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GROUP CRITICAL ILLNESS CLAIM FORM

N
k=

{E £ & 18 Name of Employer EBE{REELRIE Group Policy No.

REEd 7T AZ R INSURANCE INTERMEDIARY INFORMATION

R AL Name of Insurance Intermediary

R ALLES Insurance Intermediary Code Mt 4 2B Contact No.

EE/A4] IMPORTANT NOTE

JH:?Hi5z BN "REER . ;"B REERIEEEEREE - This form is applicable for Dread Disease or Critical lliness benefit.
AEMUEESABRERE - TAERNNEEN  BEREBIREAVBESHNHIUEEZIEE - Please complete this form in B
amendments should be endorsed by the Employee /Patient /Claimant in full signature.

LOCK LETTERS. All

KEFRTAZ "ARAE L 5 TERE ) ZRMIETEASZRE (89 ) BRMDBBRAT - The expressions "the Company” or "our Company" used

in this form refers to China Life Insurance (Overseas) Company Limited.
BRRIE—AEEEMA - One form for one patient only.

IERENARESHREREAELREN T RAERERWIBEASORRAS - AHPFIS AR - This Claim Form must be completed

and returned with all the original receipts to the Insurance Company by the Employee /Patient /Claimant within 90 days after the discharged dat
not be approved.
MBEERHT/\ESIL L FmEREENERBERREZEARFR  NHREST/\BMUT  KABFREREENSEEE

e otherwise claim will

NERKRZEE - W

RBERERGEARES HEARBURARESARRERNET - WIRHEAGERKRESERR - If the Patient is at or above age 18, the Patient
and 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 or
legal guardian. 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.

ERE/fmE/REALBEEENRE  WEBR—RBATURRE RREAZBAENSERAREEARERHERZEMERRBFRES
AMIE1AZF - If the Employee/Patient /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.

= Bﬁ¢ﬁAH§Z§U$$*§%i7F1ﬁ%$/ ‘ﬁBLISZEU > Receipt of this form by your Insurance Intermediary does not constitute receipt by the Company.
MERAE  FE B TITHREBEI N ABEIBELR LT E LIRS E14R(852) 3999 5500 i  MEZMNREAFIB X HBESEE S ETHER

B 3135k !Aﬁﬁf 24 FHE - Ifyou have any queries, please feel free to contact your insurance intermediary or our Customer Service
5500 for details. Completed form(s) and required document(s) should be sent to China Life Insurance (Overseas) Co. Ltd., 24/F, CLI Building,
Wan Chai, Hong Kong.

Hotline at (852) 3999
313 Hennessy Road,

KACIAREBERENILRFR - UEIHIEERTERNQTERNPBHEE - FHEALRLQSIAILE www.chinalife.com.hk 212 & T B & HTARZA - 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.

- MPERABTARES AT ZE - L PSCARRZEE - [f there is any discrepancy or inconsistency between the English version and the Chinese version

of this form, the Chinese version shall prevail.

—En - RIEEWN HES/HE/RENER)
PART | - PARTICULARS OF CLAIM (To be completed by Employee /Patient /Claimant)

A. EE/®EZEH INFORMATION OF EMPLOYEE / PATIENT

1 {EE & Name of Employee A& M (ANJEIEB) Name of Patient (if other than employee)
th 3 Chinese th 3 Chinese
2L English 2 English

2  (EEB{)8/#BIEES 1.D. Card / Passport No. of Employee B % /B3RS 1.D. Card / Passport No. of Patient
S S T S S S ST SO S SO K S S S SO S ST S SR S S SR R

3 mEHEZ{R{ES % Relationship with Employee

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

FEABRE (85 REBERD —J(F“qﬂiﬁ,k&#\ﬂlﬁﬁﬂﬁ’i_azﬂﬁﬁﬁﬁﬂ ) ||||||’||||”ll"lll"l“
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EBSREE4RIE Group Policy No.

