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& A P92 RS {E R 5 3% INDIVIDUAL OUT-PATIENT CLAIM FORM
{REEFFA A LR Name of Policyholder Z{RA S Name of Insured {REESRES Policy No.

Bl msssammEe
B ISR @

 ERERER -

ZIRAB D&/ ERSENS 1.D. / Passport No. of Insured

fRBE {77 AZE 1 INSURANCE INTERMEDIARY INFORMATION

{RB& 1P T A %EZ Name of Insurance Intermediary

R /T A4S Insurance Intermediary Code Rt 4% B8 5E Contact No.

EZ/AH IMPORTANT NOTE

- EMUEBERAPRER  FOERIBEENR  RERARGREFBEANREALEEEINUEZRZIFE - Please complete this form in BLOCK
LETTERS All amendments should be endorsed by the Insured & Policyholder / Claimant in full signature.

- AEBBERPFRZ "TARAT. 5 TERE ) ZRMETPEASRECEINKHEBRAE] - The expressions “the Company” or “our Company” used in this
form refers to China Life Insurance (Overseas) Company Limited.

- ABBEREHIVRABRRRARGREFSBANREANESR - UERPMZZERBE—B/\+HARNEFAR ZERXHERAAT - Part | of
this form must be completed by Insured and Policyholder/Claimant and returned to the Company within 180 days (both days inclusive) from the date of out-patient
consultation along with the relevant supporting document(s).

- MBRASTN\ESM L SRARFREFBEANERBEBREZASRFR  IRRABT/\REMUT  APBERERREFAARZR
AZEFEENERBREE - WRRARESBEARGEARER  HERARBUNBERAPBERART - WIRMHEAGERRELEER -

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.

- REFBAAZEZENWERKRNT Z4EHEE - The signature of the Policyholder must be the same as the Company’s record.

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

- MBETER - FE B NWERED N ARSI BER AT E P RIEE4R(852) 39995519 B - HEZMNFRB KB EFS TR B EFHEFE
313 SR l/\ﬁj(f 24 712 | 2ERYITEHEREEE 24 508 FIREKE 35 1 - 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.

- AASIAHEBERENILRHR  TEBRNE RN AT EKRNEBFER BT ARAST AL www.chinalife.com.hk 18 & &l & hl 28 - The Company
has the right to update this form from time to time and reject the form if the Companys requirements are not fulfilled. Please visit our website www.chinalife.com.hk to
view and download the latest version of the form.

- MPESRABE AR AR - — 1A ST hRAS B #E - If there is any discrepancy or inconsistency between the English version and the Chinese
version, the Chinese version shall preva|I.

—Efn - RIEEWN BHSRA/BEREA/REANED)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder/Claimant)

A. —AR &} GENERAL INFORMATION

1 SZREAFEH KB Age and Sex of Insured R442EESE Contact Phone No:
2 ZRIEBFELEA Type of claim [0 ==& New Claim [0 === Further Claim
[0 #3RB=2 Pending Claim [0 =itt/Z % Review / Appeal
3 iE it Mailing Address
I

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

B. PIR2E 1l OUT-PATIENT INFORMATION

Fr4% No. ﬁ?\x{e‘elilr%ﬁﬁc oh;::tlr:atioan DDaat; B4 1% Doctor's Name $LBf Diagnosis ﬁgfl-m;)ount
1
2
3
4
5
BEE Total

BERHIZABHEZBEWBIERUWE ENESRABRARS ZEHE BEEZE/EE - 2K BER £ %8)Please submit original receiptissued
by doctor (Name of patient, consultation date, doctor’s signature & chop, diagnosis & amount must be clearly stated on receipt)

C. Efth¥# OTHER DETAILS

6 BTAGBRAR-—SWIBMEEOHEHMRBATRE ? NI - FIRAHFMER - Have you claimed/ will [ 2 ves 0 =N
you claim from other insurance company for the same incident? If yes, please provide details. =
R /AS]) B/ Name of Insurance Company {REESRES Policy No. IRIEEERIKIRIEEEE Type & Amount of benefit

D. BEF7A T PAYMENT METHODS

AEMERIEEBFEE TR AN - IARAERER - BESLETIARIZETEN - WARMRBEH T ABEIE - 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.

AEFR#EL1EEIE PAYMENT CURRENCY OPTION ( WN#RETHR - FERGLUEBMEEEIL - If not specified, payment will be issued in HKD. )

O ®=msus policy Curency [ 3% Hong Kong Dollar

1 BE&) AR DIRECT CREDIT

#R17 %78 Name of bank #R1T4R3% Bank Code 73 1T#m5% Branch Code S [ 57%A% Account No.

