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ERSZERE{E 53R GROUP DISABILITY CLAIM FORM

{E =278 Name of Employer =152 {R EE SRS Group Policy No.

fREEDP 7+ AE ] INSURANCE INTERMEDIARY INFORMATION

IRBRE T AL Name of Insurance Intermediary

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

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’EX1 IMPORTANT NOTE

- ERBERR "EIMSERE L K TS5EREE, BE{EE55 - This form is applicable for “Accidental Disablement Benefit” and “Disability Benefit”.

- BMUERBESARBER FUERNINBEN  BEERBREANBEEEXNNAEZZEIEE - Please complete this form in BLOCK LETTERS.
All amendments should be endorsed by the Employee /Patient /Claimant in full signature.

- ABBERTAZ"TAAT L HTEAT ) 2RMIETEASFRE (BN ) REHBR/AT - The expressions "the Company" or "our Company"
used in this form refers to China Life Insurance (Overseas) Company Limited.

- REFREHMOVEHEEREREAER  UHEREBRENTHAERBR ZRZRANXGEERAAT - Part | of this form must be
completed by Employee/Patient/Claimant and returned to the Company within 90 days (both days inclusive) from date of incident along with the relevant
supporting document(s).

- MEERES  EELARBEREEZEAFEER  UHREST/\BEIULRRERE  FENEELARBERREZARNPHR -
MBEERTN\EUDN  APELEERREERAEE - MEERERNGEAREER  HEZHBUARERSARBEERRET « Wi
HEAGEIA R BETRRR - If the Patient is Employee, the Employee must complete and sign this form by his or her good self. If the Patient is at or above
age 18 covered dependent, the Patient/Employee must complete and sign this form by his or her good self. If the Patient is under age 18, this form should be
completed and signed by the Employee. In the event that the Employee/Patient 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.

- RSN AWBEKPFERILARERARASTEULE! - Receipt of this form by your Insurance Intermediary does not constitute receipt by the Company.

- MAEAER - FE B IHRED T ARG REAR QT E FIRIEER(852) 3999 5500 B « HZMWEREKMBEXHESEEEE
FETERE 313 MIPBASTAE 24 712 | REIRYIMEHEREHEE 24 SRBFIREARE 35 18 - If you have any queries, please feel free to
contact your insurance intermediary or our Customer Service Hotline at (852) 3999 5500 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.

- AREEEBEREMILEFER  WEBRTE AR ERNEBELRE - 55 ARASIAIL www.chinalife.com.hk 218 & T S g - 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.

- WMPERABT ARSI ART ZE - — DA A% - Ifthere is any discrepancy or inconsistency between the English version and the Chinese
version of this form, the Chinese version shall prevail.

E—8Mn - REEN @RES/FRE/RENER)
PART | - PARTICULARS OF CLAIM (To be completed by Employee /Patient /Claimant)

A. [EE /% &E 1 INFORMATION OF EMPLOYEE / PATIENT

1 {EE & Name of Employee % & 2 (AN JE{E B) Name of Patient (if other than employee)
th 3 Chinese th3Z Chinese
&3 English 253 English
2 (EEB{7:8/#B3ES 1.D. Card / Passport No. of Employee fRE B8/ B3RS 1.D. Card / Passport No. of Patient
R S T T S S T S S S ST T R S S SO T S S S S S S S R

3 REHEZ{R{ES A% Relationship with Employee

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

FEABRR (55) ROBRAT (¥ ARIABERALZ REERAT) |||| |||"|| |||"||| ||| |||
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ERS{RESEHS Group Policy No.

