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EEBERFER-IIER
CRITICAL ILLNESS CLAIM FORM - KAWASAKI DISEASE

{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

- IERBRERR "SRR L MINREES{EERRS - This form is applicable for Special Diseases benefit riders.

- BUEREREARSRER - HUERNIAER SRAGREFAANREANEEERXNAUEZZIEE - Please complete this form in
BLOCK LETTERS. All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.

- RBEFERPFAAZ AAT 8 &8 2R IMIETEASRECEIN I B FR/A S - The expressions “the Company” or “our Company”

used in this form refers to China Life Insurance (Overseas) Company Limited.

- RBFEREBAOLEERZRANREFBEANREANER  UHERERE-+TRARNEDER ZEBREHRRAEZERZRAR
AT © Part | of thls 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.

- MRBHRAST\EBUL  SRARREFEAMNERBEBRRZEABBE  NIRRABT/\ELUT - KPBEREHRE
BAARZRRAZRESS f%%%)\iﬁ%&”%f MZRANGREFBEARGEARER  HEAFRBUABERSEKBRFELR
¥ WIRHREGEIEMESEER - Ifthe insured is at or above age 18, the Insured and policyholder must complete and sign this form by his
or her good self. If the insured is under age 18, this form should be completed and signed by policyholder and the insured's parent/ 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.

- BERRAREFANREADEBEZNRE  VWRBA—NURBEATURRE - REAZEABERAIAZHAREERREBFRZ
E*[IEE RABEREZEANS /D ZF - If the 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.

- ZRANREFBANRBAZEZENRBEKRNT Z4HFHEE - The signature of the Insured / Policyholder / Claimant must be the same as
the Company'’s record.

- REBENATIRTELBWBARPBRTIARNERAR AT ESULE! - Receipt of this form by your Insurance Intermediary or bank officer does
not constitute recelpt by the Company.

- MAEETER FE BTITHNRRP T ABBNBERASIZ PRI ENAR(852) 39995519 B - EXNERB AR HFESTEE
HETHERS L 313 SEh B A S KIE 24 F12 - Ifyou 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.

- RNASEHBREMILPHER  UERHEBRATEANTBRKNBBER - BEARATAILE www.chinalife.com.hk 2% K &
BHThRZS < 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.

- MhEXIRABTAIEEH AT ZE - D SXAREEE - If there is any discrepancy or inconsistency between the English version and the

Chinese version of this form, the Chinese version shall prevail.

FEAFRE (850 RBERAE (RPEARKNBEEMAZ 2 REBRAT)

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

= m
= (LT UL L
4012000201
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fREE#RIR Policy No.

F—EMn - REERN @SRA/GEFSEA/RENER)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder/Claimant)

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

1 F#RMR Age and Sex of Insured

2 Ft48EEE Contact phone no.

3 MR (AZRIER) Occupation (Compulsory) T (W AIERE) Business (Compulsory)
4 FE{EPFELER Type of claim [0 ==%=1E New Claim [0 === Further Claim
[0 #3822 Pending Claim [0 =#t/Z# Review/ Appeal
5 [EI%E / HiE Nationality / Region
[0 E Chinese O ZE US. [ Efth Others(355ERA please specify)

6 ERIFEEHE({EA) Current Residential Address(Individual)

i City EIZX Country

7 BBk ({E A) Current Permanent Address (Individual)
(M E UK A ik (fE A ) B pi B it ik (B )R E - 3EE=IEE4H) (Complete if different from Current Residential Address (Individual))

s City EIZX Country

8 iE it Mailing Address
(dn3E A ik £ B AU fE (it ik (1B A ) R - SEES LE##) (Complete if different from the current residential address (Individual))

W City B 2% Country

B. {REHRF AEMR PARTICULARS OF POLICYHOLDER
(MNZRABRERFBEABARBA - EHELERD) (Complete if Insured and Policyholder is NOT the same person)

1 E# KRRl Age and Sex of Policyholder

2 I4REEEE Contact phone no.

3 E(WZAER) Occupation (Compulsory) 1T (W EIEE) Business (Compulsory)

4 (% / ME Nationality / Region
[0 = chinese O ZEUS. [ Hh Others(355AB please specify)

5 BriEEutdEA)/ a2 4 48) Current Residential Address(Individual) / Current Business Address(Business association)

s City ElZX Country

6 BREEKAMUEA)/ BRI 7T 2 RS R it b (S S AR A4) (N2 B B R 4 stk (fBLA ) B B E s th it (B SR A ) R [ - SERUEHH)

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 @ik Mailing Address (MN#ERA LR BRI B M HE(EA)/ B B it (2 A 8) AR - 3EZ L) (Complete if different to the

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

i City EIZX Country

|
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fREE#RIE Policy No.

