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FUIRERERGER P 2012 2 4R B

Request For Change of Policy Coverage RN PN
02070040100101
REBBEALS BRALE fRE 3RS
Name of Policyholder Name of Insured Policy No.

fRE&H T AEH Insurance Intermediary’s Information

{REE D/ AL Name of Insurance Intermediary

R A#RmSE Insurance Intermediary’'s Code Mt 45 S8 Contact No.

EZE/AH Important Notes

1. YNERGEIENIPMANGREE - BEFRARNERRFIZEE - The form MUST be signed in Macau if addition of rider(s) is applied.

2. ARBPFRAZ "ARAE, 5 "TEAE ) ZRMIETEIAZRE (/85 ) BHARZAE] - The expression ‘the Company” used in this form refers
to China Life Insurance (Overseas) Company Limited.

3. RESEARBEARREUERES KAREFAAES  FBEARRERQTINCHMET - REFBAATDEREAZBAETAZGE
WA 725 Z YEE - Only original form is accepted and this form is to be completed in BLOCK LETTERS and signed by the Policyholder with the signature
correspond with the Company's record. Any amendments in this form must be countersigned by the Policyholder in full signature.

4. FATEEBIRENILRGFER UESHEBARNTE AR EKRNBFR - BHEARLTMIE www.chinalife.commo 2 & T & & H kA -
The Company reserves the right to update this form from time to time, accept or reject the form if the Company's requirements are not fulfilled. Please visit our
website www.chinalife.com.mo to view and download the latest version of the form.

5. UMEBREFEERAATINBRERE AT HEIERBRIEE - The Company shall have right to reject the application if the application fails to fulfill
Company's requirement(s).

6. RPN ANDHEHRITERMWPE  UARASUE SRR R %E - Requests submitted via insurance intermediaries/ distribution banks are subject
to the Company’s receipt of the relevant documents.

E—IBY FLURERFE Part 1 Change of Policy Benefit

11 0 EHEZXEE/ MANERE Change of Basic Plan / Riders

/S EFHAAIEREE Application Within Cooling-off Period O £ Yes O & No
EARGHE / MANREE =HEI4RIE | 1SRN TIBR o HERE /B | HRE/BEEXEE | £35R Effective time

Basic Plan / Riders Plan Code Rz a Deletion b 2EE be (fREEHE ) EDS #BZH On
Addition of Reduction of Sum New Sum Assured / Immediate Anniversary

Riders 2 Assured / Basic Basic Amount (Policy / Date

Amount b ¢ Currency) 4

O Ol Ol Ol O

O Ol Ol Ol O

O O O O O

O Ol Ol Ol O

B E AT/ M {RFEEEZ1E Notes for Change of Basic Plan/Riders :

a. EFEEMMINMRENERFHERE =289 - Must complete Part 3 to Part 7 for addition of riders.

b. TEERFEEMZE B TRERD / REHBRERE N RGHREREELEERFIEFHEENILRFE - You wil reduce/lose the relevant coverage of
the benefit concerned after approval of the request and you may not be able to reapply for the same benefit on the same terms/conditions in future.

c. MESFHERFRVRERANFERE/BEXSEE - WERRKHIEES/\203 "E{REAF, - Must complete Part 8“Policy Replacement
Declaration” if apply for Reduction of Sum Assured/Basic Amount of basic plan after the cooling-off period.

d. HiRER / ERASBR A DRAANETERNREREE / EAEER - NFFEMEBEOEN  SEBFEHNNAREN "HWERF,L, RN F
SITHEE TREMEHICEER 1 AR  The new sum assured/basic amount should not be less than the minimum sum assured/basic amount
required by the Company. If any refund after approved the application, the refund will be deposited into the Pending Account and the “Request for Financial Service
Form” is required to apply for withdrawal.

FEASRE C8N) ROBRLARE (RPEARANBEEMA L ZBRBEROT)
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability)
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{REESRHS Policy No.

