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B iE{E e ;53R DEATH CLAIM FORM

Z{RAPZHEZ Chinese Name of Insured Z{RAZEILHEF English Name of Insured fREE4RSIR Policy No.

SIRAB DS/ #EIRSEHS 1.D./ Passport No. of Insured

{RBEDP 7T E INSURANCE INTERMEDIARY INFORMATION

{RI% P77 E T8 Name of Insurance Intermediary

{RBRD /T AR SR Insurance Intermediary Code Rt 4% 8855 Contact No.

EZE A1 IMPORTANT NOTE

AMIERIEREARBRFER - HUERNNBAEN - RESDAREAVDBEEXNWAEZZIFE - Please complete this form in
BLOCK LETTERS. All amendments should be endorsed by the Beneficiary / Claimant in full signature.

KEFRTAZ "KAT . 5% "EAE, 2R IMETEASERR(BINKODBRZAE] - The expressions “the Company” or
“our Company” used in this form refers to China Life Insurance (Overseas) Company Limited.
RBFREFE—IPME_SO>LEHRER T A/REAEE - Part | and Part Il of this form must be completed by
Beneficiary/Claimant

BRESRENREIN - ERRASME - BREFWHAREZEREYNE Bt AEMEMURENBEIASE) - Al
WEARRANETZELIBERARBRE=-ID- "E2BEIRSE - 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.

MREZHRANREANBNBEFIERG G REINZENRAFER - IREIXRANREANEZEANSTAZZIEEEN
B RE{EFRIE - 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.

MREZIANREAR TR L REIZANREANDBERBEBRZRERNRFE  EREIFANREASZ TN
BT - ABBFRERAZZEAREAZREASZEEAERREE - IREIGANREAREEAREER - HEXR
HBORESARERNET - WIRHELEEM - Ifthe 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.
EREZDNREAUBEENZEE - WEAH—MNURRATLURRE - REAZBABERRASAREERNRERHRZ
BEMERARBFREZEANSH ZH - 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.

EREZTAREAZR—M - AIBURESZAIREBALESRIERRZZE—AREBFZ ° If there is more than one
Beneficiary / Claimant, a separate Death Claim Form must be completed and signed by each Beneficiary/Claimant.

RiEP T ASIRTTEEBWRIRBFERTARNEZAR LSS UNE - Receipt of this form by your Insurance Intermediary or bank officer
does not constitute receipt by the Company.

MBEEMERS - FE B TIHNERERP T AR ERNATIEFARFEELR(853) 2859 5519 &7 - IHZWRBKFIE
HESERMNOEREERES 263 5P+ KE 221 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.

KNCIEEBEREMILRRER - TESSIEBARTES AL EKRNPFERE - BEARLSAIE www.chinalife.com.mo 2| E
K RS &M TARZAS - 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.

MNP R RABEAIRER AT ZE - P XARAZSZEE - Ifthere is any discrepancy or inconsistency between the English version

and the Chinese version of this form, the Chinese version shall prevail.

PEASRE (850 ROBR AT (RPEARKNBEEMA L ZROBRAF) Il“ It """“""” “ Ill

China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability)
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{REEARSE Policy No.

E—8Mh - REEN @mssA/REAER)
PART | - PARTICULARS OF CLAIM (To be completed by Beneficiary/Claimant)

A. Z{r AE&¥l INFORMATION OF THE INSURED

1
F#e KB Age and Sex
2
B #1058 2E Occupation at death
3 4 HHEA Date of Birth F Year B Month H Day
L [ [ |
i & 25 Place of Birth
4 5 HH4 Date of Death F Year B Month H Day

B35 Place of Death

\ |

B. MAREHL - FEIRMH T 5IZEH: IF DEATH WAS DUE TO AN ILLNESS, PLEASE STATE:

1 E#ERSEAR Please describe symptoms & abnormalities

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

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

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

4 FILEZRAESHNIAEASEKRZ ZEBRIBIZAE 2R Rl Name and address of all physicians who had treated the

BLERE ik HER Date KZRE
Name of physician Address F Year | H Month| H Day Reasons for consultation

C. MARIINKEMEBHEHGZ I - FHiRHt T5IZH: IF DEATH WAS DUE TO ACCIDENT OR OTHER CAUSE, PLEASE STATE:

1 BB EEBHE RIERE Date and . EIT™F
Y Month 3 )
time of the accident or incident ARV Al B Day Bl 2 LS AM/PM

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

BN B 85 & 3 Bh Location of the accident or
incident

2 EBRFEERLBMNERMBEMEBEIR - 78M_E) - Circumstances of the accident. (Please attach newspaper clippings if available)

3 BETERRE?MA - BIRELITEN Didyou report to the police? If yes, please provide the following information
EZ M2 Police Station T&Z2 4R 5% Case Reference No.