F—8MD - REBER(E) HERE/FE/REANER)
PART | - PARTICULARS OF CLAIM (Continued) (To be completed by Employee /Patient /Claimant)

B. EE//mEEM PARTICULARS OF EMPLOYEE / PATIENT
1  FEE KR Age and Sex of Insured
2 H#48ERE Contact phone no.
3 B (/FER) Occupation (Compulsory) fTE (W /E3E ) Business (Compulsory)
4 R{EEPFEEAI Type of claim 0 &%= New Claim [0 === Further Claim
[0 #RE2 Pending Claim [ =ith/&E = Review/ Appeal
5 (% / #E Nationality / Region
[0 E chinese O @ US. [ Hfth Others(355ERA please specify)
6 BrIEMEMUE{ELA) Current Residential Address(Individual)
W City B2 Country
7 BBk HE({E A) Current Permanent Address (Individual)
(M E B K A (B A )2 B T B fE I (B A) AR - IEF ILE4H) (Complete if different from Current Residential Address (Individual))
W City EE 2k Country
8 @t Mailing Address
(#N3BAR 31k B3 B i IR 4 41k (BN )RR - 3EEE ILE##) (Complete if different from the current residential address (Individual))
W City B2 Country
C. REAER (#M3E{EE) PARTICULARS OF CLAIMANT (If other than Employee)
1 FERMRI Age and Sex of Policyholder
2 H#48ERE Contact phone no.
3 HSR(MAIER) Occupation (Compulsory) 17 (A EIEE) Business (Compulsory)
4 [ / HE Nationality / Region
[0 E chinese O @ US. [ Hfth Others(35 AR please specify)
5 BriEfEI{EA)/ B eyt (G248 4) Current Residential Address(Individual) / Current Business Address(Business association)
W City B2 Country
6 BRIKAMULEA)/ SIS 2 s S R it it (B2 AR 4 (0 1 B BT B L (8 A )/ B BT 2 S itk (R 2 4R 48) AN - SE R LB 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))
W City EE 2 Country
7 i@RMtHE Mailing Address (YN3E A ML B BT R HE(EA)/ B AU i (FH A B) AR - SEZ M) (Complete if different to the

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

W City EE 2 Country
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EBS{REE4RSE Group Policy No.

D. fRIEME K ARE R NATURE OF ILLNESS AND RELATED INFORMATION

1 fREERFE Name of illness

2 FBBHIAEAR Please describe symptoms

3 EARIRFREYAEIR? When did these symptoms first appear? & Year A Month H Day

L | | | | IS —

4 I BE/BRAER The physician/hospital first consulted for this injury or illness
sK52 H#A Date of consultation: F Year A Month H Day

L | | 1
/B PR & 78 Kt 3 Name & Address of Physician/Hospital

5 HttZE2AlESBEHEMNRRAELE/ERERN Other physicians/hospital consulted for this or similar conditions
SK&2 B HH Date of consultation: F Year H Month H Day

L I | | I 1 |
B2 4 /B2 P 2 # A b3k Name & Address of Physician/Hospital

5 BTREEEMFEREATIRFBELNRIE? &7 - BIRMEFEMER - Areyou insured with other o
. L i O =2 ves O =no
insurance company for similar benefits? If yes, please give details.

RBRATIZFE Name of Insurance Company  fREESEAE Policy No. IRIELERI R ARPE SRR Type & Amount of benefit

E. BAZERUTEEERR PERSONAL INFORMATION COLLECTION STATEMENT

PREIASRE (85 ) ROBRAT (RPEARHMBEMALZRNBERAS ) ( FHEART) ) BARE (BABER (FE) HE) FTREAER

BIHWE - 55 - BENEAMEENER - XAATESREINEBENENRERAERR - WK HRIN—IIETTHNSR - BEXATFAFEARER

M - AATHFERI—TI)E T{TE’J*ﬁ%” BREAERNEZEZY  RBERBREREEENZRRIIMNMEEIRS  MEXSTERAEAERNEDR

BETHEABERSBEREMR - IR QD%%TKHK’ATTE HATRNEAERR - ARSI URERARER T ERNER - EMERE -

EARWEBABRZER (“KEBR"): "FﬁlJﬂEc.H%E:EL,("FE’J :

