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ENREREHEE LAY LY

Request For Change of Policy Coverage

REFAAGE BRRAER {REESRES
Name of Policyholder Name of Insured Policy No.

{REEP T AE M Insurance Intermediary’s Information

REED T AL Name of Insurance Intermediary

R A#RSR Insurance Intermediary’s Code M 4% EE5E Contact No.

EZE/EH Important Notes

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

2. ARBPFAZ "ARAT ., 3 "TEAS ) ZRMIETEIAZRE (/85 ) BHARZAE] - The expression ‘the Company” used in this form
refers to China Life Insurance (Overseas) Company Limited.

3. REIEAERBRAXRBEMNUERESKBAREFAEAZS FRAREAEANTNCHERF - REFAATUDEREAEZBAEMD
EBIERBIH T ZZEEE - 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.  APEAEBREMEPRHESR  TESHNEBARFTERATEKRNBFER - BEARLTAIE www.chinalife.com.mo 218 & T & &=
hRZS - 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.

5. UWHBKREFEALNTINERRTE  AASBEEEBBREE - The Company shall have right to reject the application if the application fails to
fulfill Company’s requirement(s).

6. RPN ASRTIE WRIARBLARERARAZINSULE * Receipt of this form by Insurance Intermediary or Bank Staff does not constitute
receipt by the Company.

S£—EB{n ECUREE{RIE Part 1 Change of Policy Benefit

11 O FREKETE/ HINERE Change of Basic Plan Riders

72 EFHAAEREE Application Within Cooling-off Period O £ Yes O & No
EARGHE / MIINERES FTEIARSR | ISONMANGR | MUBR® | RMEMRER/ BF | WRE/ BEAREE | £ Effective time
Basic Plan / Riders Plan Code =l Deletion b £%8 be (REE¥ ) BN BEH On
Addition of Reduction of Sum New Sum Assured / Immediate | Anniversary
Riders @ Assured / Basic Basic Amount (Policy / Date
Amount b:¢ Currency) 4
O O O O O
O O O O O
O O O O O
O O O O O

B EAET EI/B INREEE R ZEIE Notes for Change of Basic Plan/Riders :

a. EEIB MNP ANIRE A AERIFFHER S = F T804 - Must complete Part 3 to Part 7 for addition of riders.

b. EERFERMZE  BTIRIED / REEARERE N RGRIKRELERIEREFHEERIRE - You will 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. MESFHEPFRVMREEARTERE / BX 28 - WERKRIERSE/\80 2 "#E{REBF. - 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. RE / ERALBRATDRARTERNVRERE / EXATEH - NPBEMERTEARN - BEBERRAREN "HIRERF . N - BRTES TRE
I FEABCEREARR 1 ERFE IR AN  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.

B R R B4 LS 263 5+ K2 22 # A ~ B ~ K-P J#2 Alameda Dr. Carlos D’ Assumpg&o No.263, 22 /A,B,K-P Edif China Civil Plaza Tel: 28595519 Fax: 28787287
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{REEIRHS Policy No.

E—EMAFELURE(RFE (48 ) Part 1 Change of Policy Benefit (Continued)

12 O IEEEIRESER 2] Designated Medical Benefit Conversion Program

EBREREARARE
Old Rider Code and Name

MBEERREREREHE

New Rider Code and Name

REBETFHB

Policy Anniversary Date

U Bk = 3Rl S B 22 BE MR B2/BR 9N E 1T Deletion / Reduction of Occupation Rating / Exclusions

<MNEERFESRER (EEBEARSRABRN/MZEZEZPHER) B EMBENSORERZEE - Mustcomplete &
13 O submit “Request for Change of Owner & Insured Information/Occupation/Signature” the part relates to occupation updates and provide employment

proof > .

U Bk =8 3l 5 2 BR B SMR B2/BR 9N E 1T Deletion / Reduction of Medical Rating / Exclusions
14 0O <WEIBBRSE IS T@FEER . - Must complete Part 7 “Health Declaration”>

EFEPIME AT Re-declaration of health information ( BRI ERE / MRS / RIEREMNNAINERPIRMAVERERR )
Applicable to report pre-existing health condition which was missed to declare before effective of the policy/rider(s)/policy reinstatement )

15 O <WETESETEM) TREBH, M "B L DREEBARIEN - Must provide the details in the“Supplementary Details of Part 7*Health
Declaration™>.