E—EMHIFEURE(RIE (48 ) Part 1 Change of Policy Benefit (Continued)

1.2 [0  i5EEREETE] Designated Medical Benefit Conversion Program

EREEREARAETE
Old Rider Code and Name

WEERRECRREHE

New Rider Code and Name

REBFHB

Policy Anniversary Date

IEEEIAEERT 25X EEIE Notes for Designated Medical Benefit Conversion Program:
-WARREREFHRI—ERRNRE RER PE EMRER R N —EREBFERE] - Must be applied within 1 month before Policy Anniversary. The
revised protection will be effective from the next Policy Anniversary Date.

T B K 5l o Bt 22 5B MR B2 /BR S B2 (T Deletion / Reduction of Occupation Rating / Exclusions

<WHARFEB RRER ( EXFHAARZRABRN/BE/ERBFER) BEEMBENE N KERZEEH - Must complete &
1.3 [0 submit “Change of Policyholder/ Insured Personal Information/ Occupation/ Signature Form” the part relates to occupation updates and provide

employment proof > .

T B =8 5l o 2 B BB SMR B2 /BR M (T Deletion / Reduction of Medical Rating / Exclusions
1.4 O <nEEEEEE "@EZBEP, - Must complete Part 7 “Health Declaration™>

EFRER AR EEAR R Re-declaration of health information ( BRI TEIREE / MINRIE / IEREMNIAINERP RV ERR )
Applicable to report pre-existing health condition which was missed to declare before effective of the policy/rider(s)/policy reinstatement )

1.5 O <0hEESEE) TREBE, M "HFE®m7c. PEAARIET - Must provide the details in the*Supplementary Details”of Part 7*Health
Declaration™.

E " Ep{n Efth3E7R Part 2 Other Instructions

E=30n ERZFUWAKZETEE Part 3 Monthly Net Income and Education

REFBABHBERA MOP

Monthly Net Income of Policyholder

REREAANBEEE O /NESLUT Primary or below [0 PE2 Secondary
Education Level of Policyholder 0 KRz _E University or above O Hffh Others
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{REESRHS Policy No.

SEERfn BEZESEYS Part 4 Occupation Details

BN ANRERRERHMFREN D D AELBHRESRARRERB ARNBBER -Must provide the information on Insured and Policyholder
in this part if Payor Benefit Rider is applied.

ZRA Insured RERAA Policyholder
iES
Occupation
EEME
Nature of Business
=T O & No O & No
Work at Height O 2 Yes &5 maximum height KM Ll 2 Yes &S maximum height KM
.- O & No O & No
ERIEIRE _ _
Heavy Machine Operation O 2 Yes . [ 2 Yes —
3 51 BB (Please specify) 3 51 AB (Please specify)

EAI IRIRFERE Part 5Insurance History

WMEE M INFREEARERHRENZHRAFRENZE - BTIERLIARIZE - This part is not required to complete if only Payor Benefit Rider
or Waiver of Premium Benefit is applied.

SRACEREF EERAFATARBASINAS BE BENEIMRIE ? B2 FBIEZ TR -Does the Insured
have in force or currently applying for life, critical illness, medical or accident insurance with any insurance company? If Yes, please | [1 2 Yes O & No
complete the table below.
— o FEEFD {RBEEE Sum Assured ((2F95c MOP)
ERAT - = = = == =
N RSB Year AERE RERRE ERARERE B
pany Issued Life Insurance Critical lliness Hospital Income Accident Coverage

#2{RP=%A Total Sum Assured

SE/NERMY ZHKEEARIL  Part 6 Family Details

DAEIEREZRANBRER - NBFENMNMNREERRE RGREN S

= 8o 44
RIMBERRFREREFSEANBREER - Must provide the information on Insured in this is{iii ﬁiﬁiﬁ
part. If Payor Benefit Rider is applied, the information on Policyholder is also required. y
1 | BFORERS  RFEHERPEEELRABE LMK - PR - SME - #EK

5 - B SRMELE  BEE - X (IIXTE ) - BEXNETEEE

& ? A - BT FREABRSIETFEER - % ARE - Have any of your natural

parents, brother(s) or sister(s) died or suffered from heart disease, stroke, high blood 2 Yes OF No O2 Yes O&F No

pressure, diabetes mellitus, kidney disease, multiple sclerosis, mental disease, hepatitis (or is

a hepatitis carrier), cancer or any other hereditary diseases? If Yes, please provide details of

onset/death age(s), relationship and cause of death or condition(s) in the table below.