‘AATREBTIERATEUMBELS] - AATEABEZEAT - L,USMS/\TE’J!/\T BRATEUNREAS - BATEAMEAT - Hktestsk - PE

ASRR (£8) AREEAZ AT (“RATIRE S RIFEERRE )-

B . AATARELERAE FTHEABRMENIRE

1. BETED  BRENBEARE  AATRBANA AT EmESERHNER / R (2R T REZRHEBNMEREAZR" 8 ). MUK
Rt #ES - EERMREZSER /R

2. BRENFEE TMARIRALATEMSNER / RIBRERLOETRFEREKX ;

3. BFMEHEERBE/REARREERAN / NREETERE) AATEECRENRE - SFEARRIEN - Bl - 85 - 5 - EHURE ;

. BAREM / HAATEM S RENECUER / REMEAERE T EMERESREN - $HHE THEMRESREN - AEEMSRE THEMER

BANEURBERNEOEN - SREREETHE | UREAM LTS (ERESLAmIeAmRLNRESRER ) FIRER ;

AR FRMBEK ;

BARTM | AAREEESRANER / RENERENER | R ;

RARTM | AAATREETT - TRIRBTENBRNEERBATHEMUENETHSNEEMSE ;

BERABIAIINETEN - SARSTARFHELLAE FARNEOTERETHE ;

BEEAEBRCHE - RALBIOLR - 58 - 8 - BETANIESIDR - SRHES SR HELUNE %S R B S S

FETHE ;

10. ETH MM / RERREN / WEHEW ;

11. FRBERQRSEBKEARNVEMART ;

12. MEMERRBFANEARPNABRARIAEE R LTEREN ;

1B RBFIE (RHHEG) PEFBHUBIRFENNRE - ETHFENEREERER ; X

14. B PO EVERARIEMEN -

BABERNEE . EABRBTURE  EEETEWEREREXHERT @ IIBEY .

1 EEARQSEET ;

2. BAREN/ AR S RENETER / REMERE T HHE MREN - SEMERETNEORERENEIUAL (2FEMABELM
RERELT );

3. MARTM / RALSREBGPIREER / RENECTRE - AEFRNE=77 - SFEOBHREAS - R4 - ESEEAT - RESEHES
TR

4 REBCEMREAADN [ AR BIREBS REITE - £&il7 - BUREIE - B - Bk - AT - BFEW - BREPORYE - EREERBESEMEK
BWEERE #EENE=F ;

5. BBINER T BRI EE FHENEIAT - ANARAS - EEEN MBS (ERRERERWERT ) BRRRAT ;

KRN EBNEAERIEZBNEEA - Zi8H - SEEFRSHEE

7. EMEREEE - BARBIOLE - 188 - 96 - BETAINIES| BRI AATA / A RERE 7’5F?E{’Eﬁ?&%@ﬁ’ﬂ&ﬁﬁiﬁﬁﬂﬁ@iﬁﬁﬂi@%
s EEE R (B ENER SN EE —TERTEMEEEE RN EPISUEE N EUT S EEEHEE ) |

© oo o

S
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ERSREE4RIE Group Policy No.

E. BAZEMNULEEERA(4E) PERSONAL INFORMATION COLLECTION STATEMENT (Continued)

8. EUEZHMBRBHHEBENTEHBENHE

0. RBRIBEFREANAL - MMREESSERZETARRIREESR B 9215 M7 ol WEAEREARR - REEEA - UEHNERL | BE
E%%%Ai Bl ; SEtED ; MIERRR ; 26T B}EH’XQ’EQH"#,HM?—II AE) (MmBEEM - BB Bﬁﬁ’ﬂu’ﬁiﬁf‘\ﬁt_jzzﬁgxq:‘?agE’JEﬁﬂAﬂ:) %Dﬁl&
S SIRA RN TS AR SRR A AT AR SO B o & i ( REEEE )-