8" &i{% E{th357R Part 2 Other Instructions

E=En SHBEUWARHBRRE Part 3 Monthly Net Income and Education

REFBEABAZERA MOP

Monthly Net Income of Policyholder

REBEANBEERE O /NESLUT Primary or below O =& Secondary
Education Level of Policyholder O  KE2sLLL_E University or above O  Efth Others

SEMNER ) EZEFE1E Part 4 Occupation Details

WIEMHANRE SR E R AREN R  WEELTNREZFEARRERFE ANARBEER - Must provide the information on Insured and Policyholder
in this part if Payor Benefit Rider is applied.

SR A Insured fREEFFAA Policyholder
iEES
Occupation
EBEME
Nature of Business
=T O & No O & No
Work at Height O 2 Yes && maximum height KM O 2 Yes &% maximumheight KM
O & No O & No
ERIHEIRE O 2 Yes O £ Yes
Heavy Machine Operation 5% 5108 (Please specify) 7% =L AA (Please specify)
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{REEIRHS Policy No.

SR RIRFERE Part 5 Insurance History

MEEBMMIMRERAE RBREN TN EHREN = - BEIES IEMHRIE - This part is not required to complete if only Payor Benefit Rider or
Waiver of Premium Benefit is applied.

RRAZEHANLEEFFETRBRATINVAS Bk BEARIMRE? E2 -

FBIE R R 3 - 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 TN {RFEZE Sum Assured ((2F95c MOP)
( /\/\U = = = = == 2
e ROSIER Year AFRE RERRE ERABRRE RS
pany Issued Life Insurance Critical lllness Hospital Income Accident Coverage
#E{RFEEE Total Sum Assured
SENERD ZKEEARSL Part 6 Family Details
WRTEILEMMRHZMARANBRER - MEBAFEBMMMNRER—RE RHRENT SR EEEEA
B BRRRHEREZ B ARNARBER - Must provide the information on Insured in this I?s[:?e : I;c;licyzol .

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

1

B ITHWRERXE - RBRBRPEESAERATE/OHERE - PE - SIE - #EK
& BR - SERMB(LE - BRI (SRS E ) - BERETEEE
m? A - FBE NEREAERIICTEL - B%KRIRE - Have any of your natural
parents, brother(s) or sister(s) died or suffered from heart disease, stroke, high blood
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.

O2 Yes O& No

O2 Yes O& No

Z{RA Insured fREFAA Policyholder
#81% Relationship i e / ST R s fREE /BT EHR
Disease Onset/Death Age Disease Onset/Death Age

R¥7 Father

B3] Mother

SEEBYHYR Sibling(s)

2 | (@) RPRANRBEEEEASUGERE (ERR 17 BT ) ? 2 - 757 FRFEE © Does the Insured’s =
: ) o . O2= YesOZE No
parent(s) have in force life or critical illness insurance (for age 17 or below)? If Yes, please complete the table below.
SPHRANEBEEEHAASUCERE (BARKEER ) ? WE - 751 N&aEH8 - Does the Insured’s spouse =
. : L ; O2= YesOZE No
have in force life or critical illness insurance (for homemaker)? If Yes, please complete the table below.
2(a) R Father 2(b) & Mother 2(c) ECf® Spouse
AERBEZEE
Life Insurance Amount (HK$)
f& 7= IR I 2 BE (HKS)
Critical lliness Insurance Amount
(HK$)
3 | BMEERBETERASITEERR T _ERRNEEELUNEEBB/NE ZHEA REFAA
B (REEFRIN ) ? 12 - FA1E NERAFEREZR ~ 1 - [RE KSR - Have you resided Insured Policyholder
or intended to reside outside Hong Kong 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) 0= Yes OF No 0= Yes OF No

and duration in the table below.

SR A Insured

{REEFFAA Policyholder

chER3p 5 City in China
(FEREBRRE / MEREWBERE /B

Bl 2R R PN A o
e ofﬁCJ)Zountry and City = B8 excluding Tibet Autonomous Region/Xinjiang
(5L FA Please state Uygur Autonomous Region/Qinghai )

all) O ;®/PF9 Macau

O Efh Others

ch B3 M3 City in China
(FEEFEBERR / MBEESHBERE /5

O ..

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

O BP9 Macau
O Efth Others

B RE Reason of Stay

HEHE)
Duration Month(s))
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{REEIRHS Policy No.

