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BRS G ERS{E B 53R - iE GROUP CRITICAL ILLNESS CLAIM FORM - CANCER

{E =278 Name of Employer EIB2{REESRESE Group Policy No.

R 7T A E 1 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

- IERABBEER "AREER . o "B L RIERER{EEEE - This form is applicable for Dread Disease or Critical liness benefit.
BUERIERARFER - HAUBERNNBEENR  BEREBREANREEXNAEZEZEIEE - Please complete this form in BLOCK LETTERS.
All amendments should be endorsed by the Employee /Patient /Claimant in full signature.

KPFRFFAAZ "AAE ., 3 TE&RAT ) ZRMIETEASZRE (785 ) RHBRAE - The expressions "the Company" or "our Company”
used in this form refers to China Life Insurance (Overseas) Company Limited.

REBEFREHOVEREEREBRENES  IFERFEEEZSIRERAESBRABRET L THRNERBR ZERXHER
3E] - Part | of this form must be completed by Employee/Patient/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).

- EERREE  BEENEHRBERSAEZEARER  NRELHT/\FZIAULZREE  RENEELAERBERKEZERSBFR U
BERTN\EMUT  APBFREHESEREAES - IEE/REREEARER  HEARBURSERABRERAET - TR
B4 5 AR R B85435 H8 - 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.

RN AMBIAREBFERLARERE LS EULE - Receipt of this form by your Insurance Intermediary does not constitute receipt by the Company.

- WERAEN  FE B NREBED T ARSI RER A SR FARFEEAR(852) 39995500 & - HZMWRE KB HESEEBETF
HEFRE M3 RIPBASAE 24 712 | pEIRYIMEHERAR 24 SUBFIREKRE 35 12 - 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.

RACIBEBISENILRFER  TEBRFTERNATERNBFER - 5 & ARASTIAIL www.chinalife.com.hk 218 & T S s AR A - 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.

MR RA BRI AT ZE - — LA XAR B4 - Ifthere is any discrepancy or inconsistency between the English version and the Chinese
version of this form, the Chinese version shall prevail.

E—EMn - RIEEN BES/RE/RENES)
PART | - PARTICULARS OF CLAIM (To be completed by Employee /Patient /Claimant)
A. [EE/7%EE 1 INFORMATION OF EMPLOYEE / PATIENT

1 {EE & Name of Employee % & 1 2 (AN JE 8 ) Name of Patient (if other than employee)
th 3 Chinese th3Z Chinese
&3 English X English
2  {EEB{i%/ZBEEE 1.D. Card / Passport No. of Employee R B /B3RS 1.D. Card / Passport No. of Patient
R T T S Y S S S SO U S S SO S S SO SO Y S S S

3  AEHEZ{R{ES A% Relationship with Employee

N
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability) 5012101301
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ERS{RESEHS Group Policy No.

F—Hn - REEN(E) mRES//E/RENES)
PART | - PARTICULARS OF CLAIM (Continued) (To be completed by Employee /Patient /Claimant)

B. {EE/mAER PARTICULARS OF EMPLOYEE / PATIENT
1 K5I Age and Sex of Insured
2 J48ERE Contact phone no.
3 ISZE(W/EIER) Occupation (Compulsory) 1T (W 7EIE ) Business (Compulsory)
4 R{EBFFLHER Type of claim [0 =%=& New Claim [0 =E=E Further Claim
[0 #5282 Pending Claim [0 =#t/8 % Review/ Appeal
5 [El%E / #E Nationality / Region
[0 & chinese O =mus. [0 Eft Others(iB5ERB please specify)
6 BEriE{EHhE({E A) Current Residential Address(Individual)
4 City E4Z Country
7  BAiXAHIL({EA) Current Permanent Address (Individual)
(M B ATK A k(A ) B i B it (B )RR - 3EEUEH#) (Complete if different from Current Residential Address (Individual))
1 City EZR Country
8 i@ttt Mailing Address
(sn3E A ik B2 B B R itk (B A )RR - SEES LEH#) (Complete if different from the current residential address (Individual))
B City EAZR Country
C. EEAEN (UNFE{EE) PARTICULARS OF CLAIMANT (If other than Employee)
1 F# &M Age and Sex of Policyholder
2 B4#ZEEE Contact phone no.
3 HZ(MZEER) Occupation (Compulsory) 1T (W 7EIEE) Business (Compulsory)
4 [%E / W& Nationality / Region
[0 & Chinese O ZE US. [ Hfth Others(55ERA please specify)
5 BriEERAL{EAN)/ Bt (248 4) Current Residential Address(Individual) / Current Business Address(Business association)
g City EAZ Country
6 BRIKAMUMEA)/ §S AL 75 2 5 %S5 AR it bk (R SR 4R 4) (40 B2 B A B A st bk (8 A )/ B BT &5 5 it bk (R 2R 4R 48) S =) - SE R LG AR)
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))
1 City ElZR Country
7 i@EFMHE Mailing Address (¥R3EEH ik B33 H BB E ik (BN )/ E AU S S it i (RS 22 4B 48) A [E] - SE S IL6#R) (Complete if different to the

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

s City EIZ Country
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EBSREESRHS Group Policy No.

