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China Life Insurance (Overseas) Company Limited CHINA LIFE
(RPFEAREMEIMALZRBARAE)

(incorporated in the People's Republic of China with limited liability)

e i 1A :
HOSPITALIZATION ﬁiLAII\/I FORM CS-CLAOZ

51— Iﬁf [7; PART |
FW|5[{IF$J?5|E. BhEp IF—H!#%L‘ E St R e 1 fﬁ?ﬁ“'ﬁ%m H=p Fjéﬁ/?ﬁ%@v“' :"IF‘F“ V1A 4l - Inorderto

help us process your claim promptly, this form must be completed by nsured/CIalmant and retu ed to the Company within 30 days from date of
discharge with original receipts and discharge note.

Tl £¥E] Insured’s Particulars

i%?ﬁf‘l—filylﬁk iszlé'j, I S NI I EIVW“’\ V’%Nfl& iiﬁ% {’TQFF“F“HI‘[)

To be ompleted by Insured. If the |nsured is under age 18, this form should be completed y the insured’s parent/ legal guardian.

i {15#7is Policy No. T~ 4% £ Name of Insured = g5l 11| Age/Sex £ biRa FEHSRR 1. D.Card / Passport No.

EN{ingal] (TJ;[[J _F[9F) Claimed Benefit(s) (please tick)

1% New Claim It % Further Claim
[ ] kg Hospital Benefit [ ] =[5 * El Hospital Income L gk L1 7y sk

JFjFE-Mailing Address :

Hﬁfﬁ rngiF, Contact Phone No. :

—m

FEE fj Pl v Hﬁ B e > il 1 2
#ﬁﬂ%ﬁrun: il £78 > R HIBETR [] flyes ] /i No
Are ygu maklng a claim against any other insurance company for the il FJ ¢7% Name of Insurance Company
same incident? If yes, please indicate the name of insurance company f’ﬁ’erP i b
and policy number. {15 Policy number :

R 9t (= [5E For hospitalization due to Accident

1 Hgt s Eﬂjf&ﬂ/ﬁ I# Date/Time of the accident 2. Ft s s fﬁ%ﬁLocation of accident:

At on
T[T AM/IPM F /5 YYIMM/DD

3. ﬁ?ri‘fiﬁ(/r L FEfE T U1 Please describe the occurrence of the accident and the circumstances of injury in details.

P (= [ For hospitalization due to lliness

4, ﬁ‘?ﬁﬁiﬁéﬁ Jﬁﬂ"’\ Please describe the symptoms 5. F1 ViR gl J?E“Uﬁ'r%'ﬁlﬁ'& 4% %2 How long has the insured been
experiencing these symptoms prior to first consultation?
7B 1fj Treatment Details
6. FIS IR % [RIEVEHR: 7. H P TR AT R R
The physician/hospital first consulted for this injury or illness. Other physicians/hospital consulted for this or similar conditions:
oAb T
Date of consultation: F /5] E YY/MM/DD Date of consultation: F[E[] F1YYIMM/DD
[ = [ €782 B9 Name & Address of Physician/Hospital B[RRI €78 By Name & Address of Physician/Hospital
8(a). R * [k A LR [ 13 8(b). fE™ F\’i” [ [ HAfE %l@ Jtene?
IE ease give the date of admission and the date of discharge. Have you taken any home leave during the hospital confinement?
Yes
B o =
Date of Admission: F[E[ET YY/IMM/DD e %f I 9 H 0 SR 1 S
) If yes, please state the starting and ending date and time of your home
LU T leave.
Date of Discharge: F[EIET YYIMM/DD
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i K A Declaration and Authorization
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AUTHORIZATION

| HEREBY AUTHORIZE (1) any employer, registered medical practitioner, hospital, clinic, insurance company, bank, government institution, or
other organization, institution or person, that has any records or knowledge of me/the insured to disclose, release and transfer such information
to China Life Insurance (Overseas) Company Limited (hereinafter called “the Company”); (2) the Company or any of its appointed medical
examiners or laboratories to perform the necessary medical assessment and tests to evaluate the health status of myself/ the insured in
relation to this claim. This authorization shall bind the successors and assignees of me/the insured and remains valid notwithstanding death or
incapacity. A photocopy of this authorization shall be as valid as the original.

|
B RIS ) I RO R AL A B A I SRR 2 R 4 P
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DECLARATION

| 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 claim form, it may result in the Company’s inability to process and deal
with this claim.

