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5t i% {5 5 753 DEATH CLAIM FORM

ZRAP X Chinese Name of Insured ZRAZEX ¥ English Name of Insured fREE#RSR Policy No.

SRIRABNE/ #EHRIRES 1.D. / Passport No. of Insured

RSP 7 E il INSURANCE INTERMEDIARY INFORMATION

REE D /2% Name of Insurance Intermediary

R T #RmSE Insurance Intermediary Code M 4% B85 Contact No.

EZ’AX1 IMPORTANT NOTE

- ARUERERABRFR - HUERNNEEN  REIXTANREANBEENNUEZZIFE - Please complete this form in
BLOCK LETTERS. All amendments should be endorsed by the Beneficiary / Claimant in full signature.

- RBBERPFAAZ "ART, 5 "TEAT ) ZRILEFEASRRE(BINKRIDBIRAT] © The expressions ‘the Company” or
“our Company” used in this form refers to China Life Insurance (Overseas) Company Limited.

- APFEERF—BOME_BHOLBEHREZZA/IREAES - Part | and Part Il of this form must be completed by
Beneficiary/Claimant

- BRESRENREN  ERERASNE - BREEWHFIRERERERNNEHEFAEMEUBRNERALE) - Al
NWERRRANEZBEIERSAPERFZ=H0- " EZLEEWMSE L - Apart from simplified underwriting policy, if the death of
Insured occurs within 2 years after the policy is issued or reinstated (whichever is later), Part Il of this form - Attending Physician’s Statement
must be completed by the Attending doctor of Insured.

- REZHANREAFIBEFIRREREIZENAAELR - IRERRAREANEZASGETEAZZWIBE
Bt FEEFRIE - Where a Beneficiary/Claimant is a minor in law at the time when receiving the death benefit, the guardian or trustee of the
Beneficiary/Claimant must collect the death benefit and sign the receipt thereof.

- MRERTNREABTN\EILUL  RESZANREALRBBEBRBZELAPEER - HEREZDTANREAR TN
BT APBEREHZZANREAZRRASEIEZEAEREAEE - IREXZTANREARGEAEER HEA
HMEORBEEARBERAET  WIRMHESERR - If the Beneficiary/Claimant is at or above age 18, the Beneficiary/Claimant must
complete and sign this form by his or her good self. If the Beneficiary/Claimant is under age 18, this form should be completed and signed by
the Beneficiary/Claimants’ parent or legal guardian In the event that the Beneficiary/Claimant is physically incapacitated and prevented from
signing, this form may be completed and signed by an immediate family member with relevant physician's statement provided.

- EREZHANREADUEBEZNRE VAR URBATURE - REAZBAABZERRERAREERRERERZ
BENBERABBEREZZEANSMHZA - If the Beneficiary/Claimant uses a signature stamp, it must be witnessed by a witness. The
personal particulars of the witness will only be used for the purpose of processing this claim and verifying and confirming the identity of the
signatory of this form.

- AREZBANREASR—AI - AIBNREZZNREANEDRIERRFHEE D ABHER ¢ If there is more than one
Beneficiary / Claimant, a separate Death Claim Form must be completed and signed by each Beneficiary/Claimant.

- RPN ASIRITEEERRARPFERLARNERAASSUE] - Receipt of this form by your Insurance Intermediary or bank officer
does not constitute receipt by the Company.

- MERAEN @ FE BINEREBPTABENRNER LT EFRAEELR(853) 2859 5519 &R - HEXHWERBRME
HESTRFMOEREEES 263 5P KE 2218 A - B - K-P & - If you have any queries, please feel free to
contact your insurance intermediary or our Customer Service Hotline at (853) 2859 5519 for details. Completed
form(s) and required document(s) should be sent to China Life Insurance (Overseas) Co. Ltd., Alameda Dr. Carlos
D" Assumpcao No. 263, 22 Andar A, B, K-P, Edif. China Civil Plaza, Macau.

- RRSBEBRENILPFER  TEISHIERBRTEARAATEKRNEBFEE - 5 ARASTIAIE www.chinalife.com.mo 25
K N E&FThRZAS - 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.

- WPEXRABEARER AT ZE - BLIPSTRAZEE - Ifthere is any discrepancy or inconsistency between the English version
and the Chinese version of this form, the Chinese version shall prevail.

smammommrmon e omemsrzonnen, L, [NNGIINAT
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fREE#RIE Policy No.

