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RE—ERFRFEBEREREE - IBEESELEPE
ICARE MEDICAL INSURANCE PLAN / HEALTH GUARD HOSPITAL CARE BENEFIT PLAN -
APPLICATION FORM FOR CLAIMABLE AMOUNT ESTIMATE

{REEFFHA A& Name of Policyholder ZRALEE Name of Insured fREE#RSR Policy No.

SIRAZDE/ #EIEE5 1.D. / Passport No. of Insured

fRE&E T AZ R INSURANCE INTERMEDIARY INFORMATION
R AL Name of Insurance Intermediary

REEDP T A4RSE Insurance Intermediary Code Jt 4% & 5E Contact No.

JA%0 IMPORTANT NOTE

- BAUERESASER - HIERNEEN RERAREFENRENEZBENRETENNMNEZZZ(EE - Please complete this form in BLOCK LETTERS.
AII amendments should be countersigned by the Insured / Policyholder / Claimant/Attending Physician in full signature.

- KEFRPAZ "ARAE, 5 TEAT ) 2R IMEFEASRER(EINKRMIBRAT - The expressions “the Company” or “our Company” used in this form refers
to China Life Insurance (Overseas) Company Limited.

- BRRAREREAANREBNEZIEREE 8 - REDBEEZE AN - TR ARFHAED 7 BIEX - BUEEBS52) 2750 4699 L EH
claimspa@chinalife.com.hk 73 TVIEAX IR RS EIREL - Please complete Part 1 on the following form by the Insured / Policyholder / Claimant and Part 2 by the Attending Physician
and send to Claims Department by fax (852) 2750 4699 or email to claimspa@chinalife.com.hk at least 7 working days prior to admission to hospital/surgery.

- BARRUBESRLEERERSE U ABHALSRLBEERRT BESRBEMEERERNVEREERPXG - WRRERRRAAFIRE
FEANRERBIFRAE - ERNEESRABNERSRIBERZPIRENIEXBIRTFRFIBBRERIRB M2 IRUEETE - Please note that the
claimable amount estimate is just for reference and will not constitute our final liability. Claim decision will depend on the submission of all supporting documents as required for
claim assessment in accordance with the policy terms and conditions and benefit entitlement in the Policy Year. The final claimable amounts and out-of-pocket expenses will be
subject to the actual bill amounts and breakdowns as stated in the official receipts issued by hospital or clinic.

- URETREENER  SRESBERRBIMEERSHERAIFLRZMRE - ZAERRBRARARE ZREREETE - EORZIERREZ
FAEMRRBEERBFTEEBER © The claimable amount estimate is subject to benefit reduction or limitation in relation to the regions where the eligible medical services
are incurred or the choice of higher ward class. The claimable amount estimate is based on the benefit limit of the Insured's policy. Any pending claim yet to be approved or any
exclusion will not be taken into account for this estimation.

- APEHUEF/HSF I BESRLENPBERER FNERMAS EMAE LM @ ¢ RE AR AR A R HE T ith i1t 5 F1REEE) - The Company
will deliver the result of the Claimable Amount Estimate Application to your email address/ #correspondence address (*only applicable if email address or mob||e phone no. is not
available) registered in our Company

- MREABTN\RIMU L  SRARREFBALERBERAREARTER  IRRAST/\HEUT  KARFREARERFEARRRAZEER
FANEBAEE - IRRNREEBARGSEAEER  HEABRBUADERKPBERAET - WIRHEAGERRELRPR - If the insured is at or
above the age of 18, the Insured and Policyholder must complete and sign this form by his or her good self. If the insured is under the age of 18, this form should be completed and
signed by the 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.

- BERRAREFANREBADBEZNZRE  ERA—URIATURRE - RBEAZBAABENRERAREERPFERLENEILBBERZEAN
5132 - 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 application and verifying and confirming the identity of the signatory of this form.

- RRANREFBANREAZEZZNEBEERNT Z4HAEE - The signature of the Insured / Policyholder / Claimant must be the same as the Company’s record.

- BTHREBPN AN RBFRLAREZRAATEKRE - MBEEGER - FE B TITNRRPNT ABBIBER LT E PR (852) 3999 5519 &
& - Receipt of this form by your Insurance Intermediary does not constitute receipt by the Company. If you have any queries, please feel free to contact your insurance intermediary
or our Customer Service Hotline at (852) 3999 5519 for details.

