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Request for Policy Reinstatement
REFAALR BRALR fREEIRES
Name of Policyholder Name of Insured Policy No.

{REEP N AE M Insurance Intermediary’s Information

REED /T AL Name of Insurance Intermediary

R A#RSR Insurance Intermediary’s Code Hi 4% B85 Contact No.

L | 1 1 1 1 1 1 1 1 1 1 1 | L 1

EE/EH Important Notes

1. AEREPMBAZ "ARAE ., 8 "TEAE ) ZFRMIETBRIAZRE (/85 ) BHABRZAE] - The expression ‘the Company” used in this form
refers to China Life Insurance (Overseas) Company Limited.

2. FBUERESARE  EAERNUNBEENR  REFBANREEXWIMSZEZE(EE - Please complete this form in BLOCK LETTERS. All
amendments should be endorsed by the Policyholder in full signature.

3. GREBAAZEENRBEKRNTZEHFMER - The signature of the Policyholder must correspond with the Company’s record.

RPN ATRTREWRIERE T ARRAAST S ULZ - Receipt of this form by Insurance Intermediary or Bank Staff does not constitute
receipt by the Company.

5 AREEHEBEREMLSRER  TESFEEBRTERNATERNEBFER - BEARQSAIE www.chinalife.com.mo 218 & T Hi & i
RRZS - 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.mo to view and download the latest version of the form.

6. WEHBREFEERANTINBRATE ANASTBEIELBREIES - The Company shall have right to reject the application if the application fails to
fulfill Company’s requirement(s).

7. BOHPBEERRMER—HRERE @EIAERSE  BFAER) -

Please use a separate form for each policy number (Copies of this form are not accepted).

E—5hD HEREMIIEREIE Part 1 Important Notes of Policy Reinstatement

7R : Notes:

1. REFBAURGRERUMFEARBRERENS - BREXYBEME - BIBIZ4L1E - Policyholder can apply for policy reinstatement for
those policy(ies) lapsed within two years. Policy(ies) shall be terminated if lapsed more than two years.

2.  AEESEMERS "HEERERR. - Pleasefillin Part4 “Health Declaration” .

3.  AlteFEEME, AREEEBPRENFE Ifthis application is approved, please submit sufficient full arrears premiums plus interest. (NEW)

S=%05 Efth¥5/R Part 3 Other Instruction

TEPSH R EAE RS 263 SR+ K5 22 ## A ~ B ~ K-P &2 Alameda Dr. Carlos D’ Assumpgao No.263, 22 /A,B,K-P Edif China Civil Plaza Tel: 28595519 Fax: 28787287
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{REEIRHS Policy No.

S5PUER{% {#FEEEAR Part 4 Health Declaration

* MR FEREREMNMIREANNS " HAERBRERZRE | (PB) - AL Z N -

= oo 4+
REFBABEERIEER - Policyholder should complete this section if PB is attached for reinstatement or if PB is ZEA ﬁ%hﬁA
. Insured Policyholder
applied.
1 (a) B TBIEZ? Your height? NG Y
cm cm
(b) BT HYEEEE? Your weight? N VN
kg kg

€ BE—FRN B IMWBEZSSEA 5 A 1 B EIEE ? 58 - FRAR
> Has your weight changed more than 5kgs/11 Ibs in the past year? If Yes, please state the
reason.

O=vYes O=&ENo

) BTFTEEEAEZ=ERNEEUREAREBRA—EHE NRM KB - 52
TR - BB - MEZEBEASASEREEES? Have you at anytime in the past 3
months had any of the following symptoms for more than 1 week continuously: fatigue, weight
loss, diarrhea, enlarged lymph nodes or unusual skin lesions?

O=vYes O=&ENo

O=2Yes O&ENo

EBERERRNBTEERE? &8 - HIER NIEE

In the past 12 months, have you ever smoked? If Yes, please complete below questions

O=vYes O=&ENo

O=zvYes O&ENo

(a) FHFHERIEZ /DS ? Average number of pieces daily?

Piece(s)

Piece(s)

(b) RIEEHEZ/DEE ? For how many years have you smoked?

Year(s)

Year(s)

BT EEMRAMREY - BT REE « B8 - 2UH S 25 B AR A EY sl eEH
AR RS ERE ? W1A - EREARTELE K A Z - Have you ever taken any habit forming drugs
or used beer, wine or spirits regularly or been treated or advised in connection with your alcohol
consumption or taking of drugs? If Yes, please state the type and quantity.

O=2ves O&ENo

O=2vYes O&ENo

BNEEEA  AESHERE  NBEX NIERZEE

Have you ever had or been told you had, or been treated for the following diseases

(a) Wh#EAZSm ~ B> ~ DT - ROR R 26 - S PRIk Z A sl i 2B %" ? Tuberculosis,
asthma®, blood-spitting, shortness of breath, or any respiratory or lung disease*?

O=2Yes &N

O=Yes O&No

(b) OV - f0E - SMER%* - B - &0 - M&RSMEZESRR ? Palpitation,
chest pain, high blood pressure*, anaemia, any disease of the heart*, blood or blood
vessels?