S R ST 4B I [
Signature of Insured/Policyholder =~ Name of Insured/Policyholder I.D. Card / Passport No. Date (YY/MM/DD)

) PR R T R A o BT P P R A
. Remarks: This declaration and authorization must be signed by the insured. If the insured is a minor, the insured’s parent/legal guardian can sign on his/her behalf.

IS PR AERH  HAR S -
In the event of the Insured is physically incapacitated and prevent from signing, PART | may be signed by a close relative or other representative authorized by the Insured.

FEEHIEOR ﬁ%L;E RiIFH Please complete if the signature is not given by the Insured.

SRR ) PR R E)
Name of insured (in block letter) Relationship with Insured/ Policyholder .

& (i ~ k| EE Personal Information Collection Statement

# MR SO P B S e R R E U PR S TRl - Jﬁ%{ﬁ%?ﬁ L& i~ TeR(EHY] - Tt F www.chinalife.com.hk™ #h g5
IR~ & QAT ) B0 F R flER -

I confirm that | have read and understood the personal information collection statement of China Life Insurance (Overseas) Company Limited. For
the latest version of the personal information collection statement, it can be downloaded from www.chinalife.com.hk or is made available upon
request.

e R ]/

HFEFMY F/2 Y10 Suggested Checklist

1.0 = Z@t gl E]"ﬁ‘éﬂﬁfﬁﬁﬂ'ﬁ‘?ﬁﬂiﬁt 1853
Individual Hospitalization Claim Eorm art Il by Attending Physician

2. O 2 @pegtil et R SR Rl e e En)
Discharge Summary/ Medical Certifica{e (with exact diagnosis) issued by public hospital
3.0 ERepsort Jrja’a'ﬁE'JFIEJ;Elwu&aﬁ»yfj/r—ﬂz (3.2 #7 HKD/ RMB )
Original Hospital Statement and Official Recelpt (claim amount: HKD/ RMB )
4. O [ERepgoet Jréfs’ﬂ'ﬁE'JF”J%:E[F?H'fﬂ'ﬁ.Ff!J/ﬁ'Ji (PO e =l L)
Photocopy of Hospital Statement and Receipt (for hospital income insurance ONLY)
5. 0 ["E&/ XA FERIHEY 82U B e e ke
Laboratory/ Xray/ CT Scan/ MRI/ Pathological Reports
6. 0 F bl > HIE A I 1 HTPRET Gy ™ e Rt )
Settlement breakdown from other Insurer/ Party (For balance claim)
7.0

H sl = f

Request for Return of Original Documents

a1/ ~ Ei¥] For Insurance Intermediary Use Only

A F?ei £ ‘rfi[“zja;r“ BITHEE " o | believe that the answers given above are true and to the best of my knowledge.

gl E (Bl /7~ 4 (AR ) (Y A s T (e 29 FURT (5 /2]IET)
Signature of Insurance Intermediary Name of Insurance Intermediary (in block letter) Insurance Intermediary Code (if any) Date (YY/MM/DD)
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EZRY %F,%} ATTENDING PHYSICIAN STATEMENT

CA Sﬁ 77 PART Il

Iﬂ ﬁ‘@&j@fiﬁ, F)}r‘ ,_éu;t lf—”{%fé‘r ’ Ell’:f” ;l

To be completed by the attending physician at the claimant’s own expenses.

|~ I, Name  of Patient

g o 1] Age and Sex | £)iiH vk 1.D.Card / Passport No.

A. [IfIF JTE Bl CLINICAL HISTORY

1. vﬁ N %@EC'%H JEH¥= We can trace the medical record of patient back to

2. Frowii Jﬁjr‘%ﬁ IPIAY Tt 48+ [ 1IV] Date of the accident occurred or symptoms first appeared

3. o *ﬁ? TJI'**JT? L V52 | 137 Date of first consultation for this condition or related illness

(# [¥]/]1 YY/MM/DD)

(&F [E]IET YYIMM/DD)

(F/E]IET YYIMM/DD)

4, rﬁﬁﬁé‘f AL B 'F/T?AEJJ‘: 2 fzt}{kfp)ﬁﬁ Please describe the symptoms and complaints at first consultation.

5. }F ki_j\ Mkl |“1Fii§§1 Oy ﬂ , ?ﬁf;@ﬁ @i NZEe Et*’ﬁll—

Is the patlent referred by other phyS|C|an’> If yes, please give the name and address of the referring doctor.