D. 7REE 1 E KB REAE ! NATURE OF ILLNESS AND RELATED INFORMATION

1 JRIAERME Name of illness

2 FEMEMURE Please describe symptoms

3 BREIRAEEE Date of symptoms first appeared F Year A Month H Day

L 1 1 1 | I —

4 BRKZEBLEWZ/ET Name of the physician/hospital first consulted for the above condition
B K2 HHA Date of first consultation: F Year A Month H Day

L |
B2 4 /B2 PR 278 Atk Name & Address of Physician/Hospital

5 HtZi2AItESBEEMRRNES/BRERN Other physicians/hospital consulted for this or similar conditions
sK52 H A Date of consultation: F Year A Month H Day

L | | | | | IS E—
B2 4 /B2 2 78 Atk Name & Address of Physician/Hospital
6 BTEGEAR—SWEEMFRMATIRE? W - FiREXRBATZBERIRERE Have you
made a claim against any other insurance company for the same incident? If yes, please indicate the D Z Yes D & No
name of insurance company and policy no.
{RER/AS]B%E Name of Insurance Company {REBSRAS Policy No. RIELE R R RPEEER Type & Amount of benefit

E. {8 AZ#}UZE 2R PERSONAL INFORMATION COLLECTION STATEMENT

DEIASERE (85 ) RNDABRAT (RPEARHMBEEMARUIZROBRAT )( TEAAT") BEEE (BABER ( *AI‘E) %61) TREAER

WL - B8 - BEESERAMARBNER - XATERREANERNENWERAER - WHRIN—IEITHSR - REXASMFEAZRRLN

MM - ANTRERI— t)]t)];-—_fﬁﬂ’ﬁf% EREABRNZEY - RESBERSEESAZRRINMEENS - MEHSTEREAZRER -

BETIHEAE ﬂtﬁﬁﬁhﬁ’—i 'ﬂflna/ CMRE P AORATREABUEAZR - AR TEREREE T ERNWER - EmRE -

FERWEEAERNER (“NE ) "FﬁUﬂEuH—rﬁﬁL[FE’JE%

A RE) BT ?aK’ATEHI‘TE/AT RATBEMUHERT  MRARTNEAT)  FATELUMBAT - SATNEAMEAT - RERsE - PEA

SRR (£8) AEEERZAE (“SASIREB T EIFEERE )

B : AR ANRBLECRAE NEAZRE NIRR

1. BENEN - RENZEHART  ARTEMSAARATMEmESEBHNER / K% ( SR TN REREFHENMERBAER" 80 ) MUK
R’ - 4R - EENRFZEER /R

2. BEENFGENMEARIRAATEMSNER / RERENETRFERNEK ;

3. l‘n]Féﬁ"F}%ﬁ%?ﬁé%ﬂEi%(ETE1E7FEEHA1LJ?TRE/EU$D / SR EEERSE) AANT/EESELNRE - SR EAIRIIBM - Bok - &F - HiEE - BHKE ;

4. BMARTH / BARTEMSRENEOER / RBEMELERF FTREMRESRER - $HEE T EMRESRLN - _E%Hﬁﬂﬁﬁ&%ﬁ?jzﬁﬁﬂ,%
BONEURBARNEAERN - SEHREETRE ; MREANBLERETS (EnSEEMIILPAMBRLNRESRR ) FIBNEN ;

