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EEBERFER-PE
CRITICAL ILLNESS CLAIM FORM - STROKE

{REEFFA A& Name of Policyholder Z{RA L E Name of Insured fREE#RSR Policy No.

SIRABE/ #EIRSRES 1.D. / Passport No. of Insured

{RBEDP 7T AE Rl INSURANCE INTERMEDIARY INFORMATION

IRBRE T AL Name of Insurance Intermediary

REEDP T A4RSE Insurance Intermediary Code Mt 48 &8 Contact No.

EZ’AH] IMPORTANT NOTE

IWRBBERAR "% I " RERIE . MIINRERE{EEE - This form is applicable for Dread Disease or Major Diseases benefit riders.
ALERIEEARRFR - HIENTNAEN - SRAREFAEANREANEEEINAUSZZZIEE - Please complete this form in BLOCK
LETTERS. All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.

KEFBRFFAAZ "AAE L & "ERE, 2R MEFBRIASRECEINKHBRAE - The expressions ‘the Company” or “our Company”
used in this form refers to China Life Insurance (Overseas) Company Limited.

KREBFRE SOV ERZRAGREFBENREANER  ITERERE-TAXRNERERZEBRHREREZ EARZERARAT -
Part | of this form must be completed by Insured/Policyholder/Claimant and returned to the Company within 30 days from date of discharge with original receipts
and discharge note.

MZERABTN\ESEU L - SRARGERFBEANERBERREZAPGEER  IRGEART/\EMUT - KPEFREBRFREFAA
AZRAZEEZHENERRZE - IRRANREFBARGEARER HEARBURRERAPHEREET - TIRHEHBAGSR
BH & B84 EEHH - 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.

EXRAREFBENREALBEEZENEE - WEBR—MRBATURSE - RRAZBAERREAREERRERFE RZENE
RAPBEREZEANED ZF - Ifthe Insured/Policyholder/Claimant uses a signature stamp, it must be witnessed by a witness. The personal particulars
of the witness will only be used for the purpose of processing this claim and verifying and confirming the identity of the signatory of this form.
SRANREFBANREBAZEZENEARAT ZLHAERE - The signature of the Insured / Policyholder / Claimant must be the same as the
Company'’s record.

KPNTRRERRZNIBEARIBETREFTBAIZIRA - The Company pays the claim settlement to the Policyholder/Insured based on contract
provision.

REPN AT RITEEB W ARPBFRLAREARLTIEYE] - Receipt of this form by your Insurance Intermediary or bank officer does not
constitute receipt by the Company.

MEFMES  FHE B INHNREBIN ABENRERASE FARFEEAR(852) 39995519 B - EXHNFRB AR AT EERET
BEFFE 313 SRR B A S KE 24 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.

RACIEEBRENILRFR  WEISBERTERANTERNBHET - 7 & AXRASIANE www.chinalife.com.hk 81 E K &R
7K - The Company has the right to update this form from time to time and to accept or to 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.

WA R RABE AR AT ZE - U PXAREEE - Ifthere is any discrepancy or inconsistency between the English version and the Chinese
version of this form, the Chinese version shall prevail.

[ | |
FEAFRE (85 BREERLR (RPEARKAEEMAT 2 RBBRLF) Il I I ” |I l II I I I II “ | Ill Ill
China Life Insurance (Overseas) Company Limited (incorporated in the People’s Republic of China with limited liability) 4012000201

HK-CL-ICLA06/202212-01 P.10of7



{REEHRSE Policy No.

F—HMD - REEN @HSRA/GESAA/RENER)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder/Claimant)

A. Z{RAER PARTICULARS OF INSURED
(MNZRABREBFBEABR—A - EEHELEERD) (Complete if Insured and Policyholder is the same person)

1 F# KR Age and Sex of Insured

2 E#48EEE Contact phone no.

3 B (MZAER) Occupation (Compulsory) T (BB F) Business (Compulsory)
4  FR{EHEER Type of claim [0 ===/ New Claim [0 ==& Further Claim
[0 #53RB22 Pending Claim [0 =#t/%# Review/ Appeal

5 (%8 / HE Nationality / Region
[0 & chinese O ZEUS. [ Efith Others(355ER8 please specify)

6 BRIE{EHE({E A) Current Residential Address(Individual)

1 City EdZX Country

7 BRTKAME({EA) Current Permanent Address (Individual)
(AN E B K A (A )2 B AT B fE I (B A) AR - IE LE4H) (Complete if different from Current Residential Address (Individual))