O 2yes O &No

5 A EERERES/RBEINRS/OMASEEAIR IR SR -
Remarks: Please attach a photocopy of the Police Report / Traffic Accident Report / Police Statement / Alcohol Test Report.
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fREE#RI% Policy No.

D. ELfthZ# OTHER INFORMATION

1

BTAREAR-—SHBHEaEMFRBRATRE ? N2 - FiREHXREATIBERMRER

& - Did/Will you make a claim against any other insurance company for the same incident? If yes, D Z Yes D & No
please indicate the name of insurance company and policy no..
RBR/AS]ZFE Name of Insurance Company {RESSRAS Policy No.

E. EMAX(GEEE—TEEIEZ {175 3) PAYMENT METHOD (Please select only one of the settlement options)

1. BEIABREEEE Direct Credit Application

BIRHMIRPEIANY - MEBRFHEAAUR/ZEAIRPRISNRT FBERGFRE - HABENERBRRITEFFEABREZAAN/REANR

HEAREERINBEALR - BEFIEFLBIRZ ZER LW - 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.

ANRMIRBFEULBEERS AENEEE - UESRTRERPHIREEFEE (WNA)

I/We agree to apply the captioned Claims Remittance Service and bank charge would be deducted from the payment amount. (If applicable)
EREGRESZA/REAREKIASEEAEMBIIIRITENO To a bank account set up in Macau designated by the company held by the
Beneficiary/Claimant
$R472 78 Name of Bank FRIT4RS% Bank 5347 #m5% Branch No. $R1THR B 5RAS Account No.

No.
IRPFAALR(PXY) WERREZHEAN/REN) IREFBAARREX) WARREREA/REAN)
Name of bank account holder (Chinese) (Beneficiary/Claimant Only) Name of bank account holder (English) (Beneficiary/Claimant Only)
2 FRithiR{TEIARSZZE MACAU LOCAL CROSSED CHEQUE
FEFREESEIE Preferred Settlement Currency

O
O

BEERPEASFRR(EINRNERATERAZEE R REKEH)

== 4= &
FREZEHE Policy Currency O Hong Kong Dollar (at monthly fixed rate of China Life Insurance (Overseas) Company)

HBEREFIRFE P /OMEE Collect Cheque at Customer Service Centre in person
(FREZZEANREANT RS DEBXXHRER QSRS FRZED/OUEISZE - ) (The Beneficiary/Claimant should collect the cheque at our Macau
Customer Service Centre by presenting the identity document.)

RHESE = E (B A)SEEY Pick up cheque in person by authorized person

HEANGEE RENEER A EVN=Svi - R e s
Name of authorized person Contact no. of authorized person I.D. no. of authorized person

TESFARARKNEBEFERSE MO 9 HE 2 i3l Mail cheque to the address filled in question 9 of Part Il in this form
£ AR b 7Y EIE Deliver via Insurance Intermediary

KIRITEXEEEE BIRERTHIT RN A S) Deliver by bank officer (Please state the branch and bank officer)

#R47347 Branch #23 A 8 Bank Officer

3  Efth75 = Other Methods

[l &#EE5I88)  Others (Please specify)
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{REE#RSE Policy No.

FE_EMn - REAEN @SB A/REAES)

PART Il - INFORMATION OF THE CLAIMANT (to be completed by the Beneficiary/Claimant)

T 388 (/K A/ZL//MA ) Title (M Mrs/ Ms/ Miss)

4Rl Gender

2 h3z#4% Name in Chinese

3 ZESZ¥EZ Name in English PG Last Name

&= First Name

4a ME (WEEE)
Occupation (Compulsory)

4b 1T (WAEER)
Business (Compulsory)

5 44 HHA Date of Birth

H4EIZR Country of Birth

£ Year A Month H Day

| 1 J L 1

6 [E%E / #E Nationality / Region

[ & Chinese O =6 US. O

EL{ Others(

=== =

iArLhA please specify)

T #1523 AB3{% Relationship to the Insured

8 [OmPkAERE%E/EE51) 5% Macau Permanent ID Card/HKID Card No.