55ta015 (EFEEERA Part 7 Health Declaration

MATEMENRHERFRANBEER - MBFIBMMIIREHRRE RBIREF

= 2o 44
3 - BINERR RGBSR AWBRER - Must provide the information on Insured in =RA Ry HEA
this part. If Payor Benefit Rider is applied, the information on Policyholder is also required. ¥
1 AVAN NI
(a) B FEYSS? Your height? L7 L7
cm cm
2 N
(b) B FAYBZEE? Your weight? s )
kg g
(€ BE—FA B IMNREEER 5 A 1B ERIER ? ER - FHRAR
> Has your weight changed more than 5kgs/11 Ibs in the past year? If Yes, please state the 2 Yes OF No O2 Yes O& No
reason.
) BT EEEBE=EANTURSEANGEBE—ERA MR : Kt - 58
ETR 88  MEZEARHASERNEEERE ? Have you at any time in the past 3 = =
months had any of the following symptoms for more than 1 week continuously: fatigue, weight 2 Yes LI& No 2 Yes LI& No
loss, diarrhea, enlarged lymph nodes or unusual skin lesions?
2 | ®EBRENREARBETINEERE ? 58 - FHER FIIBE - = =
In the past 12 months, have you ever smoked? If Yes, please complete below questions 2 Yes D& No L2 Yes D& No
. . 52 52
EHEIRES /D2 ?
(a) B HF9RIEZ /D22 Average number of pieces daily? Pioce(s) Pioce(s)
F F
R Y& Z/NE? ?
(b) KBS/ DH? For how many years have you smoked Year(s) Years)
3 | BT SERARBEY - HEEEURE  BF - VA G ERZ MR Ay T
THEARAESEE ? 1175 - F5ERRTEE R FIE - Have you ever taken any habit forming = =
drugs or used beer, wine or spirits regularly or been treated or advised in connection with your 2 Yes LI& No 2 Yes LI& No
alcohol consumption or taking of drugs? If Yes, please state the type and quantity.
4 | BTEEERE  HESMNEE  HEEINIERZEE
Have you ever had or been told you had, or been treated for the following diseases diseases?
(a) Mh#& 1% ~ 0 ~ M [N ~ W OR R 2 - 55 (Ol IR S AR sk A &R 2= 2 Tuberculosis, = =
asthma, blood spitting, shortness of breath, or any respiratory or lung disease? 2 Yes LI& No 2 Yes LI& No
(b) OV - MO%E - SIMERE - B - EOL0H - MRSKME %% ? Palpitation, chest = =
pain, high blood pressure, anaemia, any disease of the heart, blood or blood vessels? 2 Yes LI& No 2 Yes LI& No
) BEES KBHEAR UK RFE BB -8B B B =B ZE0
Mim (BEMXER) - BE - BIEZR4 2 %% ? Gastro intestinal ulcer, recurrent = =
indigestion, hernia, fistula, piles, stomach, pancreas, intestine, jaundice or any disease of liver 2 Yes L& No 2 Yes L& No
(including hepatitis carrier), gall bladder or digestive system?
(d) R¥E - IRER - WRRGEA - HH - BHESISIRER - SNEMEEYR
Z 4R ZFRIE ? Urinary sugar/albumin/stones, venereal disease, or diseases of the kidney, £ Yes O& No £ Yes O&E No
prostate, reproductive or urinary system?
(e) PEMIE - HhiE - B8  BREWRB  BERIIBHAR AN AR
RIE# SR ? Epilepsy, seizure, fainting spells, severe headache, mental or nervous 2 Yes O&E No O2 Yes O&E No
condition, any disease or abnormality of the brain or nervous system?
() =IE - BEAEENERY - BIE - B UEBERNER - BKE -
ERARBRRER ~ EAMh W ZE %Sk B E =5 ? Cancer, tumor /abnormal growth, cyst, any 2 Yes O&E No 2 Yes O&E No
sexually transmitted disease, diabetes, goitre, any endocrine disease or severe injury?
() KEERIINBERE MR « 2 - Uz - B3t O 2 % %) Disease or disorder of the = =
sense organ(s) (e.g. disorder of the eyes, nose, throat, ears or oral cavity)? 2 Yes LI& No 2 Yes LI& No
(h) EURMEIEE - BN  BRSNARSERER (NS SERER) - Afd
43 7 B Rk A AR TE LR IEIR K 2 %% ? Rheumatic fever, arthritis, gout or = =
disorder of musculoskeletal system (e.g. joint or bone), connective tissues or skin disorder, or 2 Yes L& No L2 Yes LI& No
any other disorder not mentioned?
S | fEBERER - BTFEE Inthe past five years, have you ever
(a) BB ERETZERER WX LEE - SiEEH 88K RR -
155k MR AR ER & #2 BE4RZS ? Had or had been advised to take any diagnostic test(s), such 2 Yes O&E No O2 Yes O&E No
as X Ray, ECG, CT scan, ultrasound, urine, special blood test or physical check-up?
(b) BELER BEIBFM -2 ARABBEMAE LHEIERKZE ? Hadany = =
illness, operation, medical consultation/treatment or hospitalization not mentioned above? 2 Yes LI& No L2 Yes LI& No
6 | B TEA RS EEREY AR B EEEN EEAURRAITEE T BEE
M~ 2ESARE ? BT EEREBRRENEBE REBLE Y ERZ - SRR
w2 Ktk - Are you currently receiving medical treatment or under medical care of any kind = ves OF No O= 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).
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{REEIRHS Policy No.