F—HD - RIEER @SBA/REANED)
PART | - PARTICULARS OF CLAIM (To be completed by Beneficiary/Claimant)

A. Z{# A &%l INFORMATION OF THE INSURED

1
F#e KB Age and Sex
2
S5 ZE Occupation at death
3 4 HHA Date of Birth F Year A Month H Day
L 1 1 |
i &3t 25 Place of Birth
4 BHBEEA Date of Death £ Year A Month H Day
| |

SHth2, Place of Death

B. MEKRSZ Y - 1R FFIE #Y: IF DEATH WAS DUE TO AN ILLNESS, PLEASE STATE:

T $E#BAENR Please describe symptoms & abnormalities

2 BREANOFRTEIRHRTE LI When did the Insured first appear or give indications of his/her fatal illness?

3 BRRAMRFEERDERFAKEZ? When did the Insured first consult physician for the related illness?

4 FILHZBHEAESWAAFASERZZEBMHEBHEAS 2B Ritnilt Name and address of all physicians who had treated the

Insured or all hospitals or institutions where he had treated during the last five years preceding death.

BLEEE il HER Date K2 FE
Name of physician Address ZF Year | B Month| H Day Reasons for consultation

C. MAEINEREMEBEHER S - FIZMH T 5= #): IF DEATH WAS DUE TO ACCIDENT OR OTHER CAUSE, PLEASE STATE:

= =t =
! ,l.a%:k'%?.iﬂl %E H HE& il Date and F Year F Month H Day i Hour 7> Minute LIRF
time of the accident or incident AM/PM
L | | | | L 1 | L | | L | | L I | L I |
EMNS B35 £t B Location of the accident or
incident
2 EBERFEERLBMERNAEHEER - BM_LE) - Circumstances of the accident. (Please attach newspaper clippings if available)
3 HBETAESRE?WME - FRHELITER Did you report to the police? If yes, please provide the following information

= Z 125 Police Station 1E 22 4R 5% Case Reference No.

O 2yes [O &No

5 A EEREE/RBRINRES/O A BRI RS -
Remarks: Please attach a photocopy of the Police Report / Traffic Accident Report / Police Statement / Alcohol Test Report.
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{RE#RI% Policy No.

D. EfthZE %l OTHER INFORMATION

1 BTEREER—SHIMEQEMFRBATRE?MNE  FRURFRBRATIERRER

% - Did/Will you make a claim against any other insurance company for the same incident? If yes, OO 2 ves O &no
please indicate the name of insurance company and policy no..
{RER/AS]BTE Name of Insurance Company {RESRAS Policy No.

E. A N(EEE—TEEIE 17 30) PAYMENT METHOD (Please select only one of the settlement options)

1. BE)ABRERFE Direct Credit Application
BIRMIRPEIEXHE - MEARFPEAEAGR/BERIRFPRBNIRT R/ BEE/FE - MARAAENERBRRTEFFEABREZAA/REAR
R ARBERINEBAR - BEAMIEFLBIZEZERNEE L - Please provide bank account document(s), such as bank card/monthly statement/ passbook with account
holder name and account no. If there is insufficient information to identify the ownership of bank account belongs to Beneficiary/Claimant or direct credit is failed for any reason,
the payment will be issued by cheque.

ANEMIRPBE L CIRFEER S NEINEEE - WEIRRITRERPHIFEEFEE (1NA)
I/We agree to apply the captioned Claims Remittance Service and bank charge would be deducted from the payment amount. (If applicable)

EREREIBZA/REARETATIEENRPIFIIRTFE O To a bank account set up in Macau designated by the company held by the
Beneficiary/Claimant

#R17 278 Name of Bank §RATARSRE Bank 5347 #®55% Branch No. #R1TER B SRS Account No.
No.

IRPHEBALAR(PX) (WARFRESTA/REN) IRPHBABREN) ( WARRESRA/REN)

Name of bank account holder (Chinese) (Beneficiary/Claimant Only) Name of bank account holder (English) (Beneficiary/Claimant Only)

2 KihER{TEI4 X Z= MACAU LOCAL CROSSED CHEQUE

BE TS HEEIE Preferred Settlement Currency

BEEPEASFRREINRNBRATERAZEEZRREE)

e E
FRELEHS Policy Currency O Hong Kong Dollar (at monthly fixed rate of China Life Insurance (Overseas) Company)

O
[0 ®HBEZZEFRHEPLIRE Collect Cheque at Customer Service Centre in person

(FREZmANREATESNHBNXEREBR LTRSS RE T/ OUEIZR - ) (The Beneficiary/Claimant should collect the cheque at our Macau
Customer Service Centre by presenting the identity document.)

