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2HWLHRIEE(ESBFEZR LADYVITAL FEMALE PROTECTION CLAIM FORM

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

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

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

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

EZ’AX1 IMPORTANT NOTE

- BUEREBERABFER TOUERNEBEN SRARREFBAREANREE MW EZEZIFE - Please complete this form in BLOCK
LETTERS. All amendments should be endorsed by the Insured & Policyholder / Claimant in full signature.

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

- ABEFEREAOVEARRARREFBEANREANESR  TERIRABZIREBREIERAELES N THRNERARZE
BESC 2R AAT] - 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).

- WRRARTN\ESMULE  RRARREFEALERBESARERREER  ORFEABT/\EUT - REFREAHAREFEA
RZRAZEEZREZNEBREE - IRRARESBEARGEARER  HELABBUARERABRBERAET - TIRHEGSE
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.

- REFBEAZEZNEBRRNT Z4LEFHEE - The signature of the Policyholder / Claimant must be the same as the Company’s record.

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

- WERUER  FAE FWRRSD N ABENRERLQTE PR E4LR(852) 3999 5519 B - EXHNRENAIBEXHBESEETBENS
HEFB M RTEASAE 4 F18 | +2EFYIMEHEREERE 24 5BFIREKE 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.

- AATERBRERILDEE  DERRFEAATERIBHER - HEAKATBE www.chinalife.com hk 815 K T H BHTHEA - 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.

- MPEIRABEIRERATZE - — U SXARASEE - 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)

PEABRE 050 ROBRAT (RAEARANBEMAT 2 ROERAT) ||I| " ||I|"||I|"||" |||
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{REESRES Policy No.

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

A. —AZE R GENERAL INFORMATION
1 SHRAEE KRB Age and Sex of Insured

2 P4REEEE Contact phone no:

3 M3 (AZRIER) Occupation (Compulsory) T (/A IE ) Business (Compulsory)
4 H(EHHEHER Type of claim [] EZZ1E New Claim [0 === Further Claim
[0 %3852 Pending Claim [0 =it/ Review/ Appeal

5 R Mailing Address

B. /RAEtE E KRB RAE R NATURE OF ILLNESS AND RELATED INFORMATION
1 JRAEZHE Name of illness

2 AR E Please describe symptoms

3 BERBIRFEHBEE Date of symptoms first appeared £ Year A Month H Day
4 BIKZZEEHZ/ERT Name of physician / hospital first consulted for the above condition
SK&2 K52 H A Date of first consultation: F Year A Month H Day
o B [ T L1 L1
B2 4 /BEPR 278 A3 HE Name & Address of Physician/Hospital
5 HthE2aESBEEMRRELE/EBRER Other physicians/hospital consulted for this or similar conditions

K2 H#A Date of consultation: F Year A Month H Day

= | IS I I E— L1 1 | IS |
B2 4 /BEPR 278 A3 HE Name & Address of Physician/Hospital

6 RABAR-SNIMESREMFRBATRE ? W - FiRMHFAER - Have you claimed/

will you claim from other insurance company for the same incident? If yes, please indicate give O 2 vYes O =no
details.
RER/AS)BTE Name of Insurance Company {REEIRAS Policy No. {RBELERI R ARPEEERE Type & Amount of benefit

C. BE AT PAYMENT METHODS

EMETREREREEE-HEEESMAER - MIARAHPETR  BEEGDETERZTETZN - 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.

FEFRMETEEEIE PAYMENT CURRENCY OPTION ( #M#REERR - BEFRAG LUBHSEERL - If not specified, payment will be issued in HKD. )

OO0 wessu policy curency [ &% Hong Kong Dollar

1 EBEE&hABR DIRECT CREDIT

#R172 78 Name of bank #R1T4R5% Bank Code 3 1T#R5% Branch Code  F 5%%S Account No.