SE+301) {2FEEERA (4 ) Part 7 Health Declaration (Continued)

WREIE O RESERANBRER - MBFIENMMMNREHRRE RGRER SEA REEEA
@ - BIMEERRMRERB ANBRBER - Must provide the information on Insured in Ix - d FI’\IE h d
this part. If Payor Benefit Rider is applied, the information on Policyholder is also required. nsure olicyholder
7 | BTN SEREIS BT OARE LR ELRARSRE ZEBLEBI - EHE5)
AR BERENERA LR R ZER ? B THREESEE BAEHREELR
B ? 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 | B TEABIALEESREEL - B2k - BK - EhtiES - ESWIF
PUERESMHEREBEENRNEMEH ? 178 - FER AR 2% - Have you ever
engaged in any mountaineering, sky diving, scuba diving, hazardous sports, racing or flying other O2 Yes O& No O2 Yes O& 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 EAERFRABPFEVNAS BF  BINERREE  SERERE - EH-
MEHHIEL ? A - FEBRE - REATEHE - RIRAPRRER - Has
any application for or reinstatement of life, critical illness, accident or medical insurance on you O2 Yes O& No O2 Yes O& No
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 | BMBERERER - B ZEMIIBLIERBEMEEE ? 102 - 755108 - Have
you ever made a claim or received any compensation for disease, accident or injury? If Yes, O2 Yes O& No 2 Yes O&E No
please specify.
" | RuEAR+ELLEZ 4 For Female aged 12 or above only
(a) BTFIREREIRR ? N2 ASHIEZREE - Are you pregnant now? If Yes, please 0= ves OZ No = ves O No
state pregnancy duration.
b) BT BEAAFHLEERELRRNERNER ZHIE - BREKAIAE=5R
KR ARIEE ? Have you had any disorder of the breast or reproductive organs, or prenatal or O2 Yes O& No 2 Yes O&E No
postnatal complication, menstrual disorders or abnormal pap smears?
12| EmR+ERES T ZARMEAL For Juvenile aged 17or below only
() BEFEERE 37 BT FBHEE ? HEBEEESFHEE ? Was = =
your birth premature (37 weeks or below) or post mature? Any special care needed after birth? L2 Yes LI No 2 Yes LI& No
b) BETE2EEEREMRE  £B L OEEBEE0IZ2 ? Have you had any = =
physical defects or shown any sign of slow physical or mental development? L2 Yes L& No 2 Yes L& No

5E1BE#7T Supplementary Details

=T REEH, ABEERES "2 AATUER  BEIEREHAFAER TR KR
ZRE - ARHERZEZTRAN  SRBERCBESZEAIXIESE -
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.
Please provide copies of appointment slip and investigation reports for review if there are any physical check-up, laboratory test or hospitalization history.

- ME FBETHERE - ERIARE

ki 15 Details
Queston | BIEER / REHH - BF% / REHFERD - BRRELIRIE - 22E S
No. R EESNEE REREMELER  REZEZBHEPES Including dates

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

of illness/injury, duration, number of attacks, severity of illness/injury, diagnosis, type

BERE
(WER )
Degree of Recovery (If
applicable)

FTHEL ) Bl
(WMER )

Name & Address of Attending

Doctor/Hospital (If applicable)
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%5 )\5h{% E{REERA Part 8 Policy Replacement Declaration

S EIH Notes :
WMTESHEEPRER/MRERASEIREE / EXSE - FBEEILLEE5 - Please complete this part if you apply for reducing the sum
assured/basic amount of basic plan after the cooling-off period.