O

IRAESE =& (N8 A) BB Pick up cheque in person by authorized person

RAEAGE RENBEES REAB DB EIRS
Name of authorized person Contact no. of authorized person |.D. no. of authorized person

B F(RE S A AVBAT L Mail to correspondence address registered in our Company

#&{RP2 P 7T EEIE Deliver via Insurance Intermediary

LKERFTEESER BIETERTHT RN A ) Deliver by bank officer (Please state the branch and bank officer)

#R474717 Branch #um A\ B Bank Officer

3 HfA = Other Methods
C=#E55088)  Others (Please specify)
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fREE#RIE Policy No.

FBEMD - REAEN @RsA/REAER)
PART Il - INFORMATION OF THE CLAIMANT (to be completed by the Beneficiary/Claimant)

1

B (& /XXK/L//VA ) Title (Mr/ Mrs/ Ms/ Miss) 45 Gender
2 ch3x#%E Name in Chinese
3 ZE3Z#EE Name in English % EC Last Name H = First Name
4a W% (MHEER) 4bh 1TH (WMEES)

Occupation (Compulsory) Business (Compulsory)
5 4 HHA Date of Birth £F Year B Month H Day

L L

HAEZ Country of Birth

6 (%8 / HIE Nationality / Region
[0 =& chinese O =[] US. [0  Efth Others(3%5£EA please specify)
T 2133 ABA{% Relationship to the Insured
8 [OmPIkaERE%iE/E %519 :E5%HS Macau Permanent ID Card/HKID Card No.
T T S R R
[ EmPEk A ERS 95 : 515358/ B5%H Non-Macau ID Card: ID Card / Passport No.
ZHEXE R /ME Issue Country/Region
[ mg24B 4 5 M4R5% Business association Registration No.
FHELEI R /M E Issue Country/Region
9 BrRIEEMHt(EA)/ B Rk (E2E484) Current Residential Address(Individual) / Current Business Address(Business association)*
¥ City B2 Country

10 BRIEKAMULEA) 1 58RI it 75 2 5 3% 55 BE itk (7 22 A0 488)* (S0 E5L B B B R Ak (18 A )/ B B 25 3 it it (75 22 46 48) < [E) Current Permanent

Address (Individual)/Registered Office Address in the Place of Incorporation (Business association)* (if different from Current Residential Address
(Individual)/Current Business Address (Business association))

B City Bl Z Country
BH 2 5% Country Code B 75 SRAS Telephone No.
11 ZEEESETS Telephone No.
L | | L | | | | | | | | | | | | Il |
12 FEEES Telephone No.
LL | | L | | I | | | | 1 | | | 1 1 |
13 ZEFRthit Email Address
14 RBTREEZESEZZEUEET ? Have you appointed a legal representative/solicitor? 7 « ArEAKERAZ [1 5 Yes 1325 o
Y2t KR ERE - If so, please provide the full name, address and contact no of the representative. i
%% Full Name ik Address & &% Contact No.
15 B TU{E&&ZEFRE? In what capacity or title are you claiming this insurance?
[ s5s&=% A Designated Beneficiary O Z3EA Trustee [ :m&E&u A Estate Administrator  [] S8 A Assignee
16 B TEEZELRIHZERIFER(RHEL) ? Are you a U.S. Citizen or a U.S. tax resident (See Note)?
[0 2ves TINNo. O &no
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fREE#RIE Policy No.

FR(EFTES 45 E CLAIM DOCUMENT CHECKLIST

v Bt Basic Documents ; ® FfifNSZ#E Additional Documents

RIEFABX (X HHZERI A TR FATINE SRS DOMIE) BRsE

Claim Document (Documents can be certified at our Company’s Customer Service Centre) Death claim

REIEAR | (REEXRBEIHE (MARBERMHIREIER) Original Policy / Policy Lost Declaration (if unable to provide original v
policy)

ASSEANRENBEZWFHE 7 APFERE—KE_E05 Part| & Part |l of this form completed and signed by Beneficiary v
/ Claimant

ARRAZEZBEERTHZZERZN Z ABFERE =F 2 Part Il of this form completed and signed by the
attending physician of Insured with chop*

