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China Life Insurance (Overseas) Company Limited Macau Branch CHINA LIFE
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In order to process your clalm promptly, this form must be completed by Insured/Policyholder directly.

T~ %¥F] Insured’s Particulars

iﬁi.ﬁ‘r%ﬁﬁ Policy No. : T M % £ Name of Insured : F g ] Age and Sex | F)iEE! ?gﬁﬁ-ﬁ-ﬁ% I.D. Card / Passport No.
¥4 Rt £, Name of infant t4 [ 11 Date of Birth 1EH| Sex L %‘—F'ﬂ?;%ﬁ% Birth Certificate No.
Jp]F '\ Mailing Address : Te ,?L“TF—H Contact Phone No.

ﬂ%’fﬁﬁ’fﬁiﬁﬁ?}’:ﬁ}ﬂﬂ(ﬁfﬁ%}# “fﬂﬁf‘ Fl_F v B%) Nature of Claimed Benefit(s) (please tick the appropriate box)

L] #re o g 05y %57 057 g8 [ %
New Born Baby Bonus 1* Born Baby 2" Born Baby Fetus & Infant Protection
[ 55w 14 5 2k Lt oy [ i iy o
Carcinoma in-situ of Breast and Female Genital System Systemic Lupus Erythematosus with Lupus Nephritis
[ feom it [ %pa s p gl
Complications of Pregnancy Congenital Anomalies
O frgf 2 O ?%f%b’%f, i , Tt TEFpiekD O g R
Ectopic Pregnancy Hydatidiform Mole Eown s Syndrome éplna Bifida Terralogy of Fallot
O T [ O & e g O aspiffises gz O 4o
Disseminated Intravasular Postpartum Psychosis Oesophageal Atresia & t—{ydrocephalus
Coagulation Oesophago Tracheal Fistula

H @2 YY1 fiSuggested Checklist

SRR P Tt 108 e ™ D 2 sy Tl et 551 pa iy
TIME LADY INSURAENCE CLAIM FORM IS appllcable for lady’s benefit and New Born Baby Bonus ONLY
NI P E féf\t VIS > YRR~ R B G PRRR R P R SR i% VAR LR 2
For other claims, please complete the relevant Claim Forms for claims related to Death, Waiver of remlum read Diseases and all other
supplements.
# ltﬁ%a{g?i UG HTES ! T A ﬁ ' %[ R et P50 VL0 S S T
For application of New Born Baby Bonus or claims for Congenital Anoma[y Beneflts a copy of the new born baby’s Birth Certificate is required.
T R R R R R R S R
References such as the Pat|ent s Card, diagnostic or laboratory reports should be submitted.

ipﬂi‘gﬁé‘f’[ﬁ Treatment Details

LR R (8 (2 T A L i) L / /
Date when symptoms first appeared (For Systemic Lupus
Erythematosus with Lupus Nephritis & Carcinoma in-situ) (FYYYY MM {1 DD)
2.
2. R
E’Iease givi detalls of symptoms.

3.3ty S i bty IRV RS 1 B B The Hospital / Doctor/Clinic / Institution that has attended to the above condition

WEZ IR (F /R B BRI £ et [ BRARBET ) A
Date of Consultation/ Confinement (YYYY/MM/DD) Physician/ Hospital Contactq EI'el No. Hospital No/ Patient No.

R A S ?43),263%[[ 1+ ATE22451A ~ B~ K-P: Alameda Dr. Carlos D’ Assumpgao No.263, 22 /A,B,K-P Edif China Civil Plaza Tel: 28787288 Fax: 28787287
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T #92v] Other Details

4. T FU?IT#'E?:}T Iﬁ? RAE ﬁ'lfl PR UJ%JT? ? 9P ? Hfé’??f#'@:}"ﬁiﬁfdll > 3*7[?” TFJ*/%JTFEJ IV *’“TMEJF;W%JT?JEJ}FE*
#] - Have any of your |mmed|ate family members suf‘fered from a5|m||ar or related |IIness ? Ifyes please state relat|onsh|p to the relative, name

of illness and the date when the iliness was first diagnosed.

OA No 0% Yes Please Specify iz

5. r'giiﬂx FT;:!‘TI [ ? l’/[ls ?/”FI* (E{ i‘TlﬁJ bj:’lj-,gfpbﬁ‘lu[ Z 2
Do you smoke ? If yes, state quant|ty, type and duration of smoking.

DF\, No 0% Yes K|l Type £ gkl Daily Quantity
Fijagp g~ % . Duration of smoking
6. THI E T P e il PRS2 O 5F/IJH e 2 IR P SRR U

Are you insured for S|m|lar benefits with any other Insurance Company ? Please state the name of Insurance Company, policy no. and sum
insured.

DF\, No D?]Yes [l i >~ f[ £##iName of Insurance Company

iR & # Sum insured i §#15%4F Policy No.

APE K f2 48 Declaration and Authorization

£

R (1) (TR FERITR PhE fﬁ~em il + 85 P wﬂ%%% g w*4\”%”wﬁqtnﬁ$¢*ﬁ
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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.
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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.

i */ﬁi?x‘fjﬁ?ﬁ?] ~ER i */ﬁi?;‘rﬁ?] MEE ,ylﬂﬂlﬁﬁflsﬂ}; FUHH(E JE]IED)
Signature of Insured/Policyholder ~ Name of Insured/Policyholder 1.D. Card / Passport No. Date (YYYY/MM/DD)
] R PSPPSR SR W BB BT I PR R AR W

. Remarks: This declaration and authorization must be signed by the |nsured If the insured is a minor, the insured’s parent/legal guardian can sign on his/her behalf.
Opes fpl M PRGSO T RO R e A
In the event of the Insured is physically |ncapacnated and prevent from S|gn|ng, PART | may be signed by a close relative or other representative authorized by the Insured.