5 FHERETHMBEHK

6. RARTM | AT RETHNER / RENCCERENEmM | ] ;

7. BERTM | ARATEEHT - SRRBTFRNEBENEEHENR ECIBRETHSNIEEMSE ;

8. ERABMAINEMER - BARITARFHALLR N ERNTUERETRS ;

0. BEEMBACHE  HARBIORE - 0A - M6 - BETANIEIER - RBHED SR EBLUNE M TEE S BT B S ME A
FRETRE ;

10. ETBNO / NERZEN / WEHEU ;

1. MRERRNTEBZLEFREAIEMARE ;

12. ME N ER AR ENEUIRPNABIRARRKAEE B L TEME

13. RBF 12T (MHHRG) FEHBMBPBIREFERNRE - ﬁﬁﬁﬁmﬂﬁiﬁ’tﬁﬁkﬁ &

14. B b} TEHEE’JE&%?EE’JEWJEE’J

BEAEMNBZE . EABRBTLURE - BEETEMERZRIEHARET - IBET

1. EEXRSEET ;

2. BMARTH / HALTEM S RENEAER / RBMERE TR HENMRLAN - SEMS RE THEOTRBERBNEATAL ( SEMARES
RBRHEAT );

3. BARTM/ WARTME S REER / RENECLE A8BNFE= - @FHABRRAS - RPN - ESEEQT  REREEKEN

RIS

4, ?T%%%%““Eﬁf%ﬂﬁﬁjﬂ [ NANTIRRETT IR EATE - 120l BIBAIE - Bl - BN - 2 BB - BREPORE - EREHRBNEMRE
AEECIE - EEEE=7 ;

5. BEKERTENLADTBEOEMAS - AMHRAS - SHEEE (EHREREFTNERT ) BEIXRAT ;

6. ANTEMNHEBNEMTERNERNFEA - RES - SHEENREHRE ;
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EBS{REESRHS Group Policy No.

E. {8 AZEi#UZEZ2RF(48) PERSONAL INFORMATION COLLECTION STATEMENT (Continued)

7. RUBEREEE  RAWBHER - RA - R BEFFRSIESIZRIRERRTN / WA R SEE S EEIFLIRENEQRAHNPISE thEE
BT EE B4R (B ENE H‘JZA E—LERITFHMSAEERNBUNEIFISEZENHTNEEWEE ); &

8. HUERMRBEEBNTHBEAMS ;

9. BHREBFEREANNAL - MtMREEESERTERTREMREFERENZER T UREMEREAERR | REEEA - (CENEL ; Bx;
BREEE AL ; Bk ; SRIEN; MISEART ; A0 ; BhEGRAEME  EMRIR AT (RREEE - 28 Lﬁﬁﬁku’ﬁﬁﬁ %IZ$E§EP?§%E’\JEWJA:E ); A
RIRERIA TR M AR R B R A MRS BIE B B2 (REEEZEE)-

B TNEABER TSR HA EMET—7 ( ZHYEMNEEBREAIRES ) - MAltns - BTEERE THERBZEEEBIRS -

B THEAZERGES EXPREN—E=ZEEREENMEZE - IREEA AT SRS REENMERAE TNEAZERNEER  F2R T RE

e B mEREAER G -

AEZREHBMMERBAER | KAATHE :

1. ERAATIAREENE THER  BRER - ERMBRENASER - RSRAMTH - MRESNRBIBLUETEERRH ;

2. MARE  ARTEMANALTIME RS EEHUBERHE NI ENNERMRBETERES (ERHEE EFIZERERE):

@) fREE - % - ]R17 - WEEE - BIKGEE - RE - RRE - G+  EFUREHEERTRE ; &
(b) BREE  RERER BN - BEEE  ZHEREEERTRS ;

3. EMEMMARBRKCBERARATIN / 3 FIEEBRE

(@) EEARLDEEETS ;

(b) B TREE

(© TET RIS 2 RFBINER RIRSHAAT - AATMBSTA LSS RIES B 5
(d =HERE ZFHEEEFAMENERE ; &

() i}ﬁmﬁj‘}zﬁﬁutﬁﬁﬁlﬁﬁﬁw LB EE % 2 ExﬁﬁguEﬁfuu&ﬂﬁ%&m%ﬁﬂﬁﬁf&hf & ;

4. MEBREBEGHOARQSIMN / AARASBEHSRMITE - &t - BUREIE - Bl - B - XY - BFBR - EFEPORTE - BEEEERBFEM
RISEMRIE - FHEEHE=F ;

5 WENNERTERSEETHENEMAS] - FIMARAS - EEENEEN (EHREXNEZRNBERT ) EBRXRAT ;
FTFTBLH#M@“E%$@jﬁﬁﬁ1@5ﬁFTFE’J@/\Eﬂ&TxET {IPE=AFEERFERAZRNEE  MARSIREANNNETERNER MELERAZEER
FEZRERR - BENIRERE TATARINEE - FHEEALATNEAERREEE (FE2RTX)-

BABERMERMEL : R (BAZER (LB ) &6 - %ﬁ'FEEEEH$/\TIE§%E%TFE’M@/\EH BIFEOUAERNER - MREPRATE

BEABENMNEERER - B NEUMZERAATENE F ARSI MFEAERELS -

ERMEENER  HAEREINECK - ERAMSHENBENERN - 9RNEER#E

BAERREEE

b AR ( B ) BOBIRAE

ﬁ% ‘‘‘‘‘‘‘ T ETERSE 33 SRR RIASEAE 24 12

B 5 (+852) 39995519 {HE : (+852) 2892 0520

KRB AENMEERTIEREABENNERNGEER -

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;

6. 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.