B. —#% & GENERAL INFORMATION
1 R{EFREEFE Claimed Benefit(s) [0 =4MEFEIRFEE Accidental disablement benefit
[0 1&%fRI= Disability Benefit
2 R{EPFHEH Type of claim O ==%={E New Claim [0 &= Further Claim
O &322 Pending Claim O =#t/E% Review ! Appeal
3 BAGAER—SHNEEMFEEASIRE ? N2 BIREHZRB AT ZE RIFEIRD - Have you
made a claim against any other insurance company for the same incident? If yes, please indicate the O 2ves O &no
name of insurance company and policy no.
{RERAS]B™E Name of Insurance Company ~ fREESEHS Policy No. RIEFE R R ARPEEER Type & Amount of benefit
4 ZREPHFELOENZEERIZ Request return of certified true copy receipt(s) [0 = ves 0 &nNo
C. RIRABERI{EF#15 ACADEMIC QUALIFICATION AND WORKING DETAILS OF INSURED
1 ZRAZERE - @Bula0# KaI%R Insured’s academic qualification, qualified knowledge and training
2 FHRBAOREEESR—ERE A5AFRA R K R =)Position and duties of present occupation (if more than one, please state all).
3 ZRAABMEEEEPRTEMRR Did the Insured file sick leave application to employer? £ Year A Month H Day
O 5B N O & ves EH From
2 To
814 H #A Resumed duty on
4 WMPERERD - FREFEEHBAE -
If you are still on sick leave, please provide the expected date to resume duty.
D. EESMESTE FOR DISABILITY DUE TO ACCIDENT
== H ? .
1 557'I~§§EEI,JJEH—:IE Date and time of the £ Year & Month 5 Day B Houwr 4 Minute FFITF
accident AM/PM

2 BAMEAEHEBL K 4ZIB Location and details of the accident

3 BHMEIZEIMRISEIER Please describe the part(s) of body injured and the type of injury.

4 MAETRE?MAE - FIRHELITEHR Did you report to the police? If yes, please provide the following information

ZZ 102 Police Station 1E 22 4R 5% Case Reference No.

O BN [ 5B Yes

it B EERRE/RBEINEE/OHRE/EBRERER A -
Remarks: Please attach a photocopy of the Police Report / Traffic Accident Report / Police Statement / Alcohol Test Report.

5 BAERRBINOHEERNZ/S T EPEEER ? Did you apply for compensation from Social Welfare Department / Labour Department for the same

accident?
O zaN O & BiEeHEa/185200508 Yes, please provide Social Welfare Allowance / Labour Assessment Certificate
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EBSREESRHE Group Policy No.

E. A%EREMISTE FOR DISABILITY DUE TO ILLNESS

1 IEHFIBERREMERE Indicate the iliness and give a brief description of symptoms

2 BB ol B BR YA A LL 57/ 15 151 B8 42 5K 52 When did the you first consult a physician for this illness/ injury?

F Year B Month H Day
L | 1 | | L 1 |
b)E I FA LR T ok 52 2 Be A 1t 2 K BE& PR A3tk Name and address of all physicians/hospital treated  for this illness/ injury?
3 ] =E:t
BERE / BREE sk Date of attendance A
Physician / Hospital Address Disease or condition

£F Year | B Month | H Day

F. wiE 1 8 K AR E ] NATURE OF ILLNESS AND RELATED INFORMATION

1 BREIRFHBEE Date of symptoms first appeared £ Year A Month H Day

L | | | | I —|

2 BRKZEBLEMZ/ZERE Name of the physician/hospital first consulted for the above condition
B RK32 H EA Date of first consultation: F Year A Month H Day

L |
B2 /&P 2 8 A 3 HE Name & Address of Physician/Hospital

3 Hth&E 2R IbES B EE LR RAVES £ /BT E Rl Other physicians/hospital consulted for this or similar conditions
k32 H #A Date of consultation: F Year A Month H Day
L | | | | 11
B4 /Ba P2 78 K i3k Name & Address of Physician/Hospital

G. B AE#UTEEEERA PERSONAL INFORMATION COLLECTION STATEMENT

PRIAERE (85 ) ROBIRAT (RPEARHMBEGEMALZZRNHBRAS ) ( FEART) BARE (BAER (FE) K1) THEAER

KHWE - 55 - BENERMEANER - AR TERSTENERNENRERARER - UHRN—IIETTHNESR - ERAASFAEFEARR

RN - AR BRI - BOTHLER  BREABNNZEZYE MBS RERKEEIERRINMEBERGE MRS TERBABERKNER -

B TIEABERNSERRER - FFFEER ﬁD%%ﬁTKI‘]K’\TTﬂ#\ﬁE%E’MI}\ g RATIRERARERE N ERNER - EmERT -

ERWERABRER (“KER ) —FﬁlJﬂE:.H%EEL[FE’J

AATEBTEARTDEATMBAT - KAATEAHELT LUS‘(K \SINRIAT  BATEAMBAS - BATEAMELT - BREHEE - PEH

ASRR (£8) AEEEAZ AT ("NATRMMS EIFHERE ) -

B . AATARELEERE FHEABERMERIIRR

1. @ERET  RENEFEAQT  ARTEBANAATHSRBSEEHNER /RS (SR TN REREFHENMEREBEAER" &) B
KRt - #ify - EENREFZSER /B

2. EENFEENUAATIRAATEMLNER / RERENEMTRFREK ;

mE MR EERE(SFEEARRERSAN / NRREERB)RNTEESRENRE - SFEARNIBIN - B #F - fi5y - BHNKE ;