Z{RA Insured fREFRAA Policyholder
Bt% Relationship B Y 3 Y
Disease Onset/Death Age Disease Onset/Death Age

R Father

538 Mother

SLSBEYR Sibling(s)

(@) RERANRKBEZEHEBEASABERR (BRARK 17 %A ) 202 -

ABTE NAREERR -

parent(s) have in force life or critical illness insurance (for age 17 or below)? If Yes, please complete the table below.

Does the Insured’s

O2 Yes & No

ORREANEBEEHEEASHEBERE (BRANRKEXIRE ) ? I - 357 N3 - Does the Insured’s spouse

have in force life or critical illness insurance (for homemaker)? If Yes, please complete the table below.

O2 Yes & No

2(a) R Father

2(b) Mother

2(c) EfB Spouse

ASRBEEE

Life Insurance Amount (MOP)

e RIREFA(HKS)

Critical lllness Insurance Amount (MOP)
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{REESRHS Policy No.

N5 KEEAKT (48) Part 6 Family Details (CONTINUED)

3 | BFEgERBE T _ERRNITEERKT_EARNERFILUNEEBB/E
B (iREEFRSN ) ? 102 - FB1E NREEEZ Wi - [RE KA - Have you resided
or intended to reside outside Macau for more than 6 months during the last 12 months or in the
coming 12 months (except for Holiday)? If Yes, please state the country, city, reason(s) and
duration in the table below.

ZRA REFEA
Insured Policyholder
O2 Yes O&E No O2 Yes O&E No

Z{RA Insured

fRERFAA Policyholder

ch B3 5 City in China
(FEREEBERR / MEBEHEMBEARE

R O / &5 8 & excluding Tibet Autonomous
Name of Country and City Region/Xinjiang Uygur Autonomous
( BFIHFTA Please state Region/Qinghai )

all ) O BP9 Macau

] HAth Others

chE3p 5 City in China

(FEREBERE / MEEEWBE AR /B

N2

78 excluding Tibet Autonomous Region/Xinjiang
Uygur Autonomous Region/Qinghai )

