¥ Company/Employer Name EERESRES Telephone No.

ik Address

3 BREBUREEGESR—1ERZ, B50PPA R I & I8 E)Position and duties of present occupation (if more than one, please state all).

4 FEEEEESDERER Filed any sick leave application to employer? £ Year B Month H Day

[ 25 No [ % Yes F From

2To

Ex 18 3T HHA Last Day of Duty

18 5% H B Resumed duty on

5 WMMEKRERD - FREHEFEHEBBE -
If you are still on sick leave, please provide the expected date to resume duty.

C. AESMER S5 FOR DISABILITY DUE TO ACCIDENT

1 BIMEEHHEIKESME Date and time of the R F

, £ Year B Month H Day i Hour 4> Minute
accident AM/PM
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fREEIRES Policy No.

C. = 5MER{55% (48) FOR DISABILITY DUE TO ACCIDENT (Continued)

2 EIMEEEMMBER AR Location and details of the accident
3 EHNEINZESIAIRISELER Please describe the part(s) of body injured and the type of injury.
4 RETATRE?MA - BIZMHUTER Did you report to the police? If yes, please provide the following information
LZ M I Police Station TEZE 4R Case Reference No.
O BN [ 5 vYes
5 A EERERE/RBRINRES/O A/ BRI RS -
Remarks: Please attach a photocopy of the Police Report / Traffic Accident Report / Police Statement / Alcohol Test Report.
5 BTAEMREIICHEEFNE/5STESFEER ? Didyou apply for compensation from Social Welfare Department / Labour Department for the same
accident?
O zaNe O % FiEEAEH/(55205750 Yes, please provide Social Welfare Allowance / Labour Assessment Certificate
D. AEREE S5 FOR DISABILITY DUE TO ILLNESS
1 EHEIEE Please describe the symptoms

2 BRLRFEBE Date of symptoms first appeared E Year A Month H Day
L | | | | 1 | I E—
3 BHICREZZBLEMZ/ER Name of physician / hospital first consulted for the above condition
B RK72 B HA Date of first consultation: F Year A Month H Day
B L |
BE 4 /BEPT 278 K i Name & Address of Physician/Hospital
4 FERHEEERZZEBENEEIER - Please provide details of usual Physician(s) / Hospital(s)
B24 /B2PT 2 78 Name of physician/hospital
B2+ /&Pl Address of physician/hospital
5  a)=fR AR OFSBIARLE R E B8 45K E2 When did the Insured consult a physician for this illness?
F Year A Month H Day
| IS I I E— 1 1 | IS —
b)FB 5 FLE R T K52 2 B8 A itk 25 R BB A3t 31k Name and address of all physicians/hospital treated for this illness?
Bame / B2l hiit #2348 B #H Date of attendance f5E
Physician / Hospital Address 4 Year | B Month| H Day Disease or condition
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fREEIRES Policy No.

E. BE# 730 PAYMENT METHODS

EMERIEREAFEE-HERES MR - RBHRER - EESLIETIA G TETIN - WABMRETR 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.

BEFRESTEEEIE PAYMENT CURRENCY OPTION ( WN#RETER - BEFUIGLUBHEEENZ - If not specified, payment will be issued in HKD. )

O s Policy Currency O ssu Hong Kong Dollar

1 BE)ARR DIRECT CREDIT

#R17 =78 Name of bank fR1T#RI%E Bank Code 72 1T#m5% Branch Code ~ FE KA Account No.