T City B Country

8 B ik Mailing Address
(i@ ik B B Ay B (E M HE (BLA) R @) - SEE LEH#) (Complete if different from the current residential address (Individual))

1 City EIZX Country

B. {REH AEMR PARTICULARS OF POLICYHOLDER
(MNZRABREFAABAREA - SHELEER{D) (Complete if Insured and Policyholder is NOT the same person)

1 FE#H KRR Age and Sex of Policyholder

2 B48EEEE Contact phone no.

3 HZ(XEIES) Occupation (Compulsory) fT# (Wh7EIEE) Business (Compulsory)

4 [E%E / MIE Nationality / Region
[0 < Chinese O ZE US. [ Efth Others(355EAB please specify)

5 HBrRIEEMUEA)/ BREE it (E% 8 4) Current Residential Address(Individual) / Current Business Address(Business association)

W City B 2% Country

6 BRIKAMI(EA)/ BRIt TS Z s S R it it (B SR AR ) (4N B AU (i (fRLA )/ B B & s sth it (R SR 4B 480) R 1R - SH R UEH)

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))

W City B 2% Country

7 @R Mailing Address (¥1#EaR it IEER B AT ik (AN )/ B AU it it (R 2 40 488) A [ - SEE LEH#) (Complete if different to the
current residential address (Individual) / Current Business Address (Business association))

T City EIZX Country

[ |
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fREE#RIE Policy No.

C. 7RAEEE KB RAE ! NATURE OF ILLNESS AND RELATED INFORMATION

1  fRAEZTE Name of iliness

2 EHIAEAR Please describe symptoms

insurance company for similar benefits? If yes, please give details.

REZ/AS]ATE Name of Insurance Company  fREBSEAS Policy No. RIEFERI R RPEEEE Type & Amount of benefit

3 EARIRFREYA LR ? When did these symptoms first appear? £F Year A Month H Day
L 1 | 1 I} 1 L1 1
4 I BE/BRAVER The physician/hospital first consulted for this injury or illness
K52 H#A Date of consultation: F Year B Month H Day
-~ L | | |
B2 4 /B2 P 2 # A 33k Name & Address of Physician/Hospital
5 HttZ2AlESBEHEMNRRAIELE/ERER Other physicians/hospital consulted for this or similar conditions
k72 H 8 Date of consultation: F Year B Month H Day
- L | | | I |
B2 4 /B2 P 2 F A 33k Name & Address of Physician/Hospital
= HitnREATRFREMUNRE? 55 - FIRHEAEY - i i
6 RBTREEEMREASRFEMNRE? &5 @ BIRHEFHMER - Areyouinsured with other [1 = ves 0 =

D. @M 7T\ PAYMENT METHOD

for each claim submission. For any unspecified instruction, the payment will be issued by crossed cheque in HKD and delivered via Insurance Intermediary.

FEMEREEPHEE—HEERESMAN - IARAFRIETR  BEZEBRER TR RB R T T AEIE - Please select one settlement options

1 HBEEjABR DIRECT CREDIT

O sz Frs*

Policyholder/Insured

$R 172 Name of bank #R1T4m5% Bank No. 24T#m5% Branch No.  #R1TER P RAS Account No.

EREFEAN/ZRARBEZTCWEEREDO To a registered Faster Payment System (FPS) account set up in Hong Kong held by the

IRPHAARR(PX) WEABREFBA/REA) IRPRBALR(EREX) WEABRERBEAN/ZRA)

Name of bank account holder (Chinese) (Policyholder/Insured Only) Name of bank account holder (English) (Policyholder/Insured Only)

D EIREAMIRIT 2EITTFE O TRANSFER TO HKD ACCOUNT IN LOCAL BANK*
EREFAEN/ZRAREBHEIIAEITTE O To a HKD account set up in Hong Kong held by the Policyholder/Insured

#8472 % Name of bank #R1T4m 5% Bank No. 4T #wm5% Branch No. #R1THR B3RS Account No.

RPHBARR(PX) WARFREFBA/RREA) RPHBARREX) WARFREFBA/RREA)

Name of bank account holder (Chinese) (Policyholder/Insured Only) Name of bank account holder (English) (Policyholder/Insured Only)

u| ZE[E TELEGRAPHIC TRANSFER * TJ/? https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim T & 48 B 2= 4%
Please download related application form from https://www.chinalife.com.hk/customer-service/forms-download/payment-collection

(*) &F Remark:
1. IRITIRPEBANERREFBEAZERA © Bank Account Holder must be the Policyholder/Insured.

card/monthly statement/ passbook with account holder name and account no. is required.