JEFY Macau

HAth Others

B E[REA Reason of Stay

S EE)
Duration Month(s))
%507 f2EEEEAR Part 7 Health Declaration
WERTEILE N RHZRANBRER - MBFEMNMNRERAERHFRENT SR A BEREA
Al ZERRIRHRERFB ANBRIER - Must provide the information on Insured in this ﬁsa;’ed F;;Iic T;older
part. If Payor Benefit Rider is applied, the information on Policyholder is also required. y
1 AVAN JNAN
(a) B THIEE? Your height? lgr: [gr;j
A AR
(b) B FAIEEE? Your weight? LI\(;" .
(c) BE—FA B THEEZEA 5 AT 1 BRI EMIEE ? &8 - FmifR
> Has your weight changed more than 5kgs/11 Ibs in the past year? If Yes, please state 02 Yes O&E No 02 Yes O&E No
the reason.
(d) BT E2EEBAE-—ERNTAKEAFERRE—E2HE MRS : it - 52
TB& - B8 - MEZERSASEREERS ? Have you at any time in the past 3 = =
months had any of the following symptoms for more than 1 week continuously: fatigue, weight D% ves L& No L% ves L& No
loss, diarrhea, enlarged lymph nodes or unusual skin lesions?
2 | EBENRERRETISERE ? 58 - FEE FIRE - = =
In the past 12 months, have you ever smoked? If Yes, please complete below questions L% Yes LI& No L2 ves LI& No
(a) B HFRIZEZ/)SZ? Average number of pieces daily? Piec%(s) Piec%(s)
(b) IRAESZBZ/DEE? For how many years have you smoked? Yei(s) Ye?(s)
3 | BTEEIRAMEEEY) - SHBEEIEE - B8 « ZUAS B BARAEEYSEVE
MERIREEEE ? A - FEIARTEE RS - Have you ever taken any habit forming = =
drugs or used beer, wine or spirits regularly or been treated or advised in connection with your L% yes T& No L% ves LIS No
alcohol consumption or taking of drugs? If Yes, please state the type and quantity.
4 | BTNEBEERA  FESHER  ABEI TIER AR
Have you ever had or been told you had, or been treated for the following diseases?
(a) Ab#SAZSm ~ M ~ IE 00 ~ (FORIA 2 - ST IR 2 48t At 3R 2 Tuberculosis, 02 Yes CIE No 02 Yes 05 No
asthma, blood spitting, shortness of breath, or any respiratory or lung disease? = =
(b) 02 - FO%E - SINERE - B - EeL0H - MR MERESRE ? Palpitation, chest o =
pain, high blood pressure, anaemia, any disease of the heart, blood or blood vessels? L% ves L& No L% ves L& No
(c BEEE KBHEAR UK FE -SB -5 & B =E =SEO
m (BREFRER)  PEE - H{E&RH 2 %% ? Gastro intestinal ulcer, recurrent o =
indigestion, hernia, fistula, piles, stomach, pancreas, intestine, jaundice or any disease of liver D% ves L& No L% ves L& No
(including hepatitis carrier), gall bladder or digestive system?
(d) BRIE - FREB  WERRSREE D -~ 1w - BRESUBISIIRER - SREMAETEV R Z
4% 2 FBJE ? Urinary sugar/albumin/stones, venereal disease, or diseases of the kidney, 02 Yes O&E No OZ Yes O&E No
prostate, reproductive or urinary system?
(e) BIMEIE - #H1¥%E - B - BREER - BHRNEHAL - RIS BERAL
IEE %% ? Epilepsy, seizure, fainting spells, severe headache, mental or nervous 2 Yes LE No O2 Yes O&E No
condition, any disease or abnormality of the brain or nervous system?
() B - BEIAEENERY) - BE - AEBMUEBERNER  BKE - F
ARBRIER ~ EtRD W Rk B E =S ? Cancer, tumor /abnormal growth, cyst, any £ Yes & No O2 Yes O&E No
sexually transmitted disease, diabetes, goitre, any endocrine disease or severe injury?
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{REESRES Policy No.

553019 fEEEESHER (48 ) Part 7 Health Declaration (Continued)

WAEIEORHEZHRANBREER - MPFEMEMNERERTRE REFREN S

AIMZERIFIREIRER A AKNBRER - Must provide the information on Insured in this I%H%A 1,%‘3';5'%EA
nsured Policyholder

part. If Payor Benefit Rider is applied, the information on Policyholder is also required.

; REERIINEELS B BEEOEZE i i
4. | (9) KEERH ﬂﬁb%%(ﬁﬂﬁﬁ' e ~ B[O 2 wm) Dlsegse or disorder of the 002 Yes 0IE No 02 Yes TIE No
sense organ(s) (e.g. disorder of the eyes, nose, throat, ears or oral cavity)?

(h) BURM R - BRENSK  BRISAAR B ERE S (MR EIEE BREm) « 44T A4
W EBERNEAARE EMBIFIR K Z %R ? Rheumatic fever, arthritis, gout or
disorder of musculoskeletal system (e.g. joint or bone), connective tissues or skin disorder, or
any other disorder not mentioned?

O2 ves O&E No 02 ves O&E No

S | EBERER - BFEE Inthe pastfive years, have you ever

(a) BB BIERFETZERE - W XX LEE - SRS 88K KR
K MR8 58 & 2 B4R EE ? Had or had been adwsedtotakeanydlagnostictest(s),such O2 Yes O&E No 2 Yes L& No

as X Ray, ECG, CT scan, ultrasound, urine, special blood test or physical check-up?

(b) BHEER  ERBFM  M2iAENEES MAE LAEIRENE ? Hadany =

=
iliness, operation, medical consultation/treatment or hospitalization not mentioned above? 2 Yes LI& No 2 Yes LI& No

(c) B2 BRAN S fm SR REAR(BILNRESR - DR - #5/AENZM - M0 EN_CRE %) ik
R A=
TEFTE = KB E= R Other medical conditions or sign and symptom (such as lump, 002 ves CIE No 02 ves 1% No
headache, persistent coughing, chest pain or epigastric pain) that you are seeking or intend
to seek medical advice

6 | BT EARE RS EY RN BEEENEaR AR EET /B8ER
M~ AR P NE TEEAEERENELRERLE Y B - HriHE
g2 R - Are you currently rece|V|.ng mgdlcaltreatmgntorunQer med!cal care ofan.y kind 02 ves OOF No 02 Yes OF No
or do you have any expected need or intention of receiving medical advice, consultation or
treatment? Or do you have regular doctor or family doctor? If Yes, please state the name and
address of the doctor and reason(s) of medical consultation(s).

