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5 1 #% {5 5 ;5 3% DEATH CLAIM FORM

ZIRADP X Z Chinese Name of Insured Z{RAZEZHEF English Name of Insured fREE4RIE Policy No.

ZIRAB D&/ ERSEES 1.D. / Passport No. of Insured

fRf&ES 77 E i INSURANCE INTERMEDIARY INFORMATION

{RER D /T 2% Name of Insurance Intermediary

{RERSP 7T 4RS% Insurance Intermediary Code Hét #% S8 7% Contact No.

EZ/AH] IMPORTANT NOTE

ALUIERIERABRFR - HUERNAENR - RESXRAREALEEERNNEZRZEIFE - Please complete this form in
BLOCK LETTERS. All amendments should be endorsed by the Beneficiary / Claimant in full signature.

RBFRPAAZ " RAE L ERQT ) ZFRIMEPBASRECBINKRIDBIRASE] -The expressions ‘the Company” or “our
Company” used in this form refers to China Life Insurance (Overseas) Company Limited.
KEBFREF—BOMBE_BAMVDERFREZTHEA/IRE AEE - Part | and Part Il of this form must be completed by
Beneficiary/Claimant

BRESRANRESN ERRABHE - BRELVNHIAREREREBUNE HEF AEMEUBRENBERA2E) - Al
NWEHESRRANEZBEERSABRFERE-HD- " EZEEIHEE 1 - 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.

MREZH NREANFIEEFEREREZEIEZENIAFR - IFESZANREANEZANSTARZUIERERN
B AE{EFIE - 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.

MAREBZRANREAB TR L REIXZANREANERBEBARELHFER - HREIAAREASZ TN
BUTN  APBEREBAZEANRBAZRERHGEZEEZEAEBREEREE - IREXSANREARBEAEES  HEEAR
HBORBESARFERERT  WIRHEEAEEP - 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.
EREZHZNREADEESENZEE VAR URBEATURE - REAZEAERRERAREERARESRERIZ
ENMBERIABRFERZZEANG D ZA - 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.

ERESTARBEAZR—MI - AIBAUREREAIREAMLBEDERRZZE M ABHEZ - If there is more than one
Beneficiary / Claimant, a separate Death Claim Form must be completed and signed by each Beneficiary/Claimant.

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

MAEENERN - FE B MNORBEPTABEIBRER LT E PR R (B53) 2859 5519 B - HEZMRBKAE
HESERMAMOFRREERES 263 i 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' Assumpgado No. 263, 22 Andar A, B, K-P, Edif. China Civil Plaza, Macau.
RATBEBRENIEPFER  UESNIERBRFTESRATIRKNBHER