2. BRHRSEPXY - WHBREFAAGRIZERRPMIBIRTT F/B 4 /7518 - Bank account document(s), such as bank
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fREE#RIE Policy No.

D. B X (AE)PAYMENT METHODS (Continued)

3. MARBEHERBERRTIRFFHEARRERBANREATEAHREAINEIAR - BARIEFLEIREBTZRH R - f

there is insufficient information to identify the ownership of bank account belongs to the Policyholder/Claimant or direct credit is failed for any reason, the

payment will be issued by crossed cheque in HKD.

4, YEED TEER, HER - BEARLITEIE : Ifyou choose to receive the payment by  “FPS” |, please note the following:
41.7E#ER O RBEARENEERETHIARBHNSE BERXSHTHE LRAETI AR 1,000,000 “FPS” isonly applicable
to the payment in HKD or CNY. The maximum payment amount of “FPS” is HKD/CNY 1,000,000.
42. FBIFRANREBEEBARAREEIRE - Please note that CNY currency is only applicable for CNY policy.
43 RBERARAME - WEMIIPBEER "EER, MERBFIRITIRS - PEFI5EAARMIRITE® - 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.
44. BERZRFEEEREERRITMAESRE BRI /t/0 A REIRITEH - The actual time to receive the payment may vary among banks.
Please enquire relevant bank before application.

5. WIEEFED TEEFAMRITZETTEO L ARER - RERARAKMBAIIAEITE DO - Ifyou choose to receive the payment by “Transfer to

HKD Account in Local Bank”, only applicable to the HKD bank account registered in local bank.

6. NATHIBERES AR HERRALRIRERE - Our company reserves the right for final decision of the claims settlement option.

A $R1TEI4 ST 2= HK LOCAL CROSSED CHEQUE

2

FEFRE BEEEIE Preferred Settlement Currency

[1 s=&% po ] BEEEPBEASREB(BINRHBIRASBAZEEZRELE)

RELH Policy Currency Hong Kong Dollar (at monthly fixed rate of China Life Insurance (Overseas) Company)

[0 #MBEZ=FRHBEPLREL Collect Cheque at Customer Service Centre in person (J{RE 2 E B LA BEHEHXBE - MREFAAGR
TEREMNFE  AIEFENSERASMN B REFAATRSNEBEXXEREAATNEEE B R /O UESZE ) (Ifthe Policyholder
purchased the policy online or via direct marketing, and has not completed the identity verification, the claim payment will be made by cheque. The Policyholder
should collect the cheque at our Hong Kong Customer Service Centre by presenting the identity document.)

[0 ss#es =224 A)5EEX Pick up cheque in person by authorized person

REALH REABAEER REAS G FRRSHRES
Name of authorized person Contact no. of authorized person I.D. no. of authorized person
#{F Wan Chai [ *Efthith26*Other Location:

*58 58 www.chinalife.com.hk B9 T B64&FAFS L > TBAE DL BEREEBEAREMMMEEMNEE D /O(UFA) - *Please visit our website www.chinalife.com.hk
“Contact Us” > “Our Customer Service Centre” to obtain information of other Customer Service Centre location(s) in HK (if any).

OO0 #m=ZReszer®:aRinit Maito correspondence address registered in our Company
O &R AEE Deliver via Insurance Intermediary
O m@oaxamEy @BiEeRTHTREN AS) Deliver by bank ofiicer (Please state the branch and bank officer)

#84717 Branch # A 8 Bank Officer

3 HhsEFA T OTHER PAYMENT METHODS
[0 BARERBE EERRE—REFAAZTENZRE BEERERDS - MM FRERKSEERERE - ) Offset the premium and
Levy (only applicable to inforce policy under same Policyholder, please specify the policy no.. The Premium Levy has been included into the Premium

Payment.)
REBSRAE Policy No.

[0 =t - 553788 Others, please specify

AR ZEEZE - TR} hitps://www.chinalife.com.hk/zh-hk/customer-service/forms-download/payment-collection & M 4& BISEEN S A = 1 °
Please download “Special Payment Arrangement Request Form” from https://www.chinalife.com.hk/customer-service/forms-download/payment-collection if apply
for Uncrossed Cheque or Demand Draft.