B NEABRBESRMA DET—7 (RO UBEUREBIRAIRS ) MEEMS - B TRSRE THNERBEEE BRI -

B TWEABRBER EXPREN—ENZEERENMmRZE - MRERAATRRENRHENMERE TWEABRNER AR T HERE

e85 B R M &R EAER S5

AEERHEBENMERBAER : XAATHE

1. ERRATIARHFANE TH®S  BEER  EmABRFENEASER - KEEANTH - EZE&Z%‘%%D%ET%&}FLUEFIE&{E%;

2. EﬁK’Aﬂ KATBEMANARTMERESERHURERE NIENERNRBETERESE (SRRHEE  TFAEEESEE):
@) fREE - % - R/’17 - YEEE ZEWHEJ RE - SRR - ERF  BFURABEERTRE ; &
(b) ﬁ?ﬁ&% RigRER - B - BHEE - ﬁ%%&*ﬁ?ﬁ;—uu%l]ﬂﬁ%,

3. LtHiERMRHEEIE EE$’AT%D/‘JZ"F§UT%H§?ET

@) EEUEASIREET ;

(b) F=F TR ;

() RHAINE 2 BASINERRBRBNALT - AATEMSNALTHEmBEFEN |
) F=HEE ZXFATEETFINRELE; R

() SR ASIS AL ATV IR ARSI 2 BRAFAINE R RN DR it tE ;

i BREAASEN DHESARES - AATNABBADHE | BGOSR RETADNOE 3 RFBNSBREMAL - LIRS A LIERHZS
EmMRBEZA

5. AASENSE THEEDE ( BfERIRA RS ) BolSEatEsRsE B mERIL R LA E =R HER -

BTN oUBRHEA T ARSI BRERE THEABNERRERTE=FFEREHEAZNEE  MARIREAMREOTERNER M LERZSEER

ﬂEE&ﬁfﬁaﬁﬁﬁ B TNHRERE T ATFARTINER - BMERALATNEAERRELE (FHEEETX)-
BABERNERMELE : REB (BAZEK (FhEB) 1%6)) B TEREBRALATZEFEE THWEAER - BIE
EEREENER - URERRARTEBREABERNBERRER - F%TFLTLXZQZK"T&%D%TK’ATFEH@A SRl pTELE -
§F¢§1%DEEE’J§‘E NAMEINEER - BRAMENERERNER - SRNEEMI#E
BAERREEE
PRI A SRR ( ,@% ) ROBIRAT
BEEEFHEFENI RPEAASKE 2412
EE5E : (+852) 39995519 fHE : (+852) 2892 0520
KRB ARNEEEEOUEREAERNERKINSGEER -
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
agencies;

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

- L
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ERSREE4RIE Group Policy No.

m

B AZ M YL EEE2BA(48)PERSONAL INFORMATION COLLECTION STATEMENT(Continued)

7. any government 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;
) 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
) 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.

éﬂﬂ*ﬂk’f& AN/ ZROEREANRMSEEBELRARERAERER (“KZR" ) KA / RO UL ﬂ’e"z}ﬂ*E'&FZKEEEﬁﬁﬁ%ﬂ%”ﬁz}v\/%ﬁﬂﬂ

BAER  SESEREHZENEAMEHEAN / RAVEAER - ANRMESIGELSFREE=FER (1B ) ABENER - KA / HAER

WERRABBPRFTLZ BEAA / ZMOEABRBEZEERIMIABRRALLEEALRR -

BERK: ﬁAu'Fgg%ﬁMﬁﬁ% PURETRE - EE T ARERBSEREHENMERBAER BOMMASERREHE Z BNMERMRHET

HEAE ﬂ AAEL T AEEI L "V 5k -

Declaration and authorization: 1/We acknowledge and confirm that I/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. I/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.