B NEEERIITEFREASRBERENT O EZHES - AFEASNTEERBERVIEASRRBRENENREMEAENTE - U
ERE IRBEFEE 2 BAATRFNASREBRE (NF) ? 6N - ZEETHTHIERBREE M ELEASRBRETSFHE
BEREIEASRBREEAGTEINGREGE / EXASEMOENGRE - 12 - ZSBNRHEERS "#R,  Areyou 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 £ VYes
O & No
it Notes :

"EfR, ORESETHEREEREERR - HREFTWER - FHALLBRAREEMRENIER  BEBREEFESXEBNRER
&= ETESKEEERDUTHRABERREBRIAFER - 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.

SN ERD EBARKIZHE Part 9 Declaration and Authorization

AN/ BMIRPFYHE Lt T ENFEIR RN BIRTURRAARU ZERN KA ZEERESR HERASEZEH  THESEAXA / HM

FRENRFTEMIEEW - AA / RPLEE NS ENSIENRBLNERTS NIIMBRGERAE QSR - 7785430 1IWe 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. FIAREZRERXHERRXFEATMHAS ATIUWE - Al required payment and documents have been submitted to the Company and duly
received by the Company.

2. WIESRFERRATEENDATESRREER - KE AT EMEHALE - The request is accepted and approved by the Company during the lifetime
and continued insurability of the Insured.

3. TUPRFERAEQEMAZEHMN G HEEHZ —TERKBEK - #RASILREZ—E% (BRIFSZBEMIETR ) - 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. BRERUEBEIMEIA N BHULEBE I - Acceptance of the request for change shall be confirmed by the Company in writing or endorsement.

5 AN/ HEMARUBESEATBERZEMGIBXXE (AN : BHBBRIMIER ) FEAS  ESATEERRBR "B RITREBRR
EENE S EREAENRMERNRIEES L EZRAE  HAARM  REZEZLEZBEAAWB)RANKEMZEREEZEAT(NE
B)ETEFERES - 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/ HPZRERRRAAREZRABRRIZH : /We hereby agree and authorize on behalf of myself and/or the Insured that :

1. EHOEE - sEMIE - Bk - 27 - R AE - IR17 - BUSHE - SUE S - ABsiA L - NAESIHATOUBERRARZRAS
EA—NRRAZLCHE K/ HASZBRAAEFEZRAAREA—UIERAZ  HOBEZEERRELEE AT - 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. BRI MERE ZBLESCRMA - oIMItREENRBERARTOZERAETRE ZBERN G RAE - FAEZARAREM
SRAZRERARDT « IREHRAZEEARZBEARBAORS ; BMERATEHETRENR - WEZDENS - KIEEFHAE
IEARSBEEM 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.

F1E1p BEAZRIUZEESAE Part 11 Personal Information Collection Statement

AN/ HMEIRSHERBE " PREASRE (5B ) ROBRAT ) WNERAERER - BREEMIRAHWWERAERZR - aJR
www.chinalife.com.mo &3k [@ A /ATIZREN - |/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 available upon request.
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F+—SNBRARES (BAEEZARIELEESF ) Part 12Declarations and Signature (Please DO NOT sign on BLANK form)

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

2. BREFAASZFEAUEBEZRNEE  WEA—NRBEA  EEANESER 18RI ENE=% - REAZBEABENRIGHAR
BRIBARBFEMEREAREEZEANGH 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.

BN/ %WEJHJEEWE% BN EBRBERNBERS - GREGHLERRZEANS  BRRIRGEAR - KA / HFAELEEEL

L1735 & HB - I/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. [/We hereby agree to make the above agreements and declarations.

BRA (HIFFRERE
AR 185 LE)

REFAA o REA (WMER ) REA (MER )
Policyholder [sedlifdiTe e ntion Assignee (if applicable) Witness (if applicable)
y the Policyholder & aged 18 9 PP PP
or above)
FER [/ HATENE
Signature and/or Company
Chop
%2 Name

B3 eE A 4 SRS
Identity Document No.

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

HEHA Date
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