E. B AEiUZEE2RA PERSONAL INFORMATION COLLECTION STATEMENT

ANERMEICHBRBL "PREASRE (8% ) ROBRAT ) WIREBABRER - BESHREANWERAZERER  o/R
https://www.chinalife.com.hk/zh-hk/privacy-policy &34 @B AZRIE (7850 ) RODBRATIZEEN - 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/privacy-policy or is made available upon request.

| | [
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{REEHRSE Policy No.

F. USHR{E A P& {REZE COLLECTION OF PREMIUM LEVY ON INDIVIDUAL LIFE INSURANCE POLICIES

KANEMEEWT  ELATMRBEEERBRUZEOBUREFBEAMBTANBUREAW "RERHE, (T "#E. ) RBW

HMHER S EHERITZE - RBEEE RO LARBARGS - AN ANREFAREEEREROABNREFAEABRXRLE
ZHUIR - BEAWEIEENFE - FABPEAS(BINROBRATNER

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. 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.

G. RI&EFFFBE XIS E CLAIM DOCUMENT CHECKLIST

- v EAR# Basic Documents ; ® FfifIISZf4 Additional Documents ; * “A3EFH Not Applicable

REFAR XX BEEAR TR A A BINE RS O IE) BEIEE
Claim Document (Documents can be certified at our Company’s Customer Service Centres) Critical iliness claim

[0 s EZ W EE 2 ABERE—EBS Part | of this form completed and signed by your good self v
O HIZBLIEE Y EEPFERE _SMHERZBEIRESZE Claim Form Part Il - Attending Physician’s Statement to be completed v

by the attending physician
O B8/ X Y/ EImE WAOHHER O EE/ BERIERBRRS (@B E) Laboratory/ X-ray / CT Scan / MRI/ E.C.G. / v

Pathological Reports (if applicable)
[0 REIEASR EEL R AR (IR AR #11F 88 IE AN) Original Policy or Policy Lost Declaration (if unable to provide original Policy) o
[0 stE ek~ BREIBFE (GRS ) Self-Certification Form(For Claims) for Common Reporting Standard (CRS) °
O SRARREZREAZSHBIETHIZEIER) ID of Insured and Policyholder (Certified True Copy) 4
H. EBE X 1%# DECLARATION AND AUTHORIZATION
5 Authorization

RANFEM - RRAMREFBENREA  ARBANHMAREREEZREANB)ZLEE (1) HOEE - cEMEE - Bk - 20 - /IR AT
ER1T - BUSHRS - BUFEFT - st EME - HESA L - NANBESNEERUEEANHEMEARREZRFEAZLHE - REHERE - 1905%
SERREM  BUREREPEASRE (5B ) ROBRAT (UTEHHE "E2T . ) ; 2 E/ATHAUEEEZEBREEERRESE
B8P - O ARERFERNRMERREZZRRAETHBZEBETGRAE - FREZRNRFERBREZZHRAZBEARD « IR
BHARANRMAZEAAREBZAERBAORS | MERARMETHETHENS - WEESDNENT - BRESNENRAIERITERSEN
77 = | /We, 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 is 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 appointed 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. 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.

A Declaration

RANFEM  RRAGREFBENREA - EEBERREER( LA —TIRAKREENMEESR - A AARMBRFME - A AP
5 HASEZZRURERN , AARMBAMRNET-IEREEE  AA/RMOERESEELRPTBERLHRA ; QFAZRMBRETA
FREE ZEERR  MREARFR DERRIE AL ERATRRMMAEN  EATAARELNR - EHBEA L FERBEENURPHERMEFNE
B BEASIREE I AREEZ KRB AEERE - 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.

I EFEZEZE B RE LEZEE) SIGNATURE (Please DO NOT sign on BLANK form)

SR A(FH#2 18 B L) REFAAN | RIEA* REA
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

%5 Signature

%2 Name
SHE/ERMKE LD Card /
Passport No.
F Year | A Month H Day F Year | A Month H Day F Year | H Month H Day
H4f Date

*REANEZEANRERB ARG

*Relationship with Insured/Policyholde|

| | [
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{REEHRSE Policy No.

FEEMY - TZBEREE HEZBLEEE  FIAERARAZRRA/REFSEA/REABITEIE)
PART Il - ATTENDING PHYSICIAN’S STATEMENT (To be completed by attending physician at the Insured / Policyholder /
Claimant’s own expenses.)