O semrxk 2 EREHE

I ER/ME Issue Country/Region

: B1538 /788585 Non-Macau ID Card: ID Card / Passport No.

[] 7548 453 M 4% 9% Business association Registration No.

#EEEER/ME Issue Country/Region

9 BrRIEEHIEAN)/ BEE

Stk 2240 48)* Current Residential Address(Individual) / Current Business Address(Business association)*

¥ City B2 Country

10 BRIKAMIEEA) | BRIt T 2 5E M6 AR ith b (B 324 4)* (N ER B RU = Atk (TBLA) B avE

E it (240 488) A=) Current Permanent

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

(Individual)/Current Business Address (Business association))

T City B1Z Country
B 2 5% Country Code EE 5 SIRAS Telephone No.

11 EEESES Telephone No.

12 SFES5EHS Telephone No.

13 E &R Email Address

14 BTREAZEESE
gt B E:

2 4 Full Name 3t Address

752 X3RN EAM ? Have you appointed a legal representative/solicitor? #1175 -
° If so, please provide the full name, address and contact no of the representative.

AEMRRRAZ O 5 ves O3 No

& &E Contact No.

15 BT RUEI&ZFEZE1E? In what capacity or title are you claiming this insurance?
[J #5225 A Designated Beneficiary O

A Trustee

[0 =& A Estate Administrator  [] 23 A Assignee

16 BETRE=ELARI=EREEER(RHEEE) ? Are you a U.S. Citizen ora U.S. tax resident (See Note)?

[0 2vYes TINNo.

O &=No
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{REEARSE Policy No.

R{EPFEC {455 CLAIM DOCUMENT CHECKLIST

v BN Basic Documents ; ® Fi/NSZ4F Additional Documents

RIEMBXMA(XHNZERIFTR A ATNEF REPOHIE) BiRsE

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

REIEK | (REBARBIHE (WRAERHIREIER) Original Policy / Policy Lost Declaration (if unable to provide original v
policy)

ASENRENEZWEZE D APBERE— AFE_ER5 Partl & Part Il of this form completed and signed by Beneficiary v
/ Claimant

HASRAZEZEBHERWHEERSH 2 RBFERSE =F0 2 Part ll of this form completed and signed by the
attending physician of Insured with chop*

SBT3 2 At 35 AR (1% & Bl AX) Registration of Death (Certified True Copy)

SET_ B E(1Z BRI A) Death Certificate (Certified True Copy)

IE TR (2 B B4 Death Report (Certified True Copy)

SIRAZ G198 BASZ 1 (Copy) ID of Insured (Copy)

AR NN TR NE AN

R A Z B8R G (1% EEIA) D of Beneficiary (Certified True Copy)

SIRAZBFIS DB IHEE X4 (ZERIA)" Cancellation of Macau ID confirmation note from Immigration Department
(Certified True Copy) *

T

SR ABZ 3 A 2145 (1% E BI7K) Relationship Proof between the Insured and Beneficiary (Certified True Copy)

= A Z i HERE RR(1Z B Bl A) Address Proof of Beneficiary (Certified True Copy)

MIFERRIA BHEIRRBFEREE ) Self Certification Form(For Claims) for Automatic Exchange of Financial Account
Information (CRS)

FET A8 E (1 BRI ZA)* Notarial Certificate of Death (Certified True Copy)*

F$E:TH 78 BB(#2 & Bl A)* Household Certificate Cancelled (Certified True Copy)*

JE T EBE R BEE (12 E Bl A)* Medical Certificate for Cause of Death (Certified True Copy)*

E=2E 5 AR (1Z E BIZN)* Funeral and Cremation Proof (Certified True Copy)*

BINEHEREEIRS Accident/ Police Investigation Report (R4S For accidental death)

ERNXHERZERIE) ( NESE A4 ) Trustee Documents (Certified True Copy) (e.g. certificate of guardianship)

EEBEE | ERREZ(1ZERA) Letters of Administration / Grant of Probate (Certified True Copy)

EREE/fRSIER 2 Autopsy Report

AR N RN NN RN NN N RN NI

P92 RAEBRESE Clinical or Hospital Records

DDDDDDDDDDDDDDDDDDDD O EI
o

NEZHE Police Report )