6. % Diagnosis

1. =% Hospitalization Details
P €78 Name of Hospital

B. E[@a‘gﬁ I HOSPITALIZATION HISTORY

7 [ FIE#] Date of Admission

L

X

= %51 1#4 Date of Surgical Procedure
= ¢ # Name of the Surgical Procedure

= %514 TT Nature of the Surgical Procedure

2. =%k Surgical Procedure Details

t1[% F 130 Date of Discharge

(# 7]/} YY/MM/DD)

(IR AF e Ay b B

C. lI'[{#tf! BRIEF DISCHARGE SUMMARY

B P R L e R

B PGSt H

(including treatments, investigation procedures, results, and/or any compllcatlons and follow up plan)
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D. [¥™ "/Eﬁ’%&ﬁ[ PROFESSIONAL COMMENT

1 RLWEpE If’i7 (OB ES  F5 ()1 ([P iirtop/ Bt 1 g p5 ()% 1 8 Pt e FT” gL » %;ﬁ 1 7“4 i
(AECRS iAo

Is the condition (1) a recurrent episode or (2) complication of any chronic illness/ major disease or (3) related to any previous
conditions? If yes, please provide details of the diagnosis and treatments.

O kLYes O ANo
7 | #] Date of dlagn03|s/treatments (= /F]/E! YYIMM/DD)
ﬁ[ (:u? = ,’ﬁﬁif,@ilﬁﬁg‘ i k5# ) Details(including diagnosis/ treatments/ investigations and results)

2. ﬁfﬁﬂ%ﬂﬁ;l/ﬁij; [~ What is the underlying cause of such illness?

3. ﬂ[‘?‘j?ﬁ?ﬁﬂw (58 V11" [ The prognosis of the condition. What is the chance of having a relapse?

4. rﬁﬁ[’@flflﬁz Lrg&ﬁﬂ%%;’/}{%ﬁd - Is the illness associated with the following? Please circle the appropriate.
:t%']\;bv%vﬁCongenital condition / gE;ﬁJ fal m’Developmental abnormality / ﬁ@']@&ﬁHereditary condition /
*w%%“Mental disorder / jBE 5 [T 1Abuse of drugs or alcohol / 'I‘éﬂVenereal disease/ T ‘ﬁ p‘iﬁé’fﬁ]lnfertility or sterilization/
BV BV PAIDS or HIV related iliness /@Tﬁ’ﬁ?ﬁ%if&Cosmetic or plastic surgery /
I%LJ(% e[ & ) Pregnancy (please provide expected date of delivery) /F 172 Self-inflicted injury /
fﬁ? None of the above

% 'Ffp[ﬁ Please state details:

E. H [*%ﬁ‘z”ﬁﬁll OTHER MEDICAL HISTORY

1. rﬁﬁ[’%}'t"ﬁ t* 5@?}?]?\, I Wyyrg - Does the patient have any medical history or habit as indicated below? Please circle the
appropriate.

pifplﬁﬁj Asthma /fu\%ﬂfF Cardiac problem /ﬁﬁﬁﬁf Diabetes Mellitus / "¢ %= % Hepatitis B / ﬁ,' TExHypertension /
g 'é‘;f 7= %5 Previous operation /ji8% Drug abuse /ﬁ)\(gl?zfl‘é‘ﬁ Drinking /FMT'??IEI Smoking /

ﬁ ﬁu&fﬁ % Zt[H Other disease, please specify F’Fi | None
2. ok * 'ﬁ7 PR g BT P B o B DR \/Fﬁiiﬁ@ ? JipLE %‘ w1 - Had the patient previously been treated or
rmspltallzed for the above disease or other major disease? If so, please give detalls
[ TR TR R B I R T
Dates Disease Details or Freatment/hospitalization Name of Physician/Hospital

3. %?Eqﬂ ﬁ}\@/PVT‘?I ﬁ‘rﬁ Please provide details of Drinking & Smoking habit.

?4[ 751 iF I Drinking/ Smoking start date since (= /F]/}T YYIMM/DD)

£7 [ 1H]E! Daily consumption (¥ 15 1E5 =L piece/ pack/ bottle/ can)
= ZR 2 It £, Name of Attending physician E%[%?z Qualification
Hyi- Address T“Eﬁ'ﬁr i Contact Phone No.

DR e BEE [T G
Slgnature & Stamp of Attending Physician/ Hospital Date (YY/MM/DD)
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