MARTM / HARERE S RENETER / REMERAF FNEMRES RO - SHHETHEMERBHLREN - NEEMP RE T SEM

RESHEURBABNEOTEN  SEHRBETHE ; URENFMLERETS (ERESEMIEPFEMBLNRESR ) IBNERN ;

B T RRBEK ;

BAEQLTN | AAATREMTRETTNER / RENERBENER | R

RAELTMN | IAATREETT - TRRFTENRRANEERBNRTHEMURNETHSEEMSE ;

ERABIAMINETEN - KAV AGHELAE FTERNEOERETHE ;

METAERAEEFE RANSRARE - RA - R BBEFRIEIESIZEK - HMEEERE BN it T WES NEMBUTBEEHRBRE

FIETHE ;

10. ETEHM / NEMZEN / HEFHEUW ;

1. HREARRTFEZLERMEIEMRES ;

12. BMENERRIFENTARFRNABZERKE B X HTHMER ;

13. REBF12E (RHEHRH) PEBBRHBRFERNRE - ETHFNEREERER ; X

14, B A TENERARNEMBER -

hali

© ® N o o
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EBSREESRHS Group Policy No.

BEAERMNEE . EABRBTURE - BEBTEQERZREXNARET @ UBET

1. FEEXRSEET ;

2. WMARTM / HARBREE S RENEOER / RIFMEAR FaEt S MEEA - NEMS RE THWETRBEARNETAL ( 8FEMARESM
RIEHEAT ),

3. BMARIN / HARSEBLGAREER / RENEQURE AEBNE=F  @FEOFRERAS - RixPN BSEEASE  RESEHREN
TR

4. W%ﬁm“ﬁ%ﬂm“jﬂ/im“jﬁ%ﬁﬁﬁﬁ&~ﬁm HizEE - B - Bk - XY - EBEW - ERPORE - EREERBHEMR
BREERE ZEEHE= ;

5. BEINEE TENNED FHROENAT  ANRRATD - EREN N (EHRENERWBERLT ) BRRRAT

6. ARTEFNFEBNTABERLEZZNZEA - 5 - QH%YAAH%

7. HOERCHE  RANGKREE  RA - ﬁ%~§ﬁ%%ﬁ%ﬂ%iﬁﬁi$@ﬁﬁ/ﬁ$”?@ 175 R E(F L R ERNE QBT EMEE
WEFE BB (KB ENER N ZE—SPERTHMEAEEENBNHPISNEEN BT EEHEE ), X

8. AOUERMRBEBBNTHHENMS ;

9, ﬁ%ﬁﬁ%%%ﬂmAi MmitMREEBRGEFEZETRIRIRRR B Z1ER N7 JIREMERBAERER : RIBESA - RENELC ; BE

BiEEEAL ; BETED ; MESRAR ; fREN ; BOARERAEM  HRiRAE (4 Eﬁ%ﬁ}ztﬂl HEEBMGFAAM AR PIERNEMAL ),

%DF?&Aéé?Ei%%ﬁﬁ%f4ﬁﬁ¥jﬁﬁkzﬁ¢Eﬁ;i+4VEHj MR SR RIS B B (REEEE)-

B NEAZER O sEE R e EEM—75 (RO UBEUREBEASIES ) - ﬁﬁ'ﬂttﬁ.:. B NEERE FTNERBEEEBRIN

B TNHEAE ﬂh@%ii¢ﬁmm B2 EARENMEZE - IRERAR IR EENRHENMERBR THNEABRNKEE - BE2R TR

EEEHENMERBAZR SR

REERHEBNMEREBEAZR K’AEHE :

1. FERRRATIARFANE TGS  BEER ERNRBNEASER  RBBEANTSH - MEESMGRABBLUETEERH ;

2. WBARTE - AATBMANARTMEmEEER HIERE NMIBRINERNRBETEZEH (BB RH‘ER Eﬁiaaﬁ%ﬁéﬂ):
() MR- F£ RT- E ”ﬁééii iE?F*fil RE - RS - EAF  EFURERERTRE | &