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

1 JREERZTE Name of illness
2 FEMMERR Please describe symptoms
3 EAR{OIRSFAYA L 3R? When did these symptoms first appear? <F Year A Month H Day
L | 1 | | 1 1 1
4  YIREBLE/EBRIAYEN The physician/hospital first consulted for this injury or illness
K72 H A Date of consultation: F Year A Month H Day
- L | |
B2 /B2 P 22 8 A dth 3k Name & Address of Physician/Hospital
5 HithEi2AbEBEEMRRAEEL/BRER Other physicians/hospital consulted for this or similar conditions
k72 B # Date of consultation: F Year B Month H Day
- L | I | | |
B2 /B2 P 2 8 A dth 3k Name & Address of Physician/Hospital
6 BTEEEHMEREIRASIRFREMUMNFRE? BF - FIRHEFEFMHEHR - Are you insured with other o
. . . . i O 2ves O &N
insurance company for similar benefits? If yes, please give details.
REE/AS]BTE Name of Insurance Company {REESRAS Policy No. IRIEZE R R ARPEEEE Type & Amount of benefit

D. #E™M 73T\ PAYMENT METHOD

FEMEREEPHEEE—HEEESMNAN - IRAFRER B ZETIESZERRBERET T AEIE - Please select one settlement options|
for each claim submission. For any unspecified instruction, the payment will be issued by crossed cheque in HKD and delivered via Insurance Intermediary..

1

BEIARR DIRECT CREDIT

O

BERR FPS*
EREFBAN/ZRAREBELAEEIEFE O Toaregistered Faster Payment System (FPS) account set up in Hong Kong held by the Policyholder

#R172 %8 Name of bank #R1T4m 5% Bank No. 21T#mS% Branch No.  $RTRRE SRS Account No.

1 1 | | L | 1 | L | | 1 | | | | |
IREFAASER(PX) W ARFRERFBA) IREFABASEREN) ( WARRERFBA)
Name of bank account holder (Chinese) (Policyholder Only) Name of bank account holder (English) (Policyholder Only)

BBERE A ER1T 2 BTS00 TRANSFER TO HKD ACCOUNT IN LOCAL BANK*
EREFAN/ZRAREERIIHIE TS O To a HKD account set up in Hong Kong held by the Policyholder/Insured

#R172%8 Name of bank #R1T4RSH Bank No. 73 1T#m5% Branch No. #R1TRR SRS Account No.

L | | | L | 1 | L | | | | | | | |
BRPFAALR(PY) WEABREFBA) BRPFAAUREEY) WABREFBA)
Name of bank account holder (Chinese) (Policyholder Only) Name of bank account holder (English) (Policyholder Only)

ZE[E TELEGRAPHIC TRANSACTION * TJ 4% https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim T~ & 48 B 7R 1&

Please download related application form from https://www.chinalife.com.hk/customer-service/forms-download/individual-claim

(*) & Remark:

1. IRITIRPIHBANERIREREAA - Bank Account Holder must be the Policyholder.

2. DIRHIRPEEXYH  MEBRLFAEAUB/ZEAREMRBROIRTIT R/B 4 /7518 - Bank account document(s), such as bank|

card/monthly statement/ passbook with account holder name and account no. is required.
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{REEHRSE Policy No.

D. B 73TV (4&)PAYMENT METHODS (Continued)

3. MARBEHERBERRITRFHEEARRERENREARASRERNEBAR - BERBRUBGETZRLAEL - If

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, HHER - BEARLITEIE : Ifyou choose to receive the payment by  “FPS” | please note the following:
41. TEER,, FEARENEBSETNARBHNSRE  BERXSEH LRAEBTH AR 1,000,000 - “FPS”
to the payment in HKD or CNY. The maximum payment amount of “FPS” is HKD/CNY 1,000,000.

42 FIFRAREBHBEEBEANRAREEIRE - Please note that CNY currency is only applicable for CNY policy.

43 REBERARAMB - WERINMBEE R " EHER , HERBIRTTEIRS - BAEFIFF QB MIRITE - 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. ERIRSEEEEERRITMAER - BiHAIB
Please enquire relevant bank before application.

5. WEED TEIREAMIBIT ZETTAO ) ARNER - REARAMFIIANE TS O - 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. RATHIBERSZ AR HERRILRIRERE - Our company reserves the right for final decision of the claims settlement option.

ARITEIARSZE HK LOCAL CROSSED CHEQUE

2
BE TG HEIEIE Preferred Settlement Currency

[1 (2% Policy Curency ] BBEPEASRBEINROHBRATIEAZEERREEET)
O

is only applicable

Sca B RAER1TERE - The actual time to receive the payment may vary among banks.