- APEEEBRENMLRFER  TEISNEBRFTERANTERNEBFERE - HEALXA T www.chinalife.com.hk 21 & N & ERFHTARZA - 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.

- MPEXRABEAREIN AT ZE - BIAPXARSE - Ifthere is any discrepancy or inconsistency between the English version and the Chinese version of this form,
the Chinese version shall prevail.

. . ORR NN
FEABRE (85 BROERAR (RHPEARKNBEMACIZRAERAR)
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability) 4012001701
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{REEARSE Policy No.

F—85 - B BREA/REFBEA/REANER)
PART | - DECLARATION (To be completed by the Insured / Policyholder / Claimant)

A REFAAERN (WEEE)PARTICULAR OF POLICYHOLDER (COMPULSORY)

1 FiBEEE Mobile phone no. *

2 EHPMHE Email Address *

* DU ERTRMNFIREFREIN I RF OB ESRMERF A WERERKATIRARHAR - B ASIFCE:7%5% - The above mobile phone no. and email
address provided will only be used for Claimable Amount Estimate Application. If there is any discrepancy between the above information and Company's record, the Company’s record
shall prevail.

B. USEE{EIAERIZEHR PERSONAL INFORMATION COLLECTION STATEMENT

AANBEMEIECHBERBE "PEASFRRE (B ) ROBRAT, MREBAERER - AESHTRANBEBAERZR - IR
https://www.chinalife.com.hk/zh-hk/privacy-policy "~ &3% B 5 BI A SR & S8 )57 BRA S ZEY - 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.

C. B3RP K iZ#E DECLARATION AND AUTHORIZATION

21 Authorization

ANEM  2RAREFBANREA ARBANHMARGRREZZHRAMA)ZLLEE (1) £OUEE  ZMEE Bk 2 R®RIEAT - ’)17 - B
fIt4E - BUFERPT - St EMHAE - B A L - NANESBEBEUEBRAANEMIERMEZZRAZCE - BESERE U RZEERREMR - W
REBRZAEPEASER (785 ) ROBIRAE (UNEHE "TEAT ., ) ;  EAENEUEEEZEREEERSESN(LRAT - IR AREPEE
RNEMERAEZZRANETRE 2R - FRBEZANRMBIERREZRRAZEENRD - EERANFEOAZEXAREZARS
RN ; BMEARNFEMIETHBITRENRT - LLIRESDNEYS - IIRESNEEABIERITBREFENS - IIWe, 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.
28R Declaration

RABIBPREEQL) LA BB BFIAESR - FAREEAARFIAE - MARAFRIMRE  9IRFEZEHWEEEN ; RABRBHAEEAR
MBEBNEZSIENERIIRBE ; QFRAHETUAMRELE ZEQER - MLAELBRFER LERSNE - SATAERELR - HHEA L AER
MR ERBERAENER - S AT IR LA EEEZ M EE L5 - | HEREBY DECLARE and AGREE that (1) all the foregoing statements and answers to all questions
whether or not written by my own hand are to the best of my knowledge and belief complete and true; | 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 | may have made to any person if not written or printed here. If any relevant persons fail to provide
any information requested in this application form, it may result in the Company'’s inability to process and deal with this application.

D. MEGFENEZBRIE LFEE) SIGNATURE (Please DO NOT sign on BLANK form)

ZHRA REFAAN | REA REA
Insured Policyholder / Claimant* Witness

%5E Signature

%8 Name

B :8/7€ R8RS |.D. Card / Passport No.

F Year |H Month| H Day £ Year | B Month | H Day F Year | B Month H Day

H #f Date

‘REANESEANRESAARG

*Relationship with Insured/Policyholder

[} [ | [ |
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{REEARSE Policy No.

B0 - FRBERSE BELBLIERE  FAEABZFRA/RERFBA/REABITERE)
PART Il - ATTENDING PHYSICIAN STATEMENT (To be completed by attending physician at the Insured / Policyholder /
Claimant’s own expenses.)