) BRRRE RERER BN BEEE ZEREEERTRE ;
3 tﬁéﬁ:%ﬂﬂﬁﬁﬁ%ﬁfﬁﬁ&%@jﬂ / T"FEU?%T%TM#\ :
() FEAEASIEEET ;
() B=F TS,
©] Tmﬁi\ﬁﬁlﬂ””ﬁ BRFSINERRBBNAALT - AASMBASNAATHES RSB
() H=FRE ZFASTEEFHINVREHE; X

() i%m”jﬁﬁﬂut%ﬂ%%kﬁmﬁﬁ”z&ﬁﬂ%ﬁm&%%%%%%%kﬁ%
4. MEHKEBGOARATMN / AR EEFRMETIE - 547 - BBEE - B - 8 - XN - EBEBW - BREPORH - BEREHERASEEt
RISERNIE - FEEHE=F ;
5. BEIKERTENNEDNTHENEMAS - ANFRAT - EEENEEN (THREXREZNBERT ) BRIRAT ;
%TT&%H@%%K”TE@E%%T%@Aaﬂ&kﬁ%%_ﬁﬁﬁﬁﬁ%%LMHE MAATHEABEAERNIER MELLERZEE
KHFEZEHEAE - B TURBOE M ETARTINER - BEHERATINEABTKRELE (FES2HETX)-
BABERMNERMELE : R (BAER (A ) K61 - ﬁTEk§%$QTE§%EﬁTMMA g BIEHIAERNER - UREPAATE
BEABENHNBERER - B NEUUEXRARTENE ARSI FAFEAERER -
BRMEENERX - HAFEINER - BREMENERBENERN - 9EUEEM R
BABERRETE
PEIASRE (B ) RHDBIRAT
BEBETHERE B RIBASAE 24 18
EE5E 1 (+852) 39995519 {HE : (+852) 2892 0520
AATEEMEERTOERBEABERNERKINGEER -
China Life Insurance (Overseas) Company Limited (incorporated in the People’s Republic of China with limited liability) (the “Company”) recognizes its responsibilities in relation to
the collection, holding, processing or use of personal data under the Personal Data (Privacy) Ordinance. Personal data will be collected only for lawful and relevant purposes and all
practicable steps will be taken to ensure that personal data held by the Company is accurate. The Company will take all practicable steps to ensure security of the personal data and
to avoid unauthorized or accidental access, erasure or other use.
The provision of your personal data is voluntary. Please note that if you do not provide us with the required personal information, the Company may not be able to provide your
requested information, products or services.
In this Personal Information Collection Statement (‘PICS”), the following terms shall have these following meanings:
“Our affiliates” means any subsidiary undertaking of the Company, any associated company of the Company, and parent undertaking of the Company, any subsidiary undertaking
of parent undertaking, any associated companies undertaking of parent undertaking, for the avoidance doubt, undertaking within the group of China Life Insurance (Group)
Company (“Our affiliates” shall be construed accordingly).

Purpose: From time to time it is necessary for us to use your personal data for the following purposes:

1. offering, providing and marketing to you the products/services of the Company, our affiliates or our co-branding partners (see “Use of Personal Data for Direct Marketing Purposes”
below), and administering, maintaining, managing and operating such products/services;

2. processing and evaluating any applications or requests made by you for products/services offered by the Company and our affiliates;

3. providing subsequent services (including but not limited to health inspection / management) to you and administering the policies issued including but not limited to additions,
alterations, variations, cancellation, renewal or reinstatement;

4. any purposes in connection with any claims made by or against or otherwise involving you or other claimants in respect of any products/services provided by the Company and/or
our affiliates, including investigation of claims; detect and prevent fraud (whether or not relating to the policy issued in respect of this application);

5. evaluating your financial needs;

designing new or enhancing existing products/services of the Company and/or our affiliates;

7. conducting market or actuarial research for statistical or similar purposes undertaken by the Company and/or our affiliates, the financial services industry or our respective
regulators;

8.  investigating any data held which relates to you from time to time for any of the purposes listed herein;

9. meeting requirements imposed by any applicable, present, existing or future law, rules, regulations, codes of practice or guidelines or assisting with law enforcement purposes,
investigations by police or other government or regulatory authorities in Hong Kong or elsewhere;

10.  conducting identity and/or credit checks and/or debt collection;

11.  carrying out other services in connection with the operation of the Company’s business;

12.  sending out administrative communications about any account you may have with the Company or about future changes to this PICS;

13. performing relevant due diligence procedures in accordance with the Common Reporting Standard (or Automatic Exchange of Financial Account Information) as set out in the
Inland Revenue Ordinance (Cap. 112); and

14. other purposes directly relating to any of the above.