L | | L 1 | | L 1 | 1 1 |
RERHAAER(PN) WABREFBA) RERAABREN) WARREFBA)
Name of bank account holder (Chinese) (Policyholder Only) Name of bank account holder (English) (Policyholder Only)
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{REESRES Policy No.

C. BZEr75=t(48) PAYMENT METHODS (Continued)

O @k Fes
D EIREAIIR{T ZBRFE TRANSFER TO ACCOUNT IN LOCAL BANK
D EBIREZEANTIESE L 2 FERULFERE TRANSFER TO DEFAULT PAYMENT ACCOUNT REGISTERED IN OUR COMPANY
Bt
1. IRTTIRPIFIBEAMERREFAA - Bank Account Holder must be the Policyholder.
2. WABRAERNBRIRTIREEAEARGRERAASRMKREXRINBEEAR - BERIERUBIRZZR LI - 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. WNEEED TEEER , A5 TLZEFR Ifyou choose to receive the payment by “FPS’,
31, TEEHR,, REARENEBRBTHIAREBNDGE  BERS SRR LRAETTHAKE 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. EARARKEEEMANRARERE - Please note that CNY currency is only applicable for CNY policy.
33 RABARAMBIL - WEMTIHIREE RS T EEMR , #IERIFAIRITIRE - A IBBQBRAIRTTER - 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, MEEFD| "HWIREAMIRIT 2RS4 H LA If you choose to receive the payment by “Transfer to account in local bank’,
4.1, BIRMIEEZPAXYE - MEBRPFAAGR/IBE KIRPSRBIIRTT R/A4E/FHE - Proof of bank account document(s), such as bank
card/monthly statement/ passbook with account holder name and account no. is required.
4.2, IREREETTH A RBELISMNETE - SRITPIWEWAR N FEE RERBRBEBRABTEIE (2B ) - Ifthe 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 WEERARI) - HEFEERREXRBIFRAMN RIS B (#NEA ) - Administration fees and losses caused by exchange rate
would be deducted from the payment amount in case of remittance failure (if applicable).

n Z[E TELEGRAPHIC TRANSFER
T4 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

O ANEEREZRTEIREIRFE GREATER BAY AREA CGB CROSS BORDER REMITTANCE SERVICE
A} https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim T &) "I2REEIEEMRIFPHER (REARFAEANERE
B IRITERF %) 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 AER1TEIZTZE HK LOCAL CROSSED CHEQUE

[0 #™MBEzEF=FRHBERLIEE Collect cheque at Wan Chai Customer Service Centre in person
(REREAMLHESXNEBE  MEEFBAMKRTEREMNRE  RBMEANZERAZN  UFEFREFEATESMHEEX
HRERAATEFRED OUWESZE - 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 ses==rtaE AT E=RED/045EE Pick up cheque at Wan Chai Customer Service Centre by authorized person

HEALH REANMAEER S EUN= Sy - e e s
Name of authorized person Contact no. of authorized person .D. no. of authorized person

O #=zEessE@:Rimilt Maito corespondence address registered in our Company

OO @@ AEE Deliver via Insurance Intermediary

O ms208a517580 (152179 17) Collect cheque at branch in person (Please state the branch)
#R17734T Branch

3 Hfth OTHERS

D B ABCE(RE FUND TRANSFER TO POLICY
EBEARE—FERAB NENZIRE - BIEEFRERS - BURERCSSFEFREEZE - Only applicable to inforce policy under the same

payee, please specify the policy no.. The Premium Levy has been included into the Premium Payment.

[0 7F2I%%= / EEX UNCROSSED CHEQUE / DEMAND DRAFT
A} https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim & " 45 5IEEN S T R85 % 1 ° Please download “Special
Payment Arrangement Request Form” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim

HK-CL-ICLA19/202412-01 P.30of5



{REESRES Policy No.