FAEEHIRCR S F?ﬁi;‘e’mﬂﬂ;ﬂ%h“ﬁ Please complete if the signature is not given by the Insured.

R (AR TR THEEE T

Name of |nsured (in block letter) Relationship W|th Insured/ Policyholder .

=& i~ = ¥R[EE Personal Information Collection Statement

T R P I N R QR IR R Rl R - R - ’E]Fj‘%ﬁ?ﬂ% Fulg {7~ grR[EY] 4 www.chinalife.com.hk ™ &gy
mwkuumwmmx IS

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.

A I et FURT (= I
Signature of Insured/PohcyhoIder Date (YYYY/MM/DD)
Ml /7~ FJH ' For Insurance Intermediary use only
E F“t RSN :ji = ng’r?pz;\"ﬁ“ - | believe that the answers given above are true and to the best of my knowledge.
(Bl /r ~ e (bl /= 4 8 (CAF ) fbaplr /e = AR H) FUH (F IR

Signature of Insurance Intermediary Name of Insurance Intermediary (in block letter) Insurance Intermediary Code (if any) Date (YYYY/MM/DD)
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(S aEs ] —?“ ATTENDING PHYSICIAN STATEMENT
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To be completed by the attending physician at the claimant’'s own expenses.

JTFJ ~ £, Name of Patient F g 1% Age and Sex | <) i 1S 1.D.Card / Passport No.

Fj-;ﬁ/ [iﬁaﬁ o PRI R (e AR ﬁll CLINICAL HISTORY OF FEMALE DECEASES AND PREGNANCY COMPLICATIONS

1. JTFJ o J/Ff«@%r:,c'é&f 1= We can trace the medical record of patient back to
(= E]/F YYYY/MM/DD)

2. Frowii J?Jr‘%ﬁ IPIAY ATt 48 F [ 11V] Date of the accident occurred or symptoms first appeared

(#/F]/F1 YYYY/MM/DD)

3. ﬂﬁ * F]ﬁﬂ%ﬁ’ﬁﬁﬂ/j‘*?@ [ I Date of first consultation for this condition or related illness
(F/E]IET YYYY/MM/DD)

4, % WIS E f IS Fﬁu ,En‘]f U G PRA if‘f £ Please describe the symptoms and complaints at first consultation.

5. iy MRLIIE P AT 2 gRL §%4ﬂgy@& I B o

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

6.  ##rDiagnosis

7. [=Fk%RR Hospitalization Details
% £/78 Name of Hospital

* [i% [ 18] Date of Admission i | 187 Date of Discharge

8. = %R Surgical Procedure Details

= {1 11 Date of Surgical Procedure (F/E]/FT YYYY/MM/DD)

—

= &€ 7% Name of the Surgical Procedure

= (%1417 Nature of the Surgical Procedure

9. [1[f#E BRIEF DISCHARGE SUMMARY
féﬁ?e’ﬂﬂféﬂ;‘/iﬁ@t . ﬁ%ﬁ WG J?} (2 1 PSR Lk i 0 2 Y PGSR A

(including treatments, investigation procedures, results and/or any complications and follow up plan)
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B. ﬂ%&%lﬁi:vl‘%%:' 'ﬁlj INFANT CONGENITALANOMALY

1. RLf —‘L«Ii,f:lﬁrj V?ﬁg ¥ Exact clinical diagnosis for infant congenital anomaly

2. ﬁ%ﬁ_g’ﬂ Fl’?“sjm%vﬁf’%ﬁr%{é:' F{fj’,‘{{iﬁd Please give details of the clinical manifestations.

3. ffﬁf%’%l BRIEF TREATMENT SUMMARY
‘Eﬁﬁ Pf_?ﬁﬁﬂ/if}@% * A e AN f,r 7 AR TR B LR
(including treatments, investigation procedures, results, and/or any complications and follow up plan)

D. H Fﬂ%ﬁ*vﬁ fll OTHER MEDICAL HISTORY

1. %@*’H'ﬁ r**JF\ ) FFIFWI - Does patient have any medical history or habit as indicated below? Please circle the
approprlate

P?Pﬁ.j Asthma /L\ﬁb%ﬂﬁ Cardiac problem /ﬁﬁﬁﬂﬁ Diabetes Mellitus / "¢ &[4+ % Hepatitis B / f!.'Ji"E’t Hypertension /
ﬁﬁ 2= (%5 Previous operation /2% Drug abuse /ﬁki@[?ﬁ"[‘?’r Drinking /PMQ?»’,"[‘E‘? Smoking /

* HﬂE@f‘c % ff| Other remarkable iliness, please specify /j‘Jf’%»“,f;?J None

2. N TR PR EDR OB SRR 2 LT - et

Had the patient been treated or hospitalized for the above |IIness or other maJor i Iness’P If so, please give details.

Fist] st it = I 2 I £ £
Dates Disease/Disorder Details or treatment/hospitalization Name of thsician/HospitaI

3. %ﬁﬂqﬁfﬁ ﬁA{EI/PB}F'FH[ ﬁ'l‘ﬁ Please provide details of Drinking & Smoking habit of patient.

??‘f?lﬁf‘, [ Drinking/ Smoking start date since (& [E]/F YYYY/MM/DD)
£y [IH]E! Daily consumption (3 10 15 R piece/ pack/ bottle/ can)
= ZR 2 It £, Name of Attending physician ©VFE Qualification
Byh- Address Tff'ﬁq’ 'F%'Fff' Contact Phone No.
= PR EE R FUBT(F17]TET)
Signature & Stamp of Attending Physician/ Hospital Date (YYYY/MM/DD)
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