HEARFEESRRNRE I EUTENLEMERNEZE #For death occurs within 2 years after the policy is issued or reinstated or non-simplified
underwriting policy

NERFOBPIEREIRINEREZE AFor HK resident but event occurred overseas

*BAR DA BRIEZE *For event occurred in Mainland

EHA - 12K 3 FE DECLARATION, AUTHORIZATION AND SIGNATURE

A BEEEREE GMEIRERWBHEER) MEMBEAAE CUSTOMER ACKNOWLEDGE REGARDING COMPLIANCE WITH
FOREIGN ACCOUNT TAX COMPLIANCE ACT AND OTHER APPLICABLE LAWS

B TRMAASREH - BFETER ER w6 1585 FRIFMERE CBIMEPRINEREZR) BRRENEX - HEAAQR - 8% 1 - |
FI70 / StEh s BB S HEN ER - SFEEARNERBERE UTEE TEERE ) ) TN EEEEAREHAREINHE (LT EE "&E
BRE,)  B#8HH BTFEERASUUEERARKETERNFERIVE@TERTE - SFEARROTAEEREBEEEE THNEAER - DIERAA
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, governmental 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.

EFPERRE=—AKEER

Customer consent to disclose information to third parties
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{REEHRSE Policy No.

A EFERFE CBIMRERINSHRIZR) FEfthi# %1 (4E)CUSTOMER ACKNOWLEDGEMENT REGARDING COMPLIANCE
WITH FOREIGN ACCOUNT TAX COMPLIANCE ACT AND OTHER APPLICABLE LAWS(Continued)

BTEEAASUESREERRENER  DEUEEHEREETHEAASRFIETOER - BERBUDBAAATEEHBBEPEASRE (&
E) AP EASRE () ATNEMAEET - ERIENRE  UABEEARBARMAZBNETEMBGZIENETOAE - XA IJEE
FERTOALTREE—FTER - LUERTOEEHEREE  MB TYRESEERNERD HREBFIHNSEEEHMN 90 BHEX) 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).
BEARAEZEARMZBEEMETABRZAESHNEIMTANS B TERARATRERE - FEALATEHRE TBITERRE THEE -
METHUERFERIEMSEOALATRENETER B TREAE (30 BEXZR) AAATRHUENER - LHEZWEB N ZANBEHART
TIRER  EETREA - BTREASORE - it - B5F - B  REKTAREMEHNES)  BTEESR —ERERNGE , 28 T25E
EASEAEMBERNE R - B MR - EBEEM - TBERE EZERBREIZAREEAN (HEAIZES 10% U ER DSBS B8
BAL) BB - MEPAEMNES)  HEBTHEASR—EBRRNRE - EREELES  ECUEMERBEREETES  AATUEFTEK
B NMEHENINSIHEHER - WEERNXGEREEARRENTHAN /HEE (THNAFE  ARBAFLEAE) NRBRRA RS -
MREPRERBORATREERIY - B FAREAFNER SIGLIFRTN - REN TR REEALIFEBRERARE B INEEELA
SRR ERER RIVT A AETSNERA AT BHER FERERNER -
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 concerning 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.
Bl ML ETHNERNBRIZANUEEZEARIZEARBER 1 HMHUEEEZHRBRN 2 SR AFTEIZBHAATRLENERE - EREM
FHEERBEERERE (40 : W-9 - W-8BEN XEEX ) RERMERAXH (MNEA) —HERXTARE - MIRHZARAEBEE - BREEXH 25 25
ASBEZTER "HARLE - BARERANZZANRENZHEASAERE ., &k "HRBtE - BRAREARRK ., (WER) -
1 ZERBERENZZEERRFAA IEESEXAER) SUn2B8EREAE BN EAMARFACEEREEED 31 RN=FANEZEE
BE/D 183 RERAFNREERBEME)) -
- —FEREERERBHAHERZE - AFERECEZHAH + 183 ZFEEAEEENEE + 16 IERAEZEMNEE 2 BEEARMNERERE
BARR : BEBKSEE 3 - BIEIEH AHEBSRE - BFK MU AEE M - EFRHEEEBEERRER M AT - EFETFHEAEE
WU ARR R ZE - BRIETHESBAMIREBRNERS - AOBEEMAENERS -
3 ESRANBEBRZRER  EBBERIFZEAARIZEREER - B W-8BEN 25 SHEABRUEBELUMNIRF B BEWEREA - HBTE
BORBAFEEARFIEZBERBERES DN OIS NERXHNEIAR - REK/MEBZEFE ZEIRSCHEIAE -
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,
aU.S. “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 government issued identification document evidencing non-U.S. citizenship or Tax resident, AND a Certificate of Loss of Nationality of U.S.
RIBTE FATCA RARRAMAHIER - AARPREEATRERNRMNEAER T ZEHBEOARIMEE - MBAEMESHE  LIREEQASET
FATCA S AR TE - TMIRE AN/ MBRIZARFRNMBABERR 0 BREXABABNRHBERBRSE RBERANG (NER ) —HXFELAT
BABATAERREREANBMIRBASHRIES - LI EREEERERE -
Pursuant to FATCA or applicable local laws, liwe 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 l/'we need to answer all questions in this form and return 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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{REEARSE Policy No.