JET- B R Z 5 BB (L B Bl K) Registration of Death (Certified True Copy)

JET_ B HAZE (% E &I K) Death Certificate (Certified True Copy)

FL T & %R (% & 8l AK) Death Report (Certified True Copy)

ZIRA Z B 158 RBSL 4 (Copy) ID of Insured (Copy)

AR NEI R NE RN

Sz A 2B H BB (IZEEIA) ID of Beneficiary (Certified True Copy)

SZRAZBFISH BT HEB X4 (ZEEIAK)" Cancellation of Macau ID confirmation note from Immigration Department
(Certified True Copy) A

ZRABEZ 5 A 2 B1%ERB(1Z B &I &) Relationship Proof between the Insured and Beneficiary (Certified True Copy)

S A Z M5 BB (2 B B A) Address Proof of Beneficiary (Certified True Copy)

MIFEER B BRFEARBEREEEA) Self Certification Form(For Claims) for Automatic Exchange of Financial Account
Information (CRS)

T A& E(ZE B A)* Notarial Certificate of Death (Certified True Copy)*

P85 8H5 B (1% B B A)* Household Certificate Cancelled (Certified True Copy)*

JE T EEEAZE AR E(1Z E B A)* Medical Certificate for Cause of Death (Certified True Copy)*

T22E 5 AR (% B &I 4X)* Funeral and Cremation Proof (Certified True Copy)*

BINEH/EZ=F/ERS Accident / Police Investigation Report (B IMNS #3# A For accidental death)

BRXHEAZERIR) ( NESFE AL ) Trustee Documents (Certified True Copy) (e.g. certificate of guardianship)

BEESHEE | ERBRBS(EEIX) Letters of Administration / Grant of Probate (Certified True Copy)

SREE/AREIERES Autopsy Report

e 0 o0 o X | X|XN[|XN[|XN] XN |XN]|X

F9%2 R AEFRSESE Clinical or Hospital Records

DDDDDDDDDDDDDDDDDDDD O EI

NLIE Police Report ®

#EARIEESIRRNREBEVNTENACEMENEZ #For death occurs within 2 years after the policy is issued or reinstated of non-simplified
underwriting policy

AERSEPEREEINEEEEZ AFor HK resident but event occurred overseas

@R PR H R {EZE *For event occurred in Mainland

AR - 4 K 35 F DECLARATION, AUTHORIZATION AND SIGNATURE

A EFERTES (HMBIRBPHRUGEMH LR MEMBERAAE CUSTOMER ACKNOWLEDGE REGARDING COMPLIANCE WITH
FOREIGN ACCOUNT TAX COMPLIANCE ACT AND OTHER APPLICABLE LAWS

B TRHAATEEN  BIFHETERE FE - 6 - 18351 FAMEE OBIMEPRINEFER) BRARENEKR - EAAR - 8% - R - Eﬁz
fFA0 / SREAMEEHBE R ENEKR - @FEEARREEERS UTEHHE "EEWE ) ) EAANTZEREARBEMRETNHE U TEHE "E
RRE,) ®EAH B NEEAATSIMEHURETERBERIEEEETE - B EARROEUEEREEER TWEAER LME#K"
SETERRE -

You acknowledge that the Company shall be obliged to comply with, observe or fulfill the requirements of the laws, regulations, orders, guidelines, codes, and requirements including
the applicable requirements under the Foreign Account Tax Compliance Act of or agreements with any public, judicial, taxation, govemmental and/or other regulatory authorities,
including without limitation, the U.S. Internal Revenue Service (the “Authorities” and each an “Authority”) in various jurisdictions as promulgated and amended from time to time (the
“Applicable Requirements”). In this connection, you agree that the Company may at any time take any relevant actions as may be determined by the Company in its sole and absolute
discretion which including but not limited to disclose your particulars to any Authority for the purpose of ensuring the Company’s compliance or adherence with the Applicable
Requirements.

BFREEE-HFEEER

Customer consent to disclose information to third parties
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fREE#RIE Policy No.