A. A E ] PARTICULARS OF PATIENT

1 %% AL Name of Patient

2 FE KRR Age and Sex

3 Bf3:8/ #HREREE 1.D. Card / Passport No.

B. ERFRE Y CLINICAL DETAILS

1 RAZEBER R OIEHZE We can trace the medical record of patient back to

£ Year B Month H Day
I I I E— | I E— I E— |
2 BHRUYIRMEEH 4 B EA Date of the symptoms first appeared
£ Year B Month H Day
I I I E— | I E— | I E— |
3 WABXRBRLLRE 2 K52 H 4 Date of first consultation for this condition or related illness
F Year A Month H Day
I I I E— | I E— I E— |

4 FBHEFARPERE2EZBARFIFRIE Please describe the symptoms and complaints at first consultation.

5 WASEHEMBEEN ?UNE  FiREHZBE 2B Rithil - Is the patient referred by other [ 2 ves [1 = No

physician? If yes, please give the name and address of the referring doctor.

6 2[R Diagnosis

7  {dJRFHERZ When was the diagnosis made F Year A Month
| L

H Day
I

8 BANRREEHTIIIERSIE? Is patient's illness resulted by below conditions?

(1) ESEE MRS TR M S| EAYASEPAEAR cerebral symptoms due to transient ischaemic attacks O 2ves O &no
(2) RO ER Z M LS BEBETRIE any reversible ischaemic neurological deficit O 2ves O &no
(3) E{REER S | B AYREEBAEAR cerebral symptoms due to migraine O 2 ves O &no
(4) HIRHFMEHAELRRINAEERTZEMMEER vascular disease affecting the eye or o
. . : O 2ves O &no
optic nerve or vestibular functions
0 SEAEMMSEAIEE? M2 - FEIZOEMER - Was there any neurological deficit? O =2ves O = No

Is so, please provide details

2 ZMEHEERERERBAKAN? IR - BRMZBERNSHERZ X - Was there any permanent neurological deficit? Is so, please provide

details for how long such deficit lasts for. O Z Yes O & No

1 BRAFHEPEZEE  BEREER  AEEOHBERERE ZERZNIRERTE If so, please provide treatments, investigation

procedures, results, and/or any complications and follow up plan regarding the stroke)

[ || ||
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fREE#RIR Policy No.

C. B FZE%EER PROFESSIONAL COMMENT

1 BRTESEERERE  NEBETEHMRRERH ? NI - FIRUAMZAEBHRIEEFE - Is the stroke a ]
recurrent episode or related to any previous conditions? If so, please provide details of the diagnosis and treatments.
328 HHA Date of diagnosis/treatments F Year A Month H Day

1 1 1 1

B (BB /S8 /M E K 4 R) Details(including diagnosis/ treatments/ investigations and results)

2vYes & No

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

3 J®1ETEHRI The prognosis of the condition

4 RZEEBEANRRERIERBAER IsitHV related?

D. EfthE &% OTHER MEDICAL HISTORY

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

[ i Astima [] s Cardiac problem ] #&PR % Diabetes Melitus

[0 ZEAF3% Hepatitis B [] =M Hypertension [ 12531 Previous operation
[ %= Drug abuse [] &E&B1& Drinking [] ®A=&B18 Smoking

[0 =z#&t4siE Family history of cancer ] x5 Unfavorable family history

[0 M EERA None [] Efh#s - FEaRAA Other disease, please specify

2 BRRASHREELMERIEMBREERESBESERAGE ? MEF - [FilizE15 - Had the patient previously been treated or
hospitalized for the above disease or other major disease? If so, please give details.

H 45 Dates 7 Disease AR/ RS BanR/EREE
£F Year | A Month| H Day ) Details of treatment/hospitalization Name of Physician/Hospital

3  FRIRMHERE/IRIEZER¥1S Please provide details of Drinking & Smoking habit.

H 1894 8 Drinking/ Smoking start date since F Year A Month H Day
L | | L |
2 H FA £ Daily consumption (2/€1/18/# piecel pack/ bottle/ can)
E. 28B4 E R ATTENDING PHYSICIAN’'S INFORMATION
TEBENSE BE
Name of Attending physician Qualification
ik AR ERE
Address Contact No.
CEEYRE/BEREE £F Year | B Month | H Day
Signature & Stamp of Attending B3
Physician/ Hospital 25
[ [
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