B. fE AE R UZEERA PERSONAL INFORMATION COLLECTION STATEMENT

BIRMIRE . A / BOEIANRMEEBURBTBEIAS (BINERHARATWINERBAERER - KA / RAOFSILERTLE R
ANERBERBRERANMBERANHMANBAER - GESEEEHEZBNERAMEREA / HMOENEAZER - RA/FHMSESEL
BHREHE—AEN (0B ) FIENER - AA / HFEDLEEHABRPA G 2 BREAA / HANEAERNZE 2 BPEINME
ABRMEEANER - BERTRANUWERAZRER - O https:/www.chinalife.com.mo/zh-hant/personal-information-collection-
statement FEEEPEAST (85 RODBRASIZRH -

BERT: BRUTEZBOHES - LURETER - 5B N RARRBESEREHBENMEREAESR BOmisEREH 2B
MERMREHE FHNEAEZER - FEUNAEE L 4 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. |/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. |/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/EMAAERRENCRESEASHER (SR "RERRFEENMERBAZN" B0 ) REREHZ BrmERMEH
AN/ HFANEBAER - TAFRZEVEOHEREERHEMR -
|/ 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. ERAKE# DECLARATION AND AUTHORIZATION

12 Authorization

AN REZZANREBA  ARFARERRFZRAANREAMA)RZRAELZE (1) HOEE - EMAE - Bk - 207 R
AT -~ RIT - BUSHE - BUGEIFT - SUEMHEE - A8 A LT - NANBSFBEEUEAARANBRMAZRAZLCH - RENENE - 90
HZEERRER BNERERAENT ; (2 EQTSFTIERE Y BRBHHMEERESHCRFT - AIMARERBFEANRMZR
NETAIR 2 BB AR - (ERBZANHMIZRAZRENRR - LEERANBAZRAZEXAREBEZARBNORT ; BIE
RNBRMZRAF TR BT R/ENR - IHRESNENN - WEREENF KRR FARIGARZERNT] - |, 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.

2R Declaration

BN REZHZANREA  ZUBRARES() LA —VRAKEENMEESR  CAHREEARARFME  MAAFRHNFRE  H9RAFEZ
EHMEERN ; AARBRKNEA-IEEEEE  AANEARKESEEARSBFRLHRA ; QFABEAAREL ZEMER - bR
EARBPFR CERFENHRE EATIRRMAIESN - EATARZTENR - EHEA T ABRHREMARBFRAFNER - ERTT
BEE I AR R RIBAMEEREE - |, 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. #E(FBEZEZE ARG _EFEZE) SIGNATURE (Please DO NOT sign on BLANK form)

S AIREA RiE
Beneficiary/Claimant Witness
% Z Signature
%2 Name
B {338 /FEIR5RTS 1.D. Card / Passport No.
F Year B Month H Day F Year B Month H Day
H A Date
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Sy p—

FE=EMy - T2BERESE (AELBLER  FRAEARREABTERE)

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

A. 3EE&E# PARTICULARS OF DECEASED

FE& M2 Name of Deceased

SRR

1.D / Passport No.
B IF#R7E X Deceased’s Address at time of
death
S5 R #8 B 2& Occupation =REILEEE £ Year B Month H Day
at the time of death Last date of working / /
S B 28 Date of E Year H Month H Day
B3t 2k Place of death death / /

B#1ERA Cause of death

SECKABTETRRE ? 05 -
provide the date and a copy of autopsy report.