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. anyagent, 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

HK-CL-GCLA-13/202412-01 P.40f8




EBS{RE SRS Group Policy No.

E. {8 AEi#UZEEZ2RR(48)PERSONAL INFORMATION COLLECTION STATEMENT(Continued)

agencies;

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

7. any govemnment 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 entitied “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:

(@) 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 out in 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.

ERMEZEE . XA / BOEIRNRMACEELPEWERAERZR (“KER" ) AA / HMARIERLE S A SRBEAZREAMBERAFHMN

BAER  SRESEZEREZENEAMERAA / HMONEAER - KAFEMESEISEIBHFRHIE= EEH (WE ) FIBENER - AA / HMER

WERRABBPRFTLZ BEAA / ZMHOEABRBE 2 EEHRIMABRRAMLE EE AR -

BEERR  ERUTNEZSNES - LURETRE - EB TARERB SEZEHENMERBABR" BOISEZEEHE 2 BNMmERMEHET

E’\J@/\:ﬁ?ﬁﬂr CREEMTAEELE TV, R

Declaration and authorization: |/We acknowledge and confirm that l/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. /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 PICS.

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 A/ #mrREREN tKEBAABRER (28 AEEREENTERBALTR 545 ) BEEEH Y ANMERTREEA / RFNEAL
. AR ERWE TR R ERREM -
|/ 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.

F. ZR{EFTE XIS E CLAIM DOCUMENT CHECKLIST

- v B Basic Documents ; ® PFfffIISZ4F Additional Documents ; * A& Not Applicable

REFRRXH BEREE
Claim Document Critical iliness claim
O e T EZUEE Y ABEERE—ERS Part of this form completed and signed by your good self v
O HFZBEEE VR ERERE _BOEZEBLEREE Claim Form Part Il - Attending Physician’s Statement to be v
completed by the attending physician
O {E8R/ X S/ EiFER WHRR OEE/ BERERERIRSUNEAZE) Laboratory/ X-ray / CT Scan/ MRI/E.C.G./ A
Pathological Reports (if applicable)
O SRAREBEZSHEBIHZEIEZR ID of Insured and Employee (Certified True Copy) 4
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EBS{REESRHE Group Policy No.

G. EHAKIE1# DECLARATION AND AUTHORIZATION

1E#E Authorization

ANEHM - BEHRBREAN  ARANBRMAERBEZRRA (MNE ) ZEUEE (1) £EEE - GEMAEE - Bk - 25 - /RiRAS -
iR1T - BUSHETS - BUTEIPT - SRE MRS - ABEA L NANEREBEIERARANFHMIERREZZMRAZERREE  CHRIERE
POl EERHES - BN ABLETBASREEINROBIRAT (UNEHE "ERT], ) ; 2 EX/SSEITEEE ZBE/HE) &
BEMBEESNEEMN - UM ARERBFEARNEMERKEZRRAETRRZEETME LA - (FREZAANREMERREZZHRA
ZREART - IIREHANFHMZERAREBZARBNRS - WEEENT AR ERIIFEENS -

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. A photocopy of this authorization shall be as valid as the original.

Z20R Declaration
ANEHM - BEFREB/REA  ELEREEE()LE—VBRAREENFABEEE  AREERNHMHEFAE - MAAFFIFTEPR
B HRFEZEHUREREEN ; AANRMBEMANECU-IREREEE  AANHMORBESEELRPHER LSRR | QFANEM
HEAMAFRFHE ZEQER - BREABFR HEFHHNEREEATRRMAES - ERTVARZHAR - HHEBA T AR
RPFRAFNER - EATIRERBAEEZREERRARESE ; QFANEEPELESEATFEHLNBRAANEFREERE
HAEEERMEMNWEREE QANESEARBERMUESRL  REREBREE BEEREBRERRBEFEER ZER - SREE A TER
BRWTE -
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 |/ 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.

H. H#ZEREEZEZBERIE L% E) SIGNATURE (Please DO NOT sign on BLANK form)

AE(MNIFZRES R 18 5k

== LA L) Patient (if other than *REA R&E
Employee employee and aged 18 years old *Claimant Witness
or above)

%= 3E Signature

2 Name

B 178 /FEIRRHS 1.D.
Card / Passport No.