Hong Kong Dollar (at monthly fixed rate of China Life Insurance (Overseas) Company)
RBEIEERE DS /0IEE Collect Cheque at Customer Service Centre in person ({I{REZ2Z BB/ LNBEHEANEE - MREFBAER
TREMNFE - RIBRENXER XN  UHREFAATRESNRBNHREAASNEBE FIRHEE P/ OUEZE ) (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.)
IS = & (U9 A\ )SZEER Pick up cheque in person by authorized person

O

REALE REAEABAEER REAS G FRRSHRES
Name of authorized person Contact no. of authorized person I.D. no. of authorized person
[ 27 wan Chai ] *=fthith25*Other Location:

*5A 1 www.chinalife.com.hk B9 T BEAEFM L > TR0 BEREEREAERMMEE B D/O(WA) © *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).

M E (REZFCAVBAN#IE Mail to correspondence address registered in our Company

#£ARBRP /T A EZIE Deliver via Insurance Intermediary

OO0

LKIRTTEESERE (BIEERTHT ALY AE) Deliver by bank officer (Please state the branch and bank officer)
#R174347 Branch #&58 A\ 8 Bank Officer
3 EHfth$EF X OTHER PAYMENT METHODS
[0 EUVREREHE EBARE—REFSBEARNENZRE  FREERERE - HUFRERKSERERERE - ) Offsetthe 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.)

{RESSRAS Policy No.

[0 =tth . 35568 Others, please specify

*EREEIEEIAR T S PEZE - TR https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/payment-collection & 45 RISEEN A T ERFE 2% 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 AZERUZEEEEAE PERSONAL INFORMATION COLLECTION STATEMENT
AANEBEICHEBERBE "TEASRR (B ) ROBRAST . WIRERAERNER - BESMRANKEGAEZRNER - IR
https://www.chinalife.com.hk/zh-hk/privacy-policy 3% @ BIA ZERE: ( 7840 ) RHBRASTIZEEN - I/We confirm that l/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

RANHMEEWTE  EATEMRBEEESEZKRKIREOBURERAAMBANARRERN "RERE, (M "&&E. ) KW
HHNHER ST HEBRTZE - REEEERT O LARBARRKRA  SEENXNFREFSRESEREROEFNGREFBEAEBNIRLA
HERHWER - BEWEEENFE - FHERBEAS(BINROBRATNHEE

https://www.chinalife.com.hk/zh-hk/customer-service/useful-information/premium-levy = 1/We hereby notified that: China Life Insurance (Overseas) Company

Limited, as an authorized insurer, is statutorily required to collect Premium Levy (“Levy”) from policyholder on behalf of the Insurance Authority ("IA") and report to
IA. 1A may take legal proceedings against policyholder in respect of any outstanding Levy as civil debt and may impose pecuniary penalty. For details of the collection
of Levy, please refer to the website at https://www.chinalife.com.hk/customer-service/useful-information/premium-levy.

G. R{EFRFHE X B E CLAIM DOCUMENT CHECKLIST
- v EAR# Basic Documents ; ® FfifIISZf4 Additional Documents ; * “A3EFH Not Applicable

REFRBE X (XX B EATRAATNE F RS 0 E) BEEE
Claim Document (Documents can be certified at our Company’s Customer Service Centres) Critical iliness claim
[0 s TaEmusEE s ARpEESE 204 Part | of this form completed and signed by your good self 4
p g y your g

HIZBLIEE Y EEPFERE _SMHEZEBEIREZE Claim Form Part |l - Attending Physician’s Statement to be completed
O v

by the attending physician
O B8/ X Y/ BRI BOER O EE BRERERERRES(MBEAZE) 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) °
[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) v
H. EHR K #E# DECLARATION AND AUTHORIZATION
24 Authorization

ANEHM  SRAREFABNREA - ARFNBEMRERNEZZRAB)ZLERE (1) EEEE - s2lmE - 8k - 2 R
BRAT] ~ $R1T - BURHAE - BUNERPT - SNELMHAE - BB T - NAENEBEAARAANHEMERMEZRERAZ LT - RBHHE
BE  HURZEERRER  BRNRERAPBEASRE (8% ) ROBRAT (UTEHHE TER/3), ) ; 2 EATNELUHEHEEZ
BRmhBERESNEEN  UMARERFERNH P ERREZZRAETHE ZBEN G - (FREZARAFA =R
FIZRRAZRENRDR - WRERTANHMAZEEAARZREABRBORS ;| IERAN/RMETHETRENR - LRESTDEX -

IR EENFENAEIEARISBREYA - | 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.