IS
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EBSREESRHE Group Policy No.

G. {EAE# UL EEE2RR(48)PERSONAL INFORMATION COLLECTION STATEMENT(Continued)

Transfer of personal data: Personal data will be kept confidential but, subject to the provisions of any applicable law, may be transferred to:
1. any of our affiliates;

2. any person (including private investigators and claims investigation companies) in connection with any claims made by or against or otherwise involving you in respect of any
products/services provided by the Company and/or our affiliates;

3. any agent, contractor or third party who provide services in connection with the product/services provided by the Company and/or our affiliates, including any reinsurance
company, insurance intermediary, fund management company , health management institution or financial institution;

4. any agent, contractor or third party who provides administrative, technology, data processing, telecommunications, computer, payment, debt collection, call centre services,
direct marketing services or other services to the Company and/or our affiliates in connection with the operation of its business;

5. other companies who help gather your information or communicate with you, such as research companies and credit reference agencies or, in the event of default, debt
collection agencies;

6. any actual or proposed assignee, transferee, participant or sub-participant of our rights or business;

7. any government department or other appropriate governmental or regulatory authority (which may be further transferred to governmental or regulatory authority of certain other

jurisdiction(s)) to whom the Company and/or our affiliates are requested or required by any applicable, present, existing or future law, rules, regulations, codes of practice or
guidelines to make disclosures;

8. any financial services provider industry association or federation;

9. any person preventing and detecting insurance fraud, who may collect and use the personal data only as reasonably necessary to carry out the purposes of preventing and
detecting insurance fraud: insurance adjusters, agents and brokers; employers; health care professionals; hospitals; accountants; financial advisors; solicitors; fraud prevention
organisations; other insurance companies (whether directly or through fraud prevention organisation or other persons named in this paragraph), and databases or registers
(and their operators) used by the insurance industry to analyse and check information provided against existing information.

Your personal data may be provided to any of the above parties who may be located in Hong Kong or outside of Hong Kong, and in this regard you consent to the transfer of your data
outside of Hong Kong.

Transfer of your personal data will only be made for one or more of the purposes specified above. For our policy on using your personal data for promotional or marketing purposes,
please see the section entitled “Use of Personal Data for Direct Marketing Purposes”.

Use of Personal Data for Direct Marketing Purposes: The Company intends to:

1. Use your name, contact details, products and services portfolio information, transaction pattern and behaviour , financial background and demographic data held by the Company

from time to time for direct marketing;
2. Conduct direct marketing (including providing reward, loyalty or privileges programmes) in relation to the following classes of products and services that the Company, our affiliates
and our co-branding partners may offer:
(@) insurance, annuities, banking, wealth management, retirement plans, investment, financial services, credit cards, securities and related products and services; and
(b) health, wellness and medical, food and beverage, sporting activities, memberships and related products and services;
3. The above products and services may be provided by the Company and/or:
(a) any of our affiliates;
(b) third party financial institutions;
(c) the Company, our affiliates and our co-branding partners providing the products and services set outin 2;
d) third party reward, loyalty or privileges programme providers; and
(e) external service providers supporting the Company or any of the above listed entities in providing the products and services set out in 2.
4. In addition to marketing the above products and services, the Company also intends to provide the data described in 1 above to all or any of the persons described in 3 above for
use by them in marketing those products and services;

5. The Company requires your written consent (which includes an indication of no objection) to use and provide the data to the third parties as set out above for any promotional or

marketing purpose.
You may withdraw your consent to the use and provision to a third party of your personal data for direct marketing purposes at any time, and thereafter the Company shall, without
charge to you, cease to use such data for direct marketing purposes. If you wish to withdraw your consent, please contact the Company’s Personal Data Protection Officer (details
below).
Access and correction of personal data: Under the Personal Data (Privacy) Ordinance, you have the right to ascertain whether the Company holds your personal data, to correct any
data that is inaccurate, and to ascertain the Company's policies and practices in relation to personal data. You may also request the Company to inform you of the type of personal data
held by it.