L | | | L | | | L | | | | | |
IRPFHAARR(PX) WEABREFBEAN) IRPFAARR(ERNY) WABRERFEA)
Name of bank account holder (Chinese) (Policyholder Only) Name of bank account holder (English) (Policyholder Only)

[0 smir rPs
D EIREAIIRIT ZIRE TRANSFER TO ACCOUNT IN LOCAL BANK
D HEIREAXNTIE B 2 FERULFERFE TRANSFER TO DEFAULT PAYMENT ACCOUNT REGISTERED IN OUR COMPANY
L3N
1. IRITIRPIFBANBERREFREAA - Bank Account Holder must be the Policyholder.
2. WARBEHAERBERRITRSHEARREFAEATEMKREAINBEAR - AERIERUBRZEZH LD - 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. WEEIEDL TEEEUR L, S INEEFR Ifyou choose to receive the payment by “FPS’,
3. TEER, REARENEEAETHARBHNSREE  SERXSEE LIRSETSLARY 5,000,000 - “FPS” is only applicable for
payment in HKD or CNY. The maximum amount of each transaction is HKD/CNY 5,000,000.
32. AR AR KEEBANRARLEIRE - Please note that CNY currency is only applicable for CNY policy.

4. NEED| TEIREARMIRIT ZERE 1 FNEH If you choose to receive the payment by “Transfer to account in local bank”,
41, BIRMIEFEBPE - NMHBRPFAALR/ETEREESRBRIRIT R/B4EE/7F1E - Proof of bank account document(s), such as bank
card/monthly statement/ passbook with account holder name and account no. is required.
42. MEERB BT ARELUINGE - SRITAAWEWANFEE REFRIBRBBERABTEIE (W& ) - 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).
4.3. MEIRAMLTN - HEFEERRERIGRENAMFIEFBEMER (2038 A ) - Administration fees and losses caused by exchange rate
would be deducted from the payment amount in case of remittance failure (if applicable).

HK-CL-ICLA10/202511-01 P.20f4




{REESRES Policy No.

D. BEF75 Z( (48) PAYMENT METHODS (Continued)

1 B#)ABR (48) DIRECT CREDIT (Continued)

D ZE[E TELEGRAPHIC TRANSFER
TJ A https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim T & "B ERARFZERF R L -
Please download “Claim Remittance Service Application Form” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim
D EEEEIRITIEIRERIRTS GREATER BAY AREA CGB CROSS BORDER REMITTANCE SERVICE
]} https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim & "IBREEIEEMRIERHFER (REARSAENE
EEEIRTIRFEF) 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 KiER{TEI4RZZE HK LOCAL CROSSED CHEQUE

[0 HREREF=PR# D0 IREL Collect cheque at Wan Chai Customer Service Centre in person
(NREEEBHLEHERABE  MEEFBEADARTHAENRE - RIBRAUXELALN - WHERERFAATRS0ERX Y
HEANTEFRESOUENZE - 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=xrEA) JEFEER#IEDOSEEY Pick up cheque at Wan Chai Customer Service Centre by authorized person

REABH AN B KBNS ERASHRES
Name of authorized person Contact no. of authorized person .D. no. of authorized person

TR EIRE B FCAYBRR A Mail to correspondence address registered in our Company
A RBR 1 T A EEIE Deliver via Insurance Intermediary

HBEEIRTHTEI (FBIEERTTH1T) Collect cheque at branch in person (Please state the branch)

OO0

#R47217 Branch

3 ELfth OTHERS

E] EEFECEIRE FUND TRANSFER TO POLICY
BEARE—ERAZ NTENZFRE - FEERERD - IBEMRERCSSHERERE - Onlyapplicable to inforce policy under the same payee,
please specify the policy no.. The Premium Levy has been included into the Premium Payment.

L | | 1 | 1 1 | | 1 |

[0 FEEEZZ= / EZXE UNCROSSED CHEQUE / DEMAND DRAFT
58 https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim & 4% Bl SRER 5 FLERFEF 1 - Please download “Special
Payment Arrangement Request Form” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim

E. {8 AZE#UIEZRR PERSONAL INFORMATION COLLECTION STATEMENT

AANEMERICSHBRBE "PEASRRE (B ) ROBRAT . WREBAZERER - BEASRTRANKREBAEREZER K
https://www.chinalife.com.hk/zh-hk/privacy-policy/personal-information-collection-statement-clio "~ &3k a0 Bl A RS (585 ) RO BEREASTZEE - /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.

F. EFE1ER(EER DECLARATION FOR ELECTRONIC RECEIPT

O x=Ame SRAREFEANRBABLERSRES T ETEEAK—IE  AE2ERDEERE R KEL O SBR L BEE
RULHE - I/We, the Employee/Patient/Claimant, confirm that the electronic receipt(s) submitted for this claim application is/ are the sole receipt(s). The clinic / hospital of this
visit has not ever or repeatedly issued the original paper receipt(s) for the same visit.