A EFERGE (BIMRERNSHRIAZR) MHE{thE A (4)CUSTOMER ACKNOWLEDGEMENT REGARDING COMPLIANCE
WITH FOREIGN ACCOUNT TAX COMPLIANCE ACT AND OTHER APPLICABLE LAWS(Continued)

BTERRATUERRBERRENELR DR UEEHERER FTWEAERSETER - EERBIUARQSERNBRPEASRE (&
) A PBASRE (E8) ARNEMKREET - ERIENRE - UREEEARBIARA M ZENTAEMBRAENTTASR - KASITEE
FEFTOALTRHUE—LEN  LEDTUEEKEEZE ME MM EETSEERNEE RREPFHIHMEEEERN 0 HHAEX) A - @A
SRR ER -

You agree that the Company may disclose your particulars or any information to any Authority in connection or adherence with the Applicable Requirements. Such disclosure may be
effected directly or sent through any of the China Life Insurance (Group) Company or other affiliates of the China Life Insurance (Group) Company. For the purposes of the foregoing
and notwithstanding anything contained in this form or any other agreements between us, the Company may need you to provide the Company with further information as may be
required for disclosure to any Authority and you shall provide the same to the Company within such time as may be reasonably required (Within 90 calendar days from the date of the
application or information change).

BEIHRARBHAHMAZBEMTARZFESNETAS - B TERQARTRHRBE) - ERQSEHNME N EITERRE TR -
METHOERFERIEMEBRAQTRUNETETER B TRAERE 30 BEXZA) AARQASREERER - LHEEZNZE FUEIBMALQT
PIWER  EENZ2EA - B TREASDRE - it - B - BiE - HBARNREAEMNES ; BN EASR—ERRXNGRE ; BB N2EE
EASTOEMBRNETR - BNt - EBEEMA  TERR  EEREBRZZARLEEA (BEIEH 10% U ER O PAAEEEE
BWAL) - MBI - MEFMEMNES  EFVEESR—ERRNRE - BREELEEE  NEUHMERNBRREETES ARSI UETEK
BTN EHEAIEHER - WEERMXGEFEERNRRERTRA / SHEE (TEHNBEFRE - AABAFLARE) NRBPRARSE -

MRE T REAFKRAAATREER Y - B FIRUATBNER S X I IFER - RN AREALTFEENLERRE B ITERAR
SO ERE R ERERS R AR TS U ERA AT BRBRAEZRREARNWEK -

Notwithstanding anything contained in this form or any other agreements between us, you agree to provide the Company with such assistance as may be necessary to enable the
Company to comply with the Company’ s obligations under all Applicable Requirements conceming you or your policies with the Company. You agree to update the Company in a
timely manner (within 30 calendar days) of any change of any of the details previously provided to the Company whether at time of application or at any other times. In particular, it is
very important that you notify the Company immediately if, where you are an individual, your personal identification numbers, addresses, telephone numbers, nationality, tax status or
tax residency changes or if you become tax resident in more than one country, or, where you are a corporation or any other type of entity, your registered address, address of your
place of business, substantial shareholders, legal and beneficial owners or controllers (who own or control 10% or more of your shares or ownership interest or control), tax status, tax
residency changes or if you become tax resident in more than one country. If any of these changes occurs or if any other information comes to light concerning such changes, the
Company may need to request additional documents or information from you. Such information and documents include but are not limited to duly completed and/or executed (and, if
necessary, notarized) tax declarations or forms. If you do not provide the Company with the information or documents requested in a timely manner or if any information or documents