D. {E AEiIUZEE AR PERSONAL INFORMATION COLLECTION STATEMENT

ANBEMERCEELPE "TPRIASRE (85 ) ROBRAE L, WIERAERER - BESTRANWEEAESRZER - o)
https://www.chinalife.com.hk/zh-hk/privacy-policy/personal-information-collection-statement-clio '~ &3} [a] Bl A SRk ( ;850 ) BRHBE AT ZEE ¢ 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.

E. UZHX{E A S {RE & E COLLECTION OF PREMIUM LEVY ON INDIVIDUAL LIFE INSURANCE POLICIES

ANHMEEWE : ELTANMRBREEERERUREASUREFAAMFANBRRERN "REHE, (TH "HE, ) KW
DVEHEREZRERTZE - REREEERNILRBARBKRS - BAEENIXNRERBESERKROBENRESBEAEBNRRLE
HEEUER - BRAWEEHENFE - FABPEAS(BINROBERATNER

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 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.

F. RIEPFAESLFIEE CLAIM DOCUMENT CHECKLIST

- v BEARXXH Basic Documents ; ® FA0SZ# Additional Documents ; x “R#EF Not Applicable

/8- Ui i R =3 ‘ﬁ =4
RIEFF RS (AR ERATRAATNE SRS L WE) LA RS
Claim Document (Documents can be certified at our Company’s Customer Service Centres) y Claim
OO0 smTEZUES 2 RBEERE—E5 Partl of this form completed and signed by your good self v
] RFZEBEEE /IBERFERSE _BMD B2EB4HEE Claim Form Part Il Attending Physician's Statement to v
be completed by the attending physician
] B8/ X Y6 | SBRORR WA R RIEE SR (U058 A &) Laboratory/ X-ray / CT Scan/ MRI/ Pathological v
Reports (if applicable)
O #EekEa> B R EIBF=RA(GREE ) Self-Certification Form (For Claims) for Common Reporting Standard (CRS) °
O SRARREHEAZSHEBIHFEEILER) D of Insured and Policyholder (Certified True Copy) v
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fREESRES Policy No.

G. EHAKIE1# DECLARATION AND AUTHORIZATION

=2 HE Authorization
ANEHM - 2RAREFBANREA  KRANHFBRREZZRAMB)ZUIEE (1) £EEE - GEMEE - Bk - 25 &R
AT R1T - BUEHEE - BUTERPT - SiE MR - st A+ NIMEXEBEAERANEME RN EZRRAZEBERERFE - L
BRE  HURZSEREYR BRARERAPBASRR (85 ) ROBRASE (UTEHE "TEAT, ) ; (2 EATHTTEEE
BRI BRGES (LT IMARERBFEANEPIERAEZZRANETRE ZBEIMG O - (FRAEZAR AR R
MEZZRAZEERDL - WIREHAANRPAZERXAREZABBAORS - EEEENTNARERITEFSENS ° | 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.
2 AA Declaration
ANEM SHRANREFENREA  ZHBRRER() ARG EEENAEEE  FCREEANEMRFMS - AN
FRENFAME - IRBEZEMUBRERN ; ANRMABERARNTAT-IEEEER  AA/HMORGESEEARRBRLSRNA ; QXA
IR APRELE 2R - FREARPFER DERNENH AL EATREBMES - ERATVAEZHAR - HHEBEA LT ABERM
EORBBRAEFNER - SRS IR ABEEZREBERARERFE ;| QFANEEPRALRBEEAT BB ERAAN/ESRE
HRR A ERERMEBMNEREE WANESRARBELTEEL  RERERE EEREBERIBEER ZER - R85 A%
BATEHMITE -
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 resultin 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. #ZFEZEZBR1E L% E) SIGNATURE (Please DO NOT sign on BLANK form)

SR A (2 18 BRELLLE) REFHBA | REA REA
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

%= Z Signature

2 Name

B {8 /7E MBS HS 1.D. Card / Passport No.

fF Year | A Month | H Day fF Year | B Month | H Day fF Year | A Month | H Day

H#H Date

*RIEANEARRARERFB ARG
*Relationship with Insured/Policyholder
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