ANEM DRAREFBENREANBRRFREREATIN M ERNARKEZEERMEN  WRAOEMRB AT BETERRE -
I/We, the Employee/Patient/Claimant, declared and guarantee that apart from our company, I/we have not filed/ will not file the duplicate claims against other insurance companies
or institutions concerning the amount to be claimed in your company for the said electronic receipf(s).

ANEM RAREFANREAFGEN HMBAA LR RABSRESEATMZERNBEKZ 22 HEE  WEERE 2 —UIEAEER -
I/We, the Employee/Patient/Claimant, undertake that if the above statement is incorrect, I/we are willing to refund the full claim payment for the said receipt(s) to our company
and bear all related legal liabilities.

G. WHUEIASF{RE & E COLLECTION OF PREMIUM LEVY ON INDIVIDUAL LIFE INSURANCE POLICIES

ANHMEEWE  SRATEMRBERERSERUEEOBURERBAMTANBRURERNK "REHE , (MHE "&E&., ) RERENEER
EEHEITZE - RIGEEERIM O LARBARGA - KREFNIXNRIEFSESERKOEFNRERAAEBN KRL ARSI - BRI
MEABHZEE  BABTEAS(EINRHBRATIAAE htips://www.chinalife.com.hk/zh-hk/customer-service/useful-information/premium-levy ° I/We hereby
notified that: China Life Insurance (Overseas) Company Limited, as an authorized insurer, is statutorily required to collect Premium Levy (“Levy”) from policyholder on behalf of
the Insurance Authority ("IA") and report to IA. IA may take legal proceedings against policyholder in respect of any outstanding Levy as civil debt and may impose pecuniary
penalty. For details of the collection of Levy, please refer to the website at https://www.chinalife.com.hk/customer-service/useful-information/premium-levy.
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{REESRHES Policy No.

H. EAA K21 DECLARATION AND AUTHORIZATION

%1 Authorization

RNFHM  RRAREBFANREAN  ARANBEMBERREZZRA (WA ) ELEE (1) TOEE - ZMEE - Bk 27 R
BRAT] - RIT - BURHS - BUTERPT - SUN olsEM B EAREUBEBARNRMIERMEZZRAZCE - REEERE LS - A
PAL  HOBZEEREMR BRURBRAEPEASRRE (085 ) RUARAS (UTEHE T828.); 2 EATRHITEEEZEER
(BB B S LR - OIMAREBRFERANRMERMEZRRANETIAR ZEBETME L - (FREZARNFHMIEARBREZ
RHRAZEBERR WEEHAANBRMAZERAREZABRBARS - WEEENFHN AR EXRTGERENT © IWe, the
Insured/Policyholder/Claimant, represent me/ us/ the Insured under 18 years old (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 may be aware of or has
any records, knowledge or information of me/us/ the Insured under 18 years old to disclose, release and transfer such information to China Life Insurance (Overseas)
Co. Ltd (“the Company”); (2) the Company or any of its designated medical / para-medical examiners or laboratories to perform the necessary medical assessment
and tests to evaluate the health status of myself/ ourselves/ the Insured under 18 years old in relation to this claim application. This authorization shall bind the
successors and assignees of me/us. A photocopy of this authorization shall be as valid as the original.

5 BA Declaration

ANFHM  ZRARBHAANREA BLEBRREE() LA —RTEKEBHNFEEE  AREEANEMBRFRE - AN
FRENFRS - IRBEZEHNWRERN ; ANBEMPBPAMKRNFOT—EEREEE  ANHKMOEFESEEARSRFR FREA ; QFA
ROEMEAAPEL ZETER - BREABFRLERFEEREEATRERMAAESN - ERATARZHAR - HHBEA LT ABERMIIE
MARPFRABNER  EQTUBERIAEERZREERREPRE; 3) UANHKMPRENERNEEOAALAERNERZE - EQTH
BEBARERBRAERRNHMREETASEEZEER - 4) AANRMARERESATTARANEMERZERDER R85
AEEEFTE M AEAIE K - RIESEREITED - 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 that if any information given is untrue and/or has
been withheld, the Company reserves the right to decline my claim application and/or request a refund of any claim amount paid. (4) I/We agree to indemnify the
Company against any loss, claim and action resulting from any false, misleading or incomplete information provided by me/us.

I HEFEZEZE B RE EZEE) SIGNATURE (Please DO NOT sign on BLANK form)

ZIRA(FHEL 18 I L) REFAAN | REAY REA
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

%52 Signature

%2 Name

B 375/ 8 5555 1.D. Card / Passport No.

% Year | HMonth | HDay | % Year | HMonth | HDay | % Year | A Month | H Day

HHA Date

*REANAZRANREFAAREG

*Relationship with Insured/Policyholder
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