L | L 1 1 | L | 1 | |
IRPHBEAGR(PX) WABZRA) RPHAAUZ(EN) WARZRA)
Name of bank account holder (Chinese) (Insured Only) Name of bank account holder (English) (Insured Only)

O sz Fps

D EIEZEARIMERTT ZBRE TRANSFER TO ACCOUNT IN LOCAL BANK

D EIEZEARNATIEE G ZTERUZFEEE TRANSFER TO DEFAULT PAYMENT ACCOUNT REGISTERED IN OUR COMPANY
it

1. SRITERP A ANEEZIRA ° Bank Account Holder must be the Insured.
2. MARBACHERBRIBTRLBZEABSSHRATRMARERINESALR  BRAFIBEHLEISRZZR N E L - Ifthere 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. HMEED TEEEUR , S ILEER If you choose to receive the payment by “FPS’,
31, TEHR, ABRARENEESETHARENSE  8ERX5T8H LIRSETEHAKE 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. AR ARKEEEMANRARERE - Please note that CNY currency is only applicable for CNY policy.
33 REARAMEL - WEMINYBEEEC "EER  HTREWIRTIRE - PEFI158 0B BIRITE - 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, MEEFDL "HEIREARMIRIT ZIRD 5 H LA If you choose to receive the payment by “Transfer to account in local bank’,
4.1, BIRMIEFEPAXHE - MENBREFAAGRIBE RRPRBIIIRTT R/IAAEZTE - Proof of bank account document(s), such as bank
card/monthly statement/ passbook with account holder name and account no. is required.
4.2, IMEREBTTHARBELISMNETRE - SRITAIWEWAR N FEE RERBLBBERRABITEE (L&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, WMEBRARID HEFEERREXRBRIBRAMNRIET B SR LN7A )- Administration fees and losses caused by exchange rate would
be deducted from the payment amount in case of remittance failure (if applicable).
[0 = TELEGRAPHIC TRANSFER
B4 https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim & "I ERRIFHBR L -
Please download “Claim Remittance Service Application Form” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim
[0 RKREEEZRTEIREMARTFS GREATER BAY AREA CGB CROSS BORDER REMITTANCE SERVICE
R https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim & IR BIEERARISER R (RBEARBSEK
EERERIRITIREZF) J 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 AHERITEI4ZZE HK LOCAL CROSSED CHEQUE

(MMREREBRALHESRNEE  MEEFAANKRTHRENRE  MIERBUZERAZN - UHFREFAEATRS HEBXER
BRANTEFRIE T OUTELTSZE ©  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 sres==r%A)3EF 2 SR /0488 Pick up cheque at Wan Chai Customer Service Centre by authorized person

HEALE HEANBBER HEANB MBI RS
Name of authorized person Contact no. of authorized person I.D. no. of authorized person
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fREEIRES Policy No.

E. B%2k75 =((4&) PAYMENT METHODS (Continued)

73 $R17 1 4 2 5 (48) HK LOCAL CROSSED CHEQUE (Continued)

T 2 {REEE RCAY@ATL L Mail to correspondence address registered in our Company
K ARMR P T AEEIE Deliver via Insurance Intermediary

HBRRITH1THRIN (FBIEERTTH17T) Collect cheque at branch in person (Please state the branch)

OO0 -~

#8179 17 Branch

H{tl OTHERS

E &AL EIREE FUND TRANSFER TO POLICY
EEARB—FERABZ TENZRE - BEEHRERDE - IBNRERSEFEFRERE - Only applicable to inforce policy under the same payee,
please specify the policy no.. The Premium Levy has been included into the Premium Payment.

O «

L 1 1 1 1 1 1 1 1 1 |

[0 FE&E%= / EX UNCROSSED CHEQUE / DEMAND DRAFT
g5} https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim & " 45 5ISEEX A T ERFEZ 1 - Please download “Special
Payment Arrangement Request Form” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim

F. RIEFRECHIEE CLAIM DOCUMENT CHECKLIST

- v B Basic Documents ; ® B3 Additional Documents ; x #EMA NotApplicable

REFREX M4 (XHFMNZEEARTRAASINE F RS0 HIE) RERRREEE
Claim Document (Documents can be certified at our Company’s Customer Service Centres) Long Term Sick Leave Claim
O BETEZUEEZARPFEERFE S Partl of this form completed and signed by your good self v
n RFZEBEEE 7IBERFERSE _EMDEZEBEIREE Claim Form Part Il - Attending Physician’s Statement to v
be completed by the attending physician
m| B8/ X Y/ ERER MAOHRK O EE BERERRIRS (WEAE) Laboratory/ X-ray / CT Scan / MRI/ s
E.C.G./ Pathological Reports (if applicable)
OO0 w3BamE / B2amiRE Physiotherapy/Occupational Therapy Report (if applicable)
[0 ®SxzmmmEssdasRsERRE Sick Leave Certificate issued by your attending physician. 4
[0 ®E%4 s EREERRS403E M) Employer confirmation letter for sick leave period, if any. °
[0 HE8HRER > B8R BERKEIEREM) Self-Certification Form (For Claims) for Common Reporting Standard (CRS) °
O =RARREZFEAZEDEBIAAZEIEL) ID of Insured and Policyholder (Certified True Copy) °
[0 Z=#ReE, OM4AE Police report andlor police oral statement (if applicable) °
n ERASFEE LI T Certificate of Assessment Form 5 / Form 7 issued by Employees’ Compensation (Ordinary .
Assessment) Board (if applicable)

G. B AE R UTEEEERA PERSONAL INFORMATION COLLECTION STATEMENT

AANEMABEIECEEBELREE "HTEASRE (B4 ) ROBRLASE ., WREBEAERER - BESEMTBRANKREBAEZERER - oR
https://www.chinalife.com.hk/zh-hk/privacy-policy/personal-information-collection-statement-clio ™ &3k @B A S{RE (589 ) BRHBEATIZEE - 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.

H. UZERE A SPE{RE & ZE COLLECTION OF PREMIUM LEVY ON INDIVIDUAL LIFE INSURANCE POLICIES

ANEMECUE  EATMRBRERERSERUBEQABUREFEAMEGENBNRERWN "REHE , (ME "&#E, ) ABIEBNEERS
FHERTHE - RBEEERMOUMRBARRGS - #ERNIXNRFEFARSEERODABNRERSAABNRAARLAH SN - BRAWHE
HENFEE  BFABTEASZS(BINROHBEREASTINEE hitps://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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|. E2RAK#=Z# DECLARATION AND AUTHORIZATION

1S Authorization

ANEM RAGRERFANREA - KERANHFEREFEZZEAMB)ZELERE (1) HOEE - FMAE - Bk 2 ®REAE -
ERIT - DUTHAE - TUATERPT - SUEthiEHE - BB T - NANEXERTAERANRMEARARFEZSRAZEBERE - CHRNERE
HolZEERHES - BRRERAPBEASRE (B ) ROHBIRAS (MUTEHRE "E28, ) ; (2 SEATHEUEIEEZEBR/WHYER
BEBIEREFT - M ARERFERNRMERNEZZIRAETRR 2 BB G A FRERANRMERREZZRAZRE
AR - LEIRREE RN/ R P 2 R AN RISZEABRBART] - ILIREENZH AR B IEARIYBREFEW A - | /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.

22 0A Declaration

ANEM  SRAMREFBAREA - ZUEBREES(M) LA —UFRTEEENREEER - AREEaANHKMRFAR - MARANFMAT
HERE - ORBEZZMURER ;, ANREMABRMANTEO—BEEREEE  ANRMOERESEEARPFERLRE ; QXA/FEM
EMARRIEL ZHOIERR - FREARBFR DERENIH AL SQARRMAESN - ERATAEIELR - EHBEA T AR LIRS
AERFIENER - EAT0ERLEAEERAEEARERF ; QFANESEHELREE AT AEHEINERARAN/EEREIFRZH A LR
ERMERNEREE, ANESZRAEREMTTEXR  REREBEE  EER/EBRBANEEER ZEHR - RENATREMERNTE -
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

J. BEB(FBZEZEBRIE LZEE) SIGNATURE (Please DO NOT sign on BLANK form)

ZIRA(FEE 18 BRI L) REFBAA | REA* REA
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

%% Signature

%2 Name

B8 &R
1.D. Card / Passport No.

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

HEA Date

*REANEZRFEANRERFB ARG
*Relationship with Insured/Policyholder
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