©F Year | B Month | HDay | ©F Year | B Month | HDay | £ Year | A Month | HDay | £ Year | B Month | H Day

B &8 Date

*RIEANERERM%
*Relationship between
Claimant and patient
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BEMD - TZBEREE BIgELER  FAERABES/AE/RBABTEE)
PART Il - ATTENDING PHYSICIAN’S STATEMENT (To be completed by attending physician at the Employee’s / Patient’s / Claimant’s own
expenses.)

A. 7% AE#) PARTICULARS OF PATIENT

1 mAER Name of Patient

2 FEER R Age and Sex

3  B{p:E/ EEBEES 1.D. Card/ Passport No.

B. ERRE Y CLINICAL DETAILS

1 RAZEBEEIRTIENZE We can trace the medical record of patient back to

£ Year A Month H Day
L | 1] L | |
2 BRUEIRMEEHEEEE4 HEA Date of the symptoms first appeared
F Year A Month H Day
L |

3 B ABERARLRIE 2K 52 HEA Date of first consultation for this condition or related iliness

F Year A Month H Day
L |

1 L 1 |

4 BRI EREZEZBARFIRIE Please describe the symptoms and complaints at first consultation.

5 WMAREHEMBAEN?MI - BIRMEZBEZHZ Kt - Is the patient referred by other [1 2 Yes [1%No
physician? If yes, please give the name and address of the referring doctor.

6  :2[Ef Diagnosis

7  {AIGHERZ When was the diagnosis made F Year A Month H Day
| L |

1 S —

8 EIRMHEIEZRIEHER Please state the staging of cancer

9 EERECREEHEMAPAMNMAMSREEHAS? NI - FIRHFMAER - Was there invasion of adjacent tissues? Is so, please provide
detais. 12 ves OE No

100 BERE(GHEBEEZAE RERHER AEEXOHBERLREZEDZHIRESTE) Brief treatment summary (including
treatments, investigation procedures, results, and/or any complications and follow up plan regarding the cancer)
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C. B FZE#ER PROFESSIONAL COMMENT
1 RREESEEREZR  FEBTHEHMRNARHR? ME - BiRHARHZABERIAES - Is the cancer a 0 2ves [O=No
recurrent episode or related to any previous conditions? If so, please provide details of the diagnosis and treatments. =

328 B EA Date of diagnosis/treatments F Year A Month H Day

HIB (BRI /A% /8B R4 R) Details(including diagnosis/ treatments/ investigations and results)

2 BWAZRIEFBERIEMRASZ LICAEAYERE? Is there any patient’s family history which would increase the risk of this illness?

3 & 1ETEH The prognosis of the condition

4 ZREBANERERBRSER IsitHIV related?

D. E{thE&5E % " OTHER MEDICAL HISTORY
1 WABEBEUTIHIE/ZE - Does the patient have any medical history or habit as indicated below?

[ =0 Asthma [] /& Cardiac problem [] # 7% Diabetes Meliitus

[0 Z BT Hepatitis B [] & mPE Hypertension & £252 3F1fT Previous operation
[0 %22 Drugabuse [] s&E&E Drinking [] /=228 Smoking

[0 =zt Family history of cancer ] x5 Unfavorable family history

[0 M EESZ% None D Hthm - 555788 Other disease, please specify

2 ZRACEEELAERIHMtREERESBENBRAE ? I2E - FFilF#15 - Had the patient previously been treated or
hospitalized for the above disease or other major disease? If so, please give details.
H & Dates AE/M(ERFE BEuR/BRaE

#=7® Di . T - .
F Year | B Month| H Day AIOeEED Details of treatment/hospitalization Name of Physician/Hospital

3 BIRHEUE/RIZEZEEEE Please provide details of Drinking & Smoking habit.

B4 B Drinking/ Smoking start date since £ Year B Month
L

H Day
| IS I N — |

£ H F£ Daily consumption (z/E3/18/HE piecel packl bottle/ can)

E. 284 E 1 K EHA ATTENDING PHYSICIAN’S PARTICULARS AND DECLARATION

AANELER - SAAFRHIAE - EMARARMNEIISEE 2280 - WHRE 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.

TEBENER BE

Name of Attending physician Qualification

itk BB ERE

Address Contact No.

TR BEEERER/ZCHEE B £ Year | B Month | H Day
Signature of Attending Physician and ’

Stamp of Hospital / Clinic Date
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