O=2Yes &N

O=Yes O&No

) BEEE REHLEAR IR RFE BE B B B =E - IOl
A (BEMXEE)  BE - BHERH ZER* ? Gastro-intestinal ulcer, recurrent
indigestion, hernia, fistula, piles, stomach, pancreas, intestine, jaundice or any disease of liver*
(including hepatitis carrier), gall-bladder or digestive system*?

O=zYes &N

O=zYess O&No

(d) FRi#E ~ BRER - WIRRFEA - 1w - BRESAISIRER - SiEMETEBK
#5 Z R AE* ? Urinary sugar/albumin/stones, venereal disease, or diseases of the kidney,
prostate, reproductive or urinary system*?

O=2Yess &N

O=Yes O&No

(e) PRATERE* - #1¥E - B8 - BRERR - BARIIBE AL ORI ERAEA
IE® 3 % 9& ? Epilepsy*, seizure, fainting spells, severe headache, mental or nervous
condition*, any disease or abnormality of the brain or nervous system?

O=2Yess &N

O2yes O&No

() BBIE - FERIAEEMNERY) - BiE - HTEBMEBERNER  BRE - F
HRBRIE AR « EA D W R B E {8 ? Cancer, tumor/abnormal growth, cyst*, any
sexually transmitted disease, diabetes*, goitre*, any endocrine disease or severe injury?

OzYes &N

O=zves O&No

() REEREINBEERE(WR « 2 - g - B[O 2 %=5%) ? Disease or disorder of the
sense organ(s) (e.g. disorder of the eyes, nose, throat, ears or oral cavity)?

OzYes &N

O=ves O&No

(h) B EM S - BEEK - RESINAKRERER (NS RER) - AAamAaa
o EERSERE LB IEIR 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?

O=2Yes &N

O=Yess O&No

EREREA - B FEE Inthe past five years, have you ever

(a) BB WERBETZEWE XX LEE - BEiEN - 88K - K&
K M A 55 & 2 FE 42 E ? had or had been advised to take any diagnostic test(s), such
as X-Ray, ECG, CT scan, ultrasound, urine, special blood test or physical check-up?

O 2ves &N

O=zyes [Oz&No

(b) BEER  BRBEFMN - PZ/aENBESMAE LMBIFRAE ? had any
illness, operation, medical consultation/treatment or hospitalization not mentioned above?

O 2vYes &N

OzYyes [O&No

BTE RS EEREY R BEER EER AR TEE T BLIE
M~ 2RESAE ? AR TEERERKRZNBLE/RERL ? 5  HariiBdy
& Ktk - Are you currently receiving medical treatment or under medical care of any kind 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).

O 2Yes O&ENo

Ozyes [O&ENo
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g 5% 55 Policy No.

SEMUER{D (2 EEEZRA(48) Part 4 Health Declaration (Continued)

* MR FEREREMNMIREANNS " HAE RBUREFZRE | (PB) - ST Z MR -

= a0 44
RERFBARERILER - Policyholder should complete this section if PB is attached for reinstatement or if PB is ZERA ﬁ%hﬁk
applied. Insured Policyholder
7 B FEEBEIS 8RR UAREARNE LRSS RE ZEBE BN - #HE85)
AR NEWRNEA LMRAZER ? B MR BEES BER LRI ER
B ? Have you ever received or do you intend to receive any medical advice, counseling or E] = Yes D % No E] = Yes D % No
treatment in connection with AIDS, or any AIDS-related conditions, or been told you had the
above-mentioned disease? Or has your spouse suffered from any AIDS related condition?
8 B NEEEHALEEZEE TR - E)Eﬂz BK - rElatiEs - EEAIFLISE
BEENEBEERRVEMEE ? 08 - iE%ﬁ%ﬁZF‘ﬁ% ®
Have you ever engaged in any mountaineering, sky diving, scuba diving, hazardous sports, racing | [] 2 Yes [J&No |[[J=2Yes [ & No
or flying other 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 EBRERRABFEVNAS - B BINBEREE  SERER - E8 -
MEFHWIER ? NAE - FEBRA - /EASTZHE - &1%5%&1%%? o -
Has any application for or reinstatement of life, critical illness, accident or medical insurance on D = Yes D %A No D = Yes E] %A No
you been 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 |BENMEAEEREREER B LIEMELESTARE ? W2 - Bt -
Have you ever made a claim or received any compensation for disease, accident or injury? If Yes, O 2y Oan [Od2Yves [ &N
please specify.
1M | RBEART 53 E 2% For Female aged 12 or above only
() BFIREESEER? NE - FEHIEZBEEL - Are you pregnant now? If Yes, please o -
state pregnancy duration. O 2ves O&ne [O2Yes O &N
(b) B TFEEAAENEEREERNERNER ZHEE - BREKAIREZESR
RAARIEE ? Have you had any disorder of the breast or reproductive organs, or O=2Yes Oz [O2Yes [ &No
prenatal or postnatal complication, menstrual disorders or abnormal pap smears?
12 | REBARTtmEA T ZARAE AL For Juvenile aged 170r below only
(a) B FNEEREQT B MIBHLEE? HAEBREEEIFERIEE ? Was your [0 =2vs (&N
birth premature (37 weeks or below) or post- mature’? Any special care needed after birth? = 188 0 KA
(b) BT E2EEBRAME - £ LSO EEBEEIEMEIZ ? Have you had any physical o Not Anplicable
defects or shown any sign of slow physical or mental development? O = ves LIENo i