provided are not up-to-date, accurate or complete you agree that the Company may take any relevant actions at any time as may be determined by the Company in its sole and
absolute discretion to be required to ensure compliance with the applicable Laws and Regulations on the part of Company
HaL  MEASE"BHENBRZEAUREEZEARIEBRRFEER 1 R UBEEEEREN 2 SEAFTEZBHEARTRENERE - ERMR
FWEERFEEHERS (10 W9 - W-8BEN SkEIS X #) RARRIREXXH ((0EHR) —ﬁ%zﬁa?$’&7  MNZas A - BREIES 29 - 25
/\%EELE;(]IL R TEREEE - BARERAZRANREANZIBEARBEEE , R "THRAKRLE - BARNEARSR, ER) -
ZERBERENZERZRFAA IEBESEXAER) ReB8EREE BN AAREASEEREEE) 31 RMN=_FANEERHE
%Z‘EQ‘\ 183 RE(SAMNRERSBEME)) -
- ZFERNEERER EI%Z%%??E = AEBREHEZEHY + 18 2FERHEZENEH + 16 sIFEEFEEEMNAY 2 AEEBRBNERS ?E
BARR : HEBRKBER 3 - BEERIBAHERIN - BHFECKA U HEEYE - EFREEEBMEEAENE ISR FITL - ERETHERE
1&1&6’])\%%@ ENEBE  BRETSETEAMNEBNIRS - HUREZEHFNENS -
ERHANEERZRDER  BERPAIFEBEARIEZEHRHEER - B W-8BEN 29 - SR ABRHEELVMNER IR FHRAVEREIAX - SN
’é*_J‘“EH?FzI’AEYrI%RF REMHNEDTSMNERXANEIR - REKMEERFE ZFERX4EIR -
Notes: If the information provided in Part Il indicates that the Beneficiary may have become a U.S. Citizen or a U.S. tax resident1 and/or the Beneficiary may have links to the U.S.2,
the Beneficiary is required to complete and return a confirmation letter which shall be posted by the Company, along with a U.S. tax self-certification form (e.g. W-9, W-8BEN or an
equivalent form) and relevant supporting documents (if applicable) to the Company. If the Beneficiary is an Entity, the Beneficiary is required to complete and submit the
“"Supplementary Information Form — Applicable to Entity Applicant/Beneficiary/Claimant/Assignee” and  “Supplementary Information Form — Applicable to Individual
Shareholder”  (if applicable) in addition to the aforementioned documents.
1 U.S. tax resident refers to U.S. Green Card holder (i.e. U.S. lawful permanent resident) or individual who meets the substantial presence test (i.e. he/she has been present in the
U.S. for at least 31 actual days in the current tax year and 183 equivalent days during a three year period (including current year and the two prior years)). - Equivalent days = Actual
days in the U.S. in the current year + 1/3 of his days in the U.S. in the immediately preceding year + 1/6 of his days in the U.S. in the second preceding year.
2 Information that has a U.S. link, included but not limited to: a U.S. place of birth3, a U.S. telephone number, a U.S. correspondence or permanent address, a U.S. P.O. box address,
aUS. “in-care-of” or "hold mail" address, a power of attorney or signatory authority granted to a person with a U.S. address, standing instructions to make payments to
accounts maintained in the U.S., any U.S. related information, etc.
3 If the Beneficiary’ s place of birth is U.S., but declared that he/she is not a U.S. Citizen or a U.S. tax resident, apart from filing in W-8BEN, the Beneficiary is required to provide a
copy of non-U.S. passport or govemment issued identification document evidencing non-U.S. citizenship or Tax resident, AND a Certificate of Loss of Nationality of U.S.
DIBTE FATCA RAABBMAHIER - AANRMEREATRBRANRMVEABRFEEHARBNARIMENE MBS EMEEHRE  DIEREQTET
FATCA SUERMRTE - MIBAAANHMBRIZ KRPFRNPABBBERR 90 BEXAK RN B HEBPE AR EX M ( ER ) —HXF EE’\T
BABERTERBERANRMIBAEGHRRS - WolpE@EHERSEHR -
Pursuant to FATCA or applicable local laws, I/we hereby consent to the Company to report my/our personal data to the U.S. or applicable local regulators or tax authorities where
necessary in order to comply with FATCA or applicable local laws and understand that I/we need to answer all questions in this form and retum the required tax self-certification form
and relevant supporting documents (if applicable) to the Company within 90 calendar days. Otherwise, the Company may report my/our account to the IRS as a Non-Consenting U.S.
Account in compliance with the FATCA regulations.
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fREE#RIE Policy No.

B. B AERUIEEEERA PERSONAL INFORMATION COLLECTION STATEMENT

BEIRMIRE  AA / HAEIANBRASHBLRBEFEAS (BINKRODBERATNRERBAEZSRER - KA / BARKILEITLEE
NERBABRERMBERANRMANEAER - EESEREH 7 BNERAMRRAA / BANEAER - XA/ MESESEL
BERME=AER (NA ) MBENER - XA / HFARDLEERAERPT 2 BRREAA / BAWEAE RS E EBPIENMG
AER ) EEAWER - BEASMARAWIERAZRERR - oJi https://www.chinalife.com.mo/zh-hant/personal-information-collection-
statement FEHHEFREHAE (B ROBIREATIRE -

BZER ERUTHEESNES - UIrBTER - BEE T AEERB SEZEERHEENMERBAER BOMESEREH BN
mERAMREHETWEAER - FEUTAEE L & 5% -

Declaration and authorization: I/We acknowledge and confirm that I/we have read and understood the Personal Information Collection Statement of China Life
Insurance (Overseas) Company Limited. I/We hereby give my/our acknowledgement and agree to the use and transfer of my/our personal data by the Company
in accordance with the PICS, including the use and provision of my/our personal data for the purpose of direct marketing. I/We have obtained the consent to
provide the third party information (if any) in this application. I/We acknowledge and consent to the transfer of my/our personal data outside of Macau for the
purposes and to the types of transferee as set out in the PICS. For the latest version of the personal information collection statement, it can be downloaded from
https://www.chinalife.com.mo/zh-hant/personal-information-collection-statement or is made available upon request.