Requests for access and correction or for information regarding policies and practices and types of data held should be addressed in writing to:

The Personal Data Protection Officer

China Life Insurance (Overseas) Company Limited

24/F, CLI Building, 313 Hennessy Road,

Wan Chai, Hong Kong
Telephone: (+852) 3999 5519  Fax: (+852) 2892 0520
The Company have the right to charge a reasonable fee for the processing of any data request.

BIAMEE . KA / RARIANRMEHBELFBWEEABTRER (“KBR" ). XA / HMARILERTEE AT RIBEAZREAMBEANZMN
BAER  SEAEEEREZBNERMEHREA / ?JMFHE’J@/\E:M FANHMENSELFFREFZ=77E8 (W8 ) AIFENEE - KA / HMER
IH”?%KEEHEPFEEZ BRI ARA / HANEAERBEEEEBIRIMA A BRI EEANER -

BEERT )Wﬂtgxzuﬂﬁﬁﬁ LURETER - EF N ARERE SEREHENMERBAER BMHrisEEEH 2 BNMERTRERT
E@@Aﬁﬂ BEMUTARBEILE "V, 5% -

Declaration and authorization: |/We acknowledge and confirm that I/we have read and understood the Personal Information Collection Statement (“PICS”).  I/We hereby give my/our
acknowledgement and agree to the use and transfer of my/our personal data by the Company in accordance with the PICS, including the use and provision of my/our personal data for
the purpose of direct marketing. I/We have obtained the consent to provide the third party information (if any) in this application. I/We acknowledge and consent to the transfer of my/our
personal data outside of Hong Kong for the purposes and to the types of transferee as set out in the PIC

Important: Please indicate your agreement by signing on the space provided below. If you do not agree to the use and provision of your personal data for direct marketing as set out in
the section “Use of personal data in direct marketing”, please tick the box below.

O =i/ zMFrRsREN FREEADRER (2H AERREENTEREAZL 56 ) SEBENEY ANTHERREREA / RMHNEAL

B IMAFH BT HEE R EEIRHEME - |/ We do not agree with the use and provision of my / our personal data for direct marketing purposes as set out above in
the Personal Information Collection Statement (see “Use of personal data in direct marketing”) and do not wish to receive any promotional and direct marketing materials.

HK-CL-GCLA-12/202412-01 P.50f9




EBS{RE SRS Group Policy No.

H. R{EFTFE 4B CLAIM DOCUMENT CHECKLIST

- v B Basic Documents ; ® FfifIISZF Additional Documents ; * A3EF NotApplicable

HIEFRXHG BERE
Claim Document Critical illness claim
O s TERUEE s ABEERE 14 Partl of this form completed and signed by your good self v
] AIXRBEES VEERFERFE _HHERZBEIREE Claim Form Part |l - Attending Physician’s Statement to be v
completed by the attending physician
] B8/ X ) BREIRH wWOHRR LEE RIS (B AE) Laboratory/ X-ray / CT Scan / MRI/ E.C.G. °
/ Pathological Reports (if applicable)
O SRAREEZSHEBIHZEIEZR ID of Insured and Employee (Certified True Copy) 4

|. E2AA K $E4# DECLARATION AND AUTHORIZATION

2% Authorization

KNEM - BEMBEBIREA  KRANEFERAREZZHRA (0B ) ZIEE (1) EFEE - ZMRE - Bk - 27 - RIRAS -
ERIT - BURHTS - BUFERPT - SUE%E - A A L - NAESBRBEHOBEANEMERRNEZZRAZERRFE  CHRIEHE -
HuliGEERHEH - BUREREPEASRREINKROBRAT (UTNEHE "8R8, ),; (2 E/ATNETEEE Z&E/HE)E
BERBESNERPT - IRAREPBERNEMIE RN EZ RRNETIR 2 BRI - (FREZANEMIERREZZHRA
ZRERT - ILRERRNEMZEERAREBARBNRS - ILERESHEHNAREERIGBEENN -

I/We, the Employee/Patient/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 and remains valid notwithstanding death or incapacity. A photocopy of this authorization shall be as valid as the original.