(
(c
(
(e

O %A / BRPARERBU LWEBAENER (27 “AEEEHBENMERBAER 81 ) REFEERHFEZBNMERMERERA / HANEBAE
B MABZRWE TR R EEREMR -
|/ 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 RIEFRFEXHEBEE CLAIM DOCUMENT CHECKLIST

- v B Basic Documents ; ® PFffIISZ4E Additional Documents ; * R Not Applicable

HIEFTRX G fEEERSE
Claim Document Critical illness claim
O s TEZUEE o APERE—ERS Part of this form completed and signed by your good self v
n HAFZBEEE VEERERE _SBHEZEBEREZ Claim Form Part |l - Attending Physician's Statement to be v
completed by the attending physician
u B3/ X Yol SRR #E WORIR OEE HERIERRIR SN E) Laboratory/ X-ray / CT Scan/ MRI/E.C.G. /
Pathological Reports (if applicable)
O #EesmEq > R EBREGREE M) Self-Certification Form (For Claims) for Common Reporting Standard (CRS) v
O SRAREBEZSHEBEXHZEIELR IDof nsured and Employee (Certified True Copy) v -
||

HK-CL-GCLA-11/202212-01 P.50f9




EBSfREE4RSE Group Policy No.

G. ZHAKIZRE DECLARATION AND AUTHORIZATION

1EHE Authorization

ANEHM - BEMREB/REAN  ARANBAREARAREZZRAMB)ZIEE (1) ROEE - ZMEE - 8Bk 2 mRRAS - )R
17~ BUEHRE - BUSERPT - stEfthiis - st A+ - NANBESBEE R OABANRMAERREZZRAZCHE - BEHERE - 197
HZEEREM  BURERETEASREBINROBRATATNERE "EAF,); (2 EATEUEEEZBRE/EHIEERERE
SEEERFT - TTMARERBFERNFEMERREZZRAETHRB ZBEF G - FREZARANEMERREZZRAZER
AT - B EH RN M 2 EEARIEBARBART ; BMEANRMETRETRENS - ILRESDHENT) - IEEENHARA
EXRBHBEREMA -

I/We, the Employee/Patient/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 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.

E8EB Declaration

ANEHM  BERE/REA ELBBRRESQ) LE—RLKEBRNFEEE  AREERANHMBFME AN MAPREIFRE
HASEZEHUEEEN ; AANRMBPEREANET-IREEEE  AAHKMORGESEEARPERLSRNA | QR ANFHALHET
AFTEE Z OB - FREABFR LERNENHEE EATRRMMAESN ERATARZENR - EHEBAA T AR ARBER
FRBER - AT UBERILAREEZRERARIESRE -

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 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.

H #HEGBEZEZEBRIE LFEE) SIGNATURE (Please DO NOT sign on BLANK form)

AE(MNIFZRES R 18 55k

== B _E) Patient (if other than “REA REA
Employee employee and aged 18 years old *Claimant Witness
or above)

% F Signature

& Name

B 178/ IR5RHS ..
Card / Passport No.

T Year | HMonth | HDay | £F Year | B Month | HDay | % Year | B Month | HDay | £ Year | B Month | H Day

HE#A Date

*REANBREREG
*Relationship between
Claimant and patient
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ERSREE4RIE Group Policy No.

FEMy - TZBERSE BELBELER  FAERHRRES/FRE/REASTRRE)
PART Il — ATTENDING PHYSICIAN’'S STATEMENT (To be completed by attending physician at the Employee’s / Patient’s / Claimant's own

expenses.)

A. R AE ) PARTICULARS OF PATIENT

1 AR Name of Patient

2 FEH R MR Age and Sex

3 B{pi&/ FEWBSRES 1.D. Card/ Passport No.

B. E&AE R CLINICAL DETAILS

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

F Year A Month H Day
| IS IS I E—| I | 1 1

2 BRLIRMREHEEIEE 4 HHEA Date of the symptoms first appeared

F Year A Month H Day
| IS I I E—| L1 1 | IS |

3 HWABRABRUILEIAE Z k52 HEB Date of first consultation for this condition or related illness

F Year A Month H Day
| IS IS I E—| I | 1 1

4 AR E R E 2 2 BARFIREE Please describe the symptoms and complaints at first consultation.

5 RARGHEMBLEEN?WME  FIRHZBEZHEZ R - Is the patient referred by other [1 2 ves L
physician? If yes, please give the name and address of the referring doctor.