Important: Please indicate your agreement by signing on the space provided below. If you do not agree to the use and provision of your personal data for direct
marketing as set out in the section “Use of personal data in direct marketing”, please tick the box below.

O A A/EMARSREUEWEEABRNZNE (2R "RERRFEENMERBAZN" 860 ) REZREHEZBRmERMES
A/ BMANEAER - IMAFZEEWEHEE R EERETR -
|/ We do not agree with the use and provision of my / our personal data for direct marketing purposes as set out above in the Personal Information Collection
Statement (see “Use of personal data in direct marketing”) and do not wish to receive any promotional and direct marketing materials.

D. ERAKIZHE DECLARATION AND AUTHORIZATION

¥ # Authorization

KA REZHANREAN  ARFAREABAEZZRANREANMB)RZHRAZIEE (1) E£EE - 2MEE - Bt - 207 - /g
A8~ RIT - BUSHS - BUTERT - stEthiE - At A+ - NHERFATEAERANRMIZRAZCHE - REERE - 199
HZEEREM - BHEERGEAT ; (2 ELTHEEEE 2 BRI EBRGEEHLRMN - IMARERBEERANFFIZR
ANETAIRE Z BRI AR - FREZARNRMZHRAZRERT - WIEEHEAANHMZERAZERARBEBZBARBNIRT ; BlE
ANBEMZERATBTHETHENR - RESDENS - WREENFHARBEIEARITBREFYS - |, the Beneficiary/Claimant, represent
me/the Beneficiary/Claimant under 18 years old (if any)/the Insured HEREBY AUTHORIZE (1) any employer, registered medical practitioner, hospital, clinic,
insurance company, bank, government institution, or other organization, institution or person, that is aware of or has any records, knowledge or information of
me/us/the Insured to disclose, release and transfer such information to the Company; ; (2) the Company or any of its appointed medical / para-medical examiners
or laboratories to perform the necessary medical assessment and tests to evaluate the health status of myself/ourselves/the Insured in relation to this claim. This
authorization shall bind the successors and assignees of me/us/the Insured and remains valid notwithstanding death or incapacity. A photocopy of this authorization
shall be as valid as the original.

Z2HR Declaration

AN REZRZANREA - BHEBRAKERE()LLE—YBLREENREESR  FCREERARFRE - IAARRFME 98582
EMWHERN ; FABRRRANTO-HEEEEE  AANGEBESEEABFERLHRA ; QR ABEMARRFLE ZEMER - B
EARPBER ERSMNERE EACIERMAEN - ERASFERELR - EHEA L FCERBEEAARRBRMBNER - EAFT
BEE LA REB L R RIBAMEERFA - |, the Beneficiary/Claimant, 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 unless it is written
or printed here and is presented and approved by the Company. 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.

E. EREZ1EZ B R1E LFEE) SIGNATURE (Please DO NOT sign on BLANK form)

ZERANREA REA
Beneficiary/Claimant Witness
%5 Signature
%2 Name
B {8 /7€ B3R AE 1.D. Card / Passport No.
F Year A Month H Day F Year A Month H Day
HHA Date
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E=HMD - ERBERSE (HEZE

HIER - FMAEERBEREABTEIE)

PART lIl - ATTENDING PHYSICIAN’S STATEMENT(To be completed by attending physician at the Claimant’s own expenses)

A. 5tE&F & PARTICULARS OF DECEASED

FEE S Name of Deceased

B {08 RRS

1.D / Passport No.
B i53RTE (F 1l Deceased’s Address at time of
death
BB % Occupation =ETIFREA £E Year B Month H Day
at the time of death Last date of working / /
5% B 50 Date of £ Year H Month H Day
B #4325 Place of death death / /

BEE Cause of death

EECEGBEZETRE ? A - FIRHESIEREBEMIMESFHIZA - Whether an autopsy report will be or has been done? If so, please

provide the date and a copy of autopsy report.