##15# 7 Supplementary Details

ETRERMERER BEERA "R AF/ECTHR Elttﬂ%ﬂ?m{ LE¥ AR 0 EEARFR B BB ) R RESR - MNRAIZEMUASER - FHER T8

FREERLE ., - A TBETSREGE - 1tﬁa‘§§iAFm?§§/ﬁJ§

AR BHEAZEBZEOM - SEBERICRRS ZBEIXIESE -

If any answer to “ HEALTH AND RELATED DETAILS” is Yes or any supplementary information is needed, 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.

B
Question
No.

¥ 1EDetails
BESR/ZEHE - BF/ZEFERE BRRBRFE - 2EHER -

illness/injury, duration, number of attacks, severity of illness / injury, diagnosis,
type of treatment or investigation received and their results, last follow-up date etc

RERE
(4n3ER)

ESHNAE BEREREGR - 1% %2 HH % Including dates of Degree of Recovery

(If applicable)

EOR L /RaFR = 1 Rt
(#n%EF)

Name & Address of Attending

Doctor/Hospital (If applicable)
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{REEIRHS Policy No.

EhED ERRRKIZE Part 5 Declaration and Authorization

ANFEFBRRFWIE Lt 2 E oy EIE - BRI RRAMARE I EN A2 EER % CTHERASEZEE - THESFZARAFFMATA
KEREMEERN - ANREMPUEEHEELNEIRNRZNERTS FIMBRERKE SRSIME - FEEEN
FrARZZRIBERNGRR Y EAT L TEER -

IWIERBERRATELDATERREER - & SATHEMARAIE -

EJttEEua A BEREMAZEMNH HERZ —U)ERNRBR - BARILEREZ —EBH(RIFSBEMET) -

=SS R ES M S B B -

ANBMARBETS ERTERZBAVGIREHBIN . SHJBRMIER)T S48 - & SASERER "B AITREARE

SEENE SRR R BRI ERNIRIEES L TE - BHAANRM - REZREERH EA(HDE)&KN%F?Z&%EE%/\W: (#E )

ETEFEHESE -

ANBMZELARRAKRFIBZRARRRIZE

1. HAEE - EMAE - B 20 ®REBEAS - R17 - BUGHE - SiEMEE - AEsA LT - NMAESRAETOUARARAKRZRA
FA—URRAZLHEE - REAEZLBAVEREZREAREA—AIZRAE - i’]THﬂx%}*mﬂﬂA AT -

2. EE“T‘)ZEHE? EZBENERAT - IMBEREENPFERAREARRAETR 2BEIE AR - (ERERAAREMD

RRAZREARN - LREHRAZERARZZABRBNORT ; IFERABTHAETRE 7]H—1 IEFRINEMN - KESEFHR
BIFARIBERSNT -

I/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 approve by the Company.

1. All required payment and complete supporting documents have been submitted to the Company.

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

3 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. Acceptance of the request for change shall be confirmed by the Company in writing or endorsement.

5 I/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.

I/'We hereby agree and authorize on behalf of myself and/or the Insured that:

a0 =

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 and who has attended or may hereafter attend myself/the Insured to disclose such information to the Company.
2. 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.
I/We declare and agree that I/we have the full authority from and consent of the Insured to make the above authorizations.

ENER1D BEAERIULEEREAR Part 7 Personal Information Collection Statement

ANBREFERELAE "PEASFRR (85 ) ROHBRAS ., MREBEABNENR - BRASMAAHEEBAENER - a5R)
www.chinalife.com.mo —Fiﬁ‘zrﬂqﬂ}\%ﬁﬁﬁ (8BS ) RIBRATIZRE -

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 www.chinalife.com.mo or is made available upon request.

%5)\8R{5 #=ZE Part 8 Signature

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

2. EREFBAFZHRADIEZEZENSZEZ  LAES—ARBEA  EREANESTWR 18 ZAULHNE=F BFEAZBABERNRIERAR
BIEABFERERABEFEREZEANS D ZA - 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.

3. BEJHEZEHFRIE LEZE - Please DO NOT sign on BLANK form.

RRAHEE BHERZFEA
REFAA (fHIFRERFA AR L) (4n#EFA) REAR B BRI
Policyholder Signature of Insured (if different from Signature of Collateral Assignee Witness & I.D. Card / Passport No.
the Policyholder & aged 18 or above) (if applicable)
BEYAT
ENdE

Signature and/or

Company Chop

B Date F B H F B H F B H F B H

Year Month Day Year Month Day Year Month Day Year Month Day
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