A. FBAER Particulars of Patient

1 /AR Name of Patient EE BB Age and Sex
2 B{%38/ #ERSREE 1.D. Card / Passport
No.
3 WABRKEZ2 B Patient first Consultation Date F Year A Month H Day
L Il | | I L | I L Il |
4 BEBR/:2FR&# Name of Hospital /Clinic
5 EERR/RZFRitIL Address of Hospital /Clinic
6 FE&FH ABR/F1li HHE Expected Date of Admission/Surgery F Year A Month H Day
L | | | I L | I L | |
7T MARESB LM Z Patient's Family
Doctor Name
8 FEFTEBTHE Estimated length of stay
9 fERRREARAIELE T OB/ / 2 O #.= private [0 %% semi-Private [] A% Ward
Class of Ward / Day case Day Centre/Clinic
B. FE/Z 155 1BERAFE R ILLNESS / INJURY DETAILS AND RELATED INFORMATION
1 BRI EREZIEZBHRFIFRIE Please describe the symptoms and complaints at first consultation.
2 E37%HH Onset date of the symptoms/conditions F Year A Month H Day
L | | | I L | I L | |
3 #2[ER Diagnosis B PR = 7 93 B 4w 8% ICD 10 Code
4 BRARAEEEBETE ? Isthe hospitalization/treatment medically necessary? O 2 ves O &no

W2 - AL - If“Yes”, please give details.

5 REMRMEGEER  MARSRIRERN - SEOILIERFAZREPIRZBEERIEE 2 Given the condition of the patient, is it possible to
provide this treatment on an outpatient basis?

O 2ves D& N0 mATILL - HRAERE: I “No”, please explain

6 BRRNEEBEM/IEH? Is the condition recurrent / chronic? O 2 ves O = no
W2 BIRHERZEHEE IfYes’, please provide the onset date:
F Year A Month H Day
| L

L | | |

7 MRRER/AEBEINERSIHE - FFIRMEUT RS | If this hospitalization/treatment was caused by an accident, please provide details below:

U EE 4 HH Accident Date: F Year A Month H Day
L | | | L |
[RE Cause:
SEMIE R ZSEE Part of body injured & extent of injury:
8 MASTHEMBEEN ? NI - FIRMZEE 2R Kithilt Is the patient referred by other physician? If yes,
please give the name and address of the referring physician. O2ves & No
EABEHR Name of the referring physician B Address of the referring physician
[ ] | [ |
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{REEARSE Policy No.

C. JAE+ 15 R Tt EF TREATMENT DETAILS AND COST ESTIMATION
FEERARESE KRRWERFRABREZMNEE - BF RIRFEME) (The estimated charges are for reference only.

Final payments are subject to charges incurred from treatment, procedures and services performed)

1 AERTEIZFMr B Treatment plan or Surgical procedure name (FEIRHSBIEFTZTE Please provide the name of each surgery)

ik B Anesthesia
O zshmez ca O smme La O =05 MAC

2 BEZIER / HERE /  HUZEHUBRERESZEHEMNIREE - Please list out any Lab tests/imaging/other diagnostic

investigations required for this hospitalization and reasons for the same.

3 RERRMEARE - ARER - BASSARKREEERNBEEREENNERMRERAYARE? Has the treatment, procedure or test

not yet been established as being effective or is experimental or is in trial stage?

O=vs O sn0

M2 - FFRTIRMEE Please provide details:

4 AETEETER Cost estimation of treatment:

fERESRE Roomand board HK$ 0 Per Day
F 2 BEMEE Attending physician’s Visit Fee = & H Per Day
SMRIEE B (FE5ILBR4E ; #17A) Surgeon’s Fee (with breakdown; if any) HKS$
FRERENE (A5 L RB4E ; #17) Anaesthetist’s Fee(with breakdown; if any) HKS$
FilfZE Operating Theatre Fee HKS
¥ IERIZ B Miscellaneous Charges HKS
H {thE A (N3 B8 4 B & ELfth) Other Expenses (e.g. specialist fee etc.) HKS
ABRRI R P& 2 FI525& Pre and post hospitalization outpatient follow up HKS$
HK$

YEEH#AEH Total estimate fee

D. B4 =R KEEHRR ATTENDING PHYSICIAN'S PARTICULARS AND DECLARATION

RAGEUER - SIAAFRAFE - LEAARTHNEREIREEZEE - UREE - RASODRARE LHREER - WEHSHEE - | HEREBY
DECLARE that all the information provided by me in this form is true and correct to the best of my knowledge and belief. | have explained to the patient the details of the above

estimated charges and have sought his / her agreement.

ERBEMT HE
Name of Attending physician Qualification
b BB EE
Address Contact No.
F Year B Month H Day
T BERERBR/ZIES o
Signature of Attending Physician 5 -
and Stamp of Hospital/Clinic ate
[ | | [ |
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