ERA Declaration

ANFHM - BERE/REA  ELBBRES(N) L —ERLKERNAEEE  AmEa RN MBRFAE - mMAANRMPRRIFRE
HRFEZENURERM ; AAHKMPEMARIEMU-IBEEEEE  ANRMERESEERPFER LHRA ; QAR A MEED
APMEE Z OB - (REABRFR LESRENE RES AT BERAAEN - ERATARZELR - EHEA L ASEREEMURBFER
FRrBER - EATIURERILAEERREEARRERE ; QAFANEERALEAEE AT ERAEHNERAANESRORRZHAERE
BIMEHAEREE, QAN ESRBRETMIER  RERERE  EERFAMBGIRTERER ZER  SREH A TERERNTE -
I/ We, the Employee /Patient /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 BEGEZEZEBFRIE LZEE) SIGNATURE (Please DO NOT sign on BLANK form)

R (MNIFZRIES K 18 BREL

== LA k) Patient (if other than *REA RiE
Employee employee and aged 18 years old *Claimant Witness
or above)

% E Signature

P2 Name

B {88555 1D,
Card / Passport No.

% Year | HMonth | HDay | © Year | A Month | HDay | £F Year | H Month | HDay | £ Year | H Month | H Day

H A Date

*REABRFRER %
*Relationship between
Claimant and patient

HK-CL-GCLA-12/202412-01 P.60of9




ERS{RESEHS Group Policy No.

B8 - TZBRERSE @mEIvBLER  FAERRRES/FRE/REASTEE)
PART Il - ATTENDING PHYSICIAN’S STATEMENT (To be completed by attending physician at the Employee’s / Patient's / Claimant’s own
expenses.)

A. 5% AE 1] PARTICULARS OF PATIENT

1

7w A2 Name of Patient

2

F#z KBl Age and Sex

3

Bni8/ ZRIRES 1.D. Card / Passport No.

B. ERFREi CLINICAL DETAILS

1 AAZEBERIRTIEHZE We can trace the medical record of patient back to
F Year A Month H Day
L | 1] L | 1]
2 BRUYIRMAEHE P34 B HA Date of the symptoms first appeared
F Year B Month H Day
L | | L | |
3 RABERARILRIE 2K 52 BEB Date of first consultation for this condition or related illness
F Year B Month H Day
L | | L | |
4 FEFMRIPEREZE 2 EARFNRIE Please describe the symptoms and complaints at first consultation.
5 WMACEHHEMBEEN 2R @ FIEHZEBEZEE Rl < Is the patient referred by other [ = Yes [1 = No
physician? If yes, please give the name and address of the referring doctor.
6 72 Diagnosis
7 {GAFFER2 When was the diagnosis made F Year A Month H Day
L I I I | L | |
E'i 1=} ﬂ —— :’-’ a3 H . . .
8 a) FRIRHmABRAKREELIERHI Please give the date the patient first £ Year 2 Month 5 Day
absent from work L L L
b) MEHETIFAES] - FFIZ A AT RIETERIE B Please givethe = yq, B Month H Day
expected date the patient to resume work
9 a) MHIMmANTEERZEFZEMENTEAREELIERR 2 TERL Please state in details on how the diagnosis prevents the

patient from resuming work

b) MATEHEEMAYIEZE Could helshe engage in any other occupation?
O Fakt No [0 &% 6 Yes,from T Year
c) BE%EEEN LAYPR I Limitation to occupation activities.

A Month H Day
| L |

HK-CL-GCLA-12/202412-01 P.70f9




ERS{RESEHS Group Policy No.

B. E&AZE 1} (48) CLINICAL DETAILS (Continued)

10 DURAXRBSHIESiZE s - At =N S ¥ E AL Bearing in mind the declared duties/occupation of this patient, please
indicate the impact of the accident / disablement:

O sesesFEaTrEsmEE can perform any kind of work and duties
O Fesntsamess >4 THE Cannot perform partial duties of his/ her own occupation
O FeentEsmzss > F@IE Cannot perform all duties of his/ her own occupation
O Feest =0 @sEae0 T sk Cannot perform any kind of work and duties
AR EERED S TIEREIRYNSE Please state period of incapable to perform some of his/her duties

B From F Year A Month H Day
ETo F Year A Month H Day
AR H ISR E AT YERE SIAYRSE Please state period of incapable to perform some of his/her duties

B From F Year A Month H Day
Z To F Year B Month A Day

1 FEHFNTERATIESESIRRA Please state the cause of total disability

12 ERABRMEBERIEREND  BTRAEZBERIEERFEZA? If the patient is still totally disabled, how long will such disability be
expected to continue ?