FHIR AR EI5% FE H BN 5 EIZ - Whether an autopsy report will be or has been done? If so, please

&F Year A Month B Day
[0 ®&No [ Az Uncertain [ #A,H Yes, date / /
B. i2/AfE/2 CONSULTATION INFORMATION
1 BETARFEEZIEZ AT ? How long have you been the medical
physician for the Deceased?
2 BERLABEERRE L Diagnosis and Hf Diagnosis  Year A Month B Day
Date of your first visit / /
3 BMTAGEREVABRESHWRRERMMZREER ? Had you attend the .
deceased during his/her last illness related to the cause of death? O 7= Yes O # No
C. HESMEH S DEATH CAUSED BY ACCIDENT
£ Year A Month H Day fF Hr 4> Min /R AMIPM
1 E5MEEAFNEERE Date and time of accident / /
2 EYMith2h K15 Place and Details of accident
D. HERE S DEATH CAUSED BY ILLNESS
72 Diagnosis F Year B Month H Day

1 EEREERVZEERRERKZ B H The first

treatment date of the for the last illness

2 FEBEERERZHEEESX? How long did the deceased suffer from the last

iliness before seeking medical treatment?

3 AEEEE Medical Treatment Summary

£

4 BEESELHEMBENEREN? MA -
please specify details.

;ERABEE1E © Had the Deceased been previously referred by other Physician / Hospital? If so,

[ s No| [ B B4E2/28IRE%E Yes - Name of Physician / Hospital

MO-CL-ICLA01/202306-01
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5 SHERSEHERERFHEHMEN/REERAM? WA - FAiRAAHTE - Was the cause of death secondary to a recurrent or other
chronic / critical condition? If so, please specify details.

O szgaNe O & Yes B K72 First consultation F Year A Month H Day
BREAR LR Symptom onset £F Year A Month H Day

9% Disease

AR /fEBREE 1B Details of Treatment / Hospitalization

B8 4 4 2 /B B 42 78 Name of Physician/Hospital

6 FEEREEMUTER - HiEokmEE5 2= N BI5E T2 Was the Deceased’s death directly or indirectly due to or aggravated by the following?

O F=2nN O =2 #uEssn0s7sERIZEEE  Yes, please tick where it is appropriate and give details
[0 =% unfavorable family health history [0 &k / BEMER congenital / inherited condition
| BE / ENS | B | Y | BREBNHRZE | BBEXREBNHRZERBROGRSIE
alcoholism / alcohol / narcotics / drugs AIDS / AIDS related complex disease
[0 #%3EL mental disorders [0 @& / 3 pregnancy/ childbirth
PPy, . o -
O /5’\%@ HEEE) [ EE) / ngz% , 0 8# / BREZ suicide/ seff-inflicted
engaging in hazardous sport / activity / occupation
[0 <%/ "%/ 2E (EFE%3EEEE)poison/ gas / fumes (voluntarily or involuntarily)
[0 aEM . 55588: others, please specify:

E. EfthE&%E OTHER MEDICAL HISTORY

1 FEEBVERE/RIEZE Details of drinking & smoking habit of the deceased
HAEE (2/8/1&/f) Daily consumption (piece/ pack/ bottle/ can)

B8 Y988 Drinking/ Smoking start date since F Year A Month H Day
= Yes %4 No
2 FEZRTCSEHEEUEZBVIZIEA ? Did the drinking habit contribute to the death of the Deceased? O O
3 FEZRTEEFHRIEZEEEA ? Did the smoking habit contribute to the death of the Deceased? O O
4 NEZEHEEREYZBE? WA  FREEYZER - SHRERLUERZ/E - Didthe n ]
Deceased use of any drugs? If yes, please state the type of drugs used and also the no. of years of this habit.
B HF2 Daily consumption 2 HER| Type of drugs
FAZE44 8 Using drugs start date since £F Year B Month H Day

5 BENHEMEEIBEEREESNZEHREER @ SIETE ZHMBIEREBE - Please state any other special cause, direct or

indirect, for the death in the habits or occupation of the Deceased.

6 HMtETRAURBFEMZEIEE(EZER - Any further information which, in your opinion, will assist us in assessing this claim.

F. £:28LE R PARTICULARS OF ATTENDING PHYSICIAN

TEBENR =17

Name of Attending Physician Qualification

b1 B4 ER

Address Contact No.

I BERE/BRES F Year B Month H Day
Signature & Stamp of HEA

Attending Physician/ Date

Hospital
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