£ Year A Month H Day
O ##&N [ A#ez Uncertain 0 #,03# Yes, date / /
B. 2)A1E 2 CONSULTATION INFORMATION
1 BETHBFEEZESZAT ? How long have you been the medical
physician for the Deceased?
2 EResian LSRR A Diagnosis and 21 D £ Year A Month H Day
Date of your first visit / /
3 BTERBNELAEESHRREMEA Z&EER ? Had you attend the O . O .
deceased during his/her last illness related to the cause of death? e Yes 7 No
C. AESMEXS# DEATH CAUSED BY ACCIDENT
F Year A Month H Day BF Hr 4> Min IR AMIPM
1 E=SMNE EAFNEERE Date and time of accident / /
2 Z4MthEh K %15 Place and Details of accident
D. H&EREZ S DEATH CAUSED BY ILLNESS
#2Hfi Diagnosis F Year B Month H Day

1 REREERVZEGERRERKZ B The first

treatment date of the for the last iliness

2 EEBEERERZHDHEESA? How long did the deceased suffer from the last
illness before seeking medical treatment?

3 SAEFSE Medical Treatment Summary

4 FEEEFEMEMBBENEBHREN? MNB - BRIAFFE - Had the Deceased been previously referred by other Physician / Hospital? If so,

please specify details.

[ 85 No| [] & B4 /8835 Yes - Name of Physician / Hospital
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5 BHMRREEHERERNEMSY/REERARM? M7A - BRAAE - Was the cause of death secondary to a recurrent or other
chronic / critical condition? If so, please specify details.

O &aN [ A ves BEIZKE2 First consultation £E Year H Month H Day
BREGAHIR Symptom onset £ Year A Month H Day

%= J% Disease

A /1E R RE 1B Details of Treatment / Hospitalization

B4 /B PR32 Name of Physician/Hospital

6 FEEERELUTEE - BEEZEESI3 S MEIFET? Was the Deceased’s death directly or indirectly due to or aggravated by the following?

O F2nNo O = #uEssmasLt7IseRIZMHEE  Yes, please tick where it is appropriate and give details
[0 =& unfavorable family health history O sX / EEMHHER congenital / inherited condition
[ E /B | Sm | Y [ BRXBBNRZE | BEXRENDHRZAERBNASE
alcoholism / alcohol / narcotics / drugs AIDS / AIDS related complex disease
[0  #&3=8l mental disorders [0 9% 1 94 pregnancy / childbirth
LEABIRMIE y HES x sy A
O /5”@, MEARE) | 8D / Hﬁt* , O =# / B%E= suicde/ self-inflicted
engaging in hazardous sport / activity / occupation
O &=/ 582/ 2E (BEEIEEER)poison / gas / fumes (voluntarily or involuntarily)
[0 wm&EEt . 5568: others, please specify:

E. HfthE% % E OTHER MEDICAL HISTORY

1 FEEBVEREITRIEZZE Details of drinking & smoking habit of the deceased
HEZ (SZ/8/1/f) Daily consumption (piece/ pack/ bottle/ can)

Z 18 ¥4 8 Drinking/ Smoking start date since % Year A Month H Day
=2 Yes % No
2 FEIFHTEFMEUEZEERAL ? Did the drinking habit contribute to the death of the Deceased? O O
3 WMEBZRTESEHREZZIERA ? Did the smoking habit contribute to the death of the Deceased? O O
4 NEREACEREVMZBE?MAE  ERAEYMZER - SERAERMUEFSVE - Didthe n u|
Deceased use of any drugs? If yes, please state the type of drugs used and also the no. of years of this habit.
B HFE Daily consumption 2 FER| Type of drugs
FAZ29A 8 Using drugs start date since F Year A Month H Day

5 FHNHMEESEEERSESHZERESR - GiEE ZHthBEREIBE - Please state any other special cause, direct or
indirect, for the death in the habits or occupation of the Deceased.

6 HthETRETEBFMIFERULEEE ZZF R - Any further information which, in your opinion, will assist us in assessing this claim.

F. 28 4E 51 PARTICULARS OF ATTENDING PHYSICIAN

FoBRENR BE

Name of Attending Physician Qualification

i iib BB e

Address Contact No.

TBRERZE/BRES £ Year A Month H Day
Signature & Stamp of HEA

Attending Physician/ Date

Hospital
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