6 &2 Diagnosis

7 {a#FHEE2 When was the diagnosis made F Year A Month H Day
I

8 MAMMESHMNINESEEEHREHRAIFENARPRIBEER MR EHRETEHZ2BRENZICESBRBEFIN?
AR S - (B RIBEA) Is the functioning of both kidneys presents chronic and irreversible end-stage failure, leading to the commencement
of regular renal dialysis or undergone a renal transplantation? Please provide details. (Applicable for Kidney Failure)

9 MARBRAERIARGSIBEREMERTERKAREZLEFHER - H—(1)F—(1)WBITHAE? FREEFE - (BRER) Is the
patient becoming paralyzed as a result of illness or injury, leading to total and permanent loss of function to both arms or both legs, or one (1)
arm and one (1) leg? Please provide details. (Applicable for Paralysis)

10 WAZREEE  HIKRHIBABKREERE - TEXA HHERERBERARARBERDNTR96)/NF - TEENAERY
B &4 - FFIREEFS - (BRI M) Is the patient in a state of unconsciousness with no reaction to external stimuli or internal needs, which is
associated with permanent neurological deficit and persists for at least ninety-six (96) hours, requiring the use of life support systems? Please
provide details. (Applicable for Coma)
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B. BRPRE R (48) CLINICAL DETAILS (Continued)

11 WASHEERZSEORBMYAE (ERERENEMIFEMNIERERN)? ME - FIRMEEYE - Is the patient having any other active

treatment (excluding pain relief or other relaxing method) ? If no, please provide details.

12 FERRIREZE ZEAE BBEREER  AEEOHBERDLRE ZEZHIRESTE] Any treatments, investigation procedures,

results, and/or any complications and follow up plan regarding the subject diagnosis.

C. BT Z2EZEE R PROFESSIONAL COMMENT

1 RRREFIREF[EV)EREE - HQEDEMER BREHRZHFRE FQHEBEHEMRAAR ? ML - FiRMARZER
Hi R &R+ 15 - Is the condition (1) a recurrent episode or (2) a complication of any chronic illness/ major disease or (3) related to any previous
conditions? If yes, please provide date of diagnosis and treatments details.

0 2 ves O &no 52,5 BH Date of diagnosis/treatments  £E Year A Month H Day
B (BIEZ /A E /8B R4S R) Details (including diagnosis/ treatments/ investigations and results)

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

3 WREEEH 12 EHAAET? HIRMHMIBTER - Will the condition be resulted to death in 12 months? Please state the prognosis of the
condition

4 REEANRGRERERSER? IsitHIV related?

D. H{thE& B %S OTHER MEDICAL HISTORY

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

[ e Asthma ] &% cardiac problem [] #R% Diabetes Melitus

[ ZZURF3% Hepatitis B [] =mPE Hypertension [] %= =i Previous operation
[ &z prug abuse [ =i&t4aE Family history of cancer [] %1 Unfavorable family history
[ W EE2% None [] EftEs - 5258 Other disease, please specify

2 BREASBREEZLERSEMREERIEZESEBENBRIAE? MA - BRAAFE - Had the patient previously been treated or
hospitalized due to the above disease or other major disease? If so, please specify details.

O & ves [0 585 N0  #22HE Date of diagnosisitreatments ~ £F Year B Month H Day

%= f%& Disease

JAE/1EFREE1E Details of Treatment / Hospitalization

BE 4 1= /B8P B T8 Name of Physician/Hospital
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D. EfthE&E 7w OTHER MEDICAL HISTORY

B &f Dates

£ Year B Month H Day

Y% Disease

AR/ R A

Details of treatment/hospitalization

BEHE/EREE

Name of Physician/Hospital

3 FRIRMEUE/RIZELBEES Please provide details of drinking & smoking habit

HFE= (Z/81/%/1#) Daily consumption (piece/ pack/ bottle/ can)

Z1E %A 2 Drinking/ Smoking start date since F Year B Month H Day
E. ER2BLEE R PARTICULARS OF ATTENDING PHYSICIAN
TEBENSE BE
Name of Attending Physician Qualification
ik BB e
Address Contact No.
FRBERE/BRES " £ Year | A Month | H Day
Signature & Stamp of Attending B4
Physician/ Hospital D
o |
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