13 FrAMARREREZEE BEREER - AEEOHBERLRE ZEZHIRESTE] Any treatments, investigation procedures,
results, and/or any complications and follow up plan regarding the subject diagnosis

C. WMAIRIG Zf2FEAR CURRENT HEALTH CONDITIONS OF THE PATIENT

1 FER{8¥RE Progress of recovery
[[] ©=2%1& Recovered  [] BEEP Improving [] &niEeE static [] BR&E(E Retrogressed

=¥ Remarks :

2 HEFREET Current state of mobility
[]7#sm Ambulatory [ 2% 5 % Home confined ] #EAF Ben confined [] &R=1E Retrogressed

=¥ Remarks :

3 REREETEFM RALELRZHEHET - oIE5MK F5IZEIE? Can the Patient perform below listed “Activities of Daily Living” without
the use mechanical equipment, special devices or other aids and adaptation?

L TRIRE 45 FA44E Transfer to get in bed and out of bed or chair Oais can O xart cannot
1T7E) Mobility O gl Can O A8 LL Cannot
ZF1< Dressing & can O xap cannot
FER KRS Bathing & Washing D L Can D R Cannot
# & Eating Oams can O xarit cannot
Y0H] Toileting =it can ] &Ikt cannot
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D. B FZ2E XS R PROFESSIONAL COMMENT

1 SRREXREESE()EREZE - HREMEUER BRELERZHEE  SNQ)EBEAEMKRAR? ML - FiRIHAMZABAEHR
JAEERE1A - Is the condition (1) a recurrent episode or (2) a complication of any chronic illness/ major disease or (3) related to any previous conditions?
If yes, please provide date of diagnosis and treatments details.

O 2 Yes O =no 52 A HH8 Date of diagnosis/treatments  4E Year A Month H Day
B (BIERE R E /M E R4 R) Details (including diagnosis/ treatments/ investigations and results)

2 WAZRIESLASIEMRA R LLICAEREE? Is there any patient’s family history which would increase the risk of this illness?

3 FRIRHRIETERI - Please state the prognosis of the condition

4 EEEAANBRERBRSBAER? IsitHIV related?

E. HthB&% % OTHER MEDICAL HISTORY

1 FELRABEATLUTIRAE/ZIE - Does the patient have any medical history or habit as indicated below?

[0 % Asthma [ ks cardiac problem [C] #R %% Diabetes Melitus
[0 ZZ2AF3% Hepatitis B [ =mE Hypertension [ == =Fiii Previous operation

B2 ZZ Drug abuse [ =itk Family history of cancer [] Z#%sE Unfavorable family history
[0 W EESEA None [[] Efthgs - #RER Other disease, please specify

2 ZRACSEEELMERIEMRSERIESBENBERIGE? M7A - 75RAAFF 15 - Had the patient previously been treated or
hospitalized due to the above disease or other major disease? If so, please specify details.
O #Eves [ 585 No0 #2588 H Date of diagnosis/treatments ~ £F Year A Month H Day

¥ J% Disease

AR /1EBRAE1E Details of Treatment / Hospitalization

B4 0% /BB 2 78 Name of Physician/Hospital

B #f Dates 7% Disease AR/ EREFE Bhaua/Bhals

F Year | A Month | H Day Details of treatment/hospitalization Name of Physician/Hospital

3 BIRHEEUE/RIEZEEEE Please provide details of drinking & smoking habit

HEE (SZ/8/1/f) Daily consumption (piece/ pack/ bottle/ can)
Z1E ¥4 8 Drinking/ Smoking start date since £ Year B Month H Day

E. XZ2E4E R PARTICULARS OF ATTENDING PHYSICIAN
RAGEUERR - AR AFRFIPAE - EARARENERIGAEE 228 - WHEB R - | HEREBY DECLARE that all the information provided by

me in this form is true and correct to the best of my knowledge and belief.

FoBRENR BE

Name of Attending Physician Qualification

ik BB ERE

Address Contact No.

FTBAEBENBNR/ZMERE F Year B Month H Day
Signature of Attending Physician Efﬂ

and Stamp of Hospital / Clinic ate
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