5 BA Declaration

ANEM SRAMREFBEANREA - EHBRARR() LE—VREKRESENFAAEE  AREEARNRMBRFAE AR
FRENPRME - IRBEZZ MU BREREN ; AANHMPEMARNEM-IREEERE  ANRMIERESEEARBFRLFR ; 2FA
AP AFREL 2R - BREABRFR LESHENE KL QAT RRMAEN EATARARELR - HHEA L ASEREME
TORPBERFABNER - EATUBERILAEEZREIBARRESRE -

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)

ZIRA(FEE 18 BRI L) REFAAN | RIEA* RiE
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

%5 Signature

%2 Name
SRE/ERSE LD Card /
Passport No.
£ Year | H Month H Day £ Year | H Month H Day F Year | H Month H Day
HHA Date

*REANEZEANRERB ARG

*Relationship with Insured/Policyholde|

| [
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{REEHRSE Policy No.

FEMy - EZBEREE HEZBEER  FIAERARAZRARA/RERFEA/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 5% AR Name of Patient

2 F# R R Age and Sex

3  B{psh/ #EBSERS 1.D. Card/ Passport No.

B. ERFRE Y CLINICAL DETAILS

1 WAZEBERCIRTEHZE We can trace the medical record of patient back to
£ Year B Month H Day

S Y e S A ) A E—

2 BREIRAEHEHAEE 4% BEY Date of the symptoms first appeared
F Year A Month H Day

L+ 1 1

3  EWABRBRIILTRAE 2K 2 HEB Date of first consultation for this condition or related illness
F Year A Month H Day

S e S S ) A E—

4 FRFEHFRAAEREEE 2 EAKFIFRIE Please describe the symptoms and complaints at first consultation.

5 RARTGHEMBEEN?WMI  FIEMHZBEZEZ R - Is the patient referred by other n

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

= Yes O &nNo

6 2R Diagnosis

7  {W#STEE2 When was the diagnosis made F Year A Month H Day
I} L |

C. B FZE%EER PROFESSIONAL COMMENT

1 RIRMHERIEERIE R DI IER - REREERRFMAER
What type of laboratory test or investigation has been performed to work up/ confirm of Kawasaki Disease? And, what was the result? Please give
details: (And, please enclose a copy of the laboratory test result)

AEBE F/RA/8 p: i BEER
Test Date YYYY/MM/DD Test Item Result/ Histopathological Diagnosis

2 ZEEFHROEEEKERERE SRS KRR Sk 2hikE?

Was there any echocardiograph evidence of cardiac involvement manifested by dilatation or aneurysm formation in the coronary arties?

Ozves Oz
A, BIREBREOWEEEKIBMEAER If yes, please give detail of the echocardiograph evidence: (And, please enclose a copy of the
laboratory test report)

| [ |
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fREE#RIR Policy No.

3 WmAARALHRMUTER:
BEZIM Mild anaemia
] =mskE8a white blood cell count above normal
BRMEB R EMATMEKIIFRZEF S Elevated erythrocyte sedimentation rate which indicates blood vessel inflammation
[ simp 4 /)R8 E =8 EF Sharp rise in the number of platelets
O weesiremesEtmimnERs RS ESFMA% Diagnostic tests reveal the presence of coronary aneurysm or other heart
or blood vessel abnormality which necessitates surgical treatment

MA - FRMFMAFHEEER If so, please give surgery details.

4 5% AIRES IR R K7 ? What was the prognosis of the patient?

5 WA FIEUBHERXAE SBEREER  BFEEOHBERLRE ZBEZHIRERTE If so, please provide treatments, investigation

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

D. EfthE &% OTHER MEDICAL HISTORY

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

[ =0 Asthma [] s Cardiac problem ] ## PR Diabetes Mellitus

[0 ZZAF3% Hepatitis B [[] = m/E Hypertension ] &322 =1f Previous operation
[] %2 Drugabuse [] &&E&1& Drinking [] Bi=&B18 Smoking

[0 Zs&tsAE Family history of cancer ] Z#%% % Unfavorable family history

[ M EESZ% None [] Etth#=7s - FE&REA Other disease, please specify

2 ZARABEREBLMERSHMBRSERESBENBERAGE ? 1EF - B 1E - Had the patient previously been treated or
hospitalized for the above disease or other major disease? If so, please give details.

H #f Dates S AE/(EREHE BEUR/BRaE
#<9% Disease . S - .
£F Year | B Month | H Day Details of treatment/hospitalization Name of Physician/Hospital

3 BIRHEEUE/RIZEZEEETE Please provide details of Drinking & Smoking habit.

Z1B%A B Drinking/ Smoking start date since F Year A Month H Day
L | 1 | I} L | I} L 1 ]
2 H FI £ Daily consumption (2/61/18/HE piecel pack/ bottle/ can)
E. 2 EB4LE N ATTENDING PHYSICIAN’S INFORMATION
FHBENE EE
Name of Attending physician Qualification
ik Hh48ER
Address Contact No.
TUBLEE/ BEEE T Year | A Month | H Day
H)
Signature & Stamp of Attending B
Physician/ Hospital D
| [ |
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