7 F‘é? L EEZH ] FESTHUERE AR B SRS REZ BEIBH - S8
AR EHEBNERE LR A ZER ? B N EREEE REE MR EHER

AF 1 ? Have you ever received or do you intend to receive any medical advice, counseling = =

or treatment in connection with AIDS, or any AIDS related conditions, or been told you had the L2 Yes LI& No 2 Yes LI& No

above-mentioned disease? Or has your spouse suffered from any AIDS related condition?

8 F’é?mé‘%ﬁﬁb“l SEFZL - Pk *7J< - fElRtiEE) - BEEHIAIE
RESGNHEBEEMRNEMNESHE ? 18 - FEBEAR MBS - Have you ever
engaged in any mountaineering, sky diving, scuba diving, hazardous sports, racing or flying other O2 Yes & No 2 Yes L& No
than as a fare-paying passenger on a regularly scheduled airline or do you have any intention to
do so? If Yes, please complete the appropriate questionnaire.

9 | BT EAERFARFEVNAS  BF  BINNBERES - SERIERS T8
MEHIER ? WA - FERRE - RRATEHE - 1208 BE RIRE SR - Has any
application for or reinstatement of life, critical illness, accident or medical insurance on you been O2 ves O&E No £ Yes O&E No
declined, postponed, rated-up or accepted with modified terms? If Yes, please provide the reason,
name of insurance company, application date and policy number.

10| 2R+ Zmsil E 2% For Female aged 12 or above only

= ,%‘g ? = ';itt ,%‘c,-g ‘Fg o ?
(a) %Tiﬁﬁméf' 2 7 W2 - BEHEZBEE - Are you pregnant now? If Yes, please S ves [IE No S ves [IE No
state pregnancy duration.

(b) BTEBEEIENEHEREERNERNER 2 3E - KA BERZEHIR
RAIEE ? Have you had any disorder of the breast or reproductive organs, or prenatal or 02 Yes & No 2 Yes L& No
postnatal complication, menstrual disorders or abnormal pap smears?

" | R@EAR+EEsl T ZRMEAL For Juvenile aged 17or below only

(a) BT EERE 37 BT SBHHE ? HEBAREIEHIEE ? Was 02 ves CI%E No

your birth premature (37 weeks or below) or post mature’? Any special care needed after birth? = R

(b) BTFEEESERIE - £IB /O EEB4EIBAIINE ? Have you had any physical o Not Applicable
; L2 Yes & No

defects or shown any sign of slow physical or mental development?
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{REESRHS Policy No.

517 BREEEEAR (48 ) Part 7 Health Declaration (Continued)

£ 1Bf@7T Supplementary Details

=T REEH, BBEES "R NARUHR  BEURREHFAERNIERREE O KB - M NIIEAAHER - FER " E2RME
REME, - MEFNZETHREEE - CRIARESAE  FRHEERZEBZHEAN - SEBERERES ZEIRESE -

If any answer to “Health Declaration” is Yes or any supplementary information, please give full particulars below and quote the relevant section and question number.
If space given is insufficient, please complete a “Supplementary Information Form”. Please provide copies of appointment slip and investigation reports for review if
there are any physical check-up, laboratory test or hospitalization history.

RESE 15 Details RERE T BY / BiramE kit
Question | BE®RRE / REH - B / REFERE - MR REIEE - 28 (MER ) (MER )
No. R SESNEE LMEREAEGR  REBEZHBPE Incduding dates | Degree of Recovery Name & Address of Attending
of illness/injury, duration, number of attacks, severity of illness/injury, diagnosis, type (If applicable) Doctor/Hospital (If applicable)

of treatment or investigation received and their results, last follow-up date etc.

2 )\ER 17 EE{REZAR Part 8 Policy Replacement Declaration

7 E1H Notes :
MESHFHEPFERVMREERERE / BX S5 - FFEEUIS - Please complete this part if you apply for reducing the sum
assured/basic amount of basic plan after the cooling-off period.

B NEaEAIEFEREASRRRENSIHNEZHNES - EANITESABBAR VI ASRRERENEBNREMEASNTE - U
EMBEIMRBEEFER 2 BRANBFNASERERE (NA) 2?00 ZE5ETHTHEIERERE M EEASRBRET SFRE
BERELASRBREEASZNGRE / EXSEMABNGRE - 12 - ZSZBREHEES "E{R, - Are you using or do you intend to use
some or all of the funds arising from the above-mentioned policy, or any savings made by reducing the premium payable under the above-mentioned policy, in order
to fund the new life insurance policy (if any) which is purchased within 12 months prior or follow to the date of this application? For example, such funds or savings
may arise from reducing the premium payable of the above-mentioned policy by reducing the basic plan sum assured/basic amount of the policy after the cooling-off
period. If yes, such conditions will be considered as Policy Replacement.

O £ Yes
O & No
it Notes :

FEfR, ORES B MHERBE RBRIEX - RRERTHWER  BHALEREREENRENGR 2B REERFESAENRER)
@ B NESKEXERUTHRABARRRERNATER - WARRPIES/MERF[AIL www.amem.gov.mo BB ( ASRIEERIES]) &
RIRIESILL Y BRAREREE - You may suffer loss in case of “Policy Replacement”. To protect your interest, you should carefully consider your existing and the
new insurance policies and assess whether the Policy Replacement is in your best interests before making a decision. You should seek professional advice to
understand the associated risks and potential disadvantages of Policy Replacement. For details, please visit the AMCM website at www.amcm.gov.mo to read the
guidelines titled, " GUIDELINES FOR LIFE INSURANCE REPLACEMENT ".
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805 ERARIZHE Part 9 Declaration and Authorization

RN/ RBRPFYHE L 7B REIR - BNBAUERMBREZERNRMAMESERESR HERSEEZZE  WEEZEARA / HM
FRFI R FRIEMIEZER - AA / B RS IS B N EIRSRBNATE FIIMAIRTE RS A& - 7785430 1/We hereby request the above
change(s) be effected and declare that all statement, information and particulars given herein are accurate, true and complete and are given to the best of my/our
knowledge and belief and no material information has been withheld in relation to this request. I/We agree that such change(s) or service(s) will not take effect unless
all of the following conditions are met and approved by the Company :

1. IBAREZRERXHERRFEATIWHE ATIUWE - Al required payment and documents have been submitted to the Company and duly
received by the Company.

2. WIERFESFEAEENDATERRIEEHR  KEASTEMKEALE - The request is accepted and approved by the Company during the lifetime
and continued insurability of the Insured.

3. HUPFERAREQTMRAZEMNGE FEH Y —T)ERKBE - BRAUREZ 8D (FRIFESBEMIETR ) - The information and
statement made in this request and in other documents as required by the Company shall form the basis for this policy alteration request and form a part of the
policy(ies) unless otherwise specified.

4. BREBUEEAMFER BRI FE M - Acceptance of the request for change shall be confirmed by the Company in writing or endorsement.

5. AN/ HEMAREFTSE LI ERZBMGIRAXE (HIW . SOEBRIMIER ) FEAS - EELSRERRR "R RITBEBRR
EENS G RBERENRMERNIRIERS| L ERAAE - BANHM - REZEZLEZEBANB)RRNRKMZEEZZEANL(NE
BEITEFERES - 1/We provide valid documentation proofs (such as identity document and address proof) to the satisfaction of the Company for the
Company to conduct due diligence on myself/ourselves, the ultimate beneficial owner of the policy (if any) and my/our authorized signatory(ies) (if applicable)
pursuant to the “Guidelines on Prevent ion and Combating Money Laundering and Financing of Terrorism in Insurance” Ordinance.

KA/ BPRLERRAARFBEZEARERKIZRE © 1/We hereby agree and authorize on behalf of myself and/or the Insured that :

1. {HflfEE - sEMAE - Bt - 207 - RERAE - IR1T - BUSHE - SiEMEE - AT - NABEFFAETOUERARAKRZHRAS
A —URRAZLCHERE - K/ ABLRAVEREZRAAREO—UREAE  HURZSEERNIEHRLAEE LT - 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 and who has attended or may hereafter attend myself/the Insured to disclose such information to the Company.

2. BRESEMEEE ZEESCERFT - OIMIbRERNBFERAREAZRAETHE 2 BEF G RAE - FREZRARED
RRAZREAR - IR AN ZEERARZZEARBORS ; MERATTHBTRENR - WEREDEN - AEEKENARE
IEARITBERFEN A - The Company or any of its appointed medical examiners or laboratories may perform the necessary medical assessment and tests to
evaluate the health status of myself/the Insured in relation to this Application. This authorization shall bind my successors and assignees and remain valid
notwithstanding my death or incapacity. A photocopy of this authorization shall be as valid as the original.

F1+Ep1 BAZERULEEERD Part 10 Personal Information Collection Statement

RNHEHMEICHEMRBEEATWWERBAERZR - RGN RAWUER ABRZERR - o] www.chinalife.commo FEEEE ATER
B - 1/We confirm that |/we have read and understood the Personal Information Collection Statement (“ PICS” ) of the Company. For the latest version of the PICS,
it can be downloaded from www.chinalife.com.mo or is made available upon request to the Company.

FT—HHBIRREE (FBPEEBTRIE EZEZ ) Part 11 Declarations and Signature (Please DO NOT sign on BLANK form)

1. AERBUERREFTEAZEZHER 30 RAREARATPWIEFAE - This form must be received by the Company within 30 days from the sign date
of Policyholder.

2. EREFAAFZRADBEZNEEZ  WRF—URBA  REALEBEN BEIULNE=2 - REAZBEAERIEAR
BIEREBFEMERAREEZEANS S ZH ¢ If the Policyholder or Insured uses a signature chop, a witness is required. The witness must be an
individual third party aged 18 or above. The personal particulars of the witness will only be used for the purpose of verification and confirmation of the identity
of the signatory of this form.

KA/ HMAELEDEEERBAMU LBFANABEASR - BRREGTLREZZENE - FRRRIEHLR - AA / RAELESIERU

L1735 R EERB - 1/We hereby confirm that I/we have read and understood all the content, terms and conditions of the above request, and agree to be bound by

those content, terms and conditions. I/We hereby agree to make the above agreements and declarations.

BfRA (HIFFRERE
AR 183 L)

REFAA I~ FEA (WER ) REA (MER )
Policyholder DTG (CLICIE Assignee (if applicable) Witness (if applicable)
the Policyholder & aged 18
or above)
#ZER / HATENE
Signature and/or
Company Chop
& Name
BB IAX RS

Identity Document No.

fF Year Month Day Year Month Day Year Month Day Year Month Day

HE§ Date
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FRrEX {4355 Documents Checklist

AR #5 ERzE 4R Rl FREX (7B BN ERRMX M)
Type of Service Documents Required (Please v against the documents you submitted)
Request fRERAA Policyholder
Y& 0 RfE h0 B O BipsEiHcEEslA  Verfied copy of identification document
Addition of Riders | SEERBICERMRE ZBIZA(MMEA)  Copy of physical examination report or laboratory report (if applicable)

IEEBREETE
Designated Medical
Benefit Conversion

BesIH ST ERIA  Verified copy of identification document

Program
M sk ez [0 SEBUSIEEZEREIA  Verified copy of identification document
EampisE O (FEREBEARZRABH/EZEERZRBFER) “Change of Policyholder/ Insured Personal Information/ Occupation/
Deletion / Reduction of [Signature Form”
Occupation Rating / |1  5{23&A3 Employment proof
B 2% iR S R ER &R Sb
REIRINEE

Deletion / Reduction of
Medical Rating /

O SeessibiiRs 2aA@EA) Copy of physical examination report or laboratory report (if applicable)

Exclusions
BRI = N
Re-declaration of he/alth O SenslbiRRs ZaIZNEA) Copy of physical examination report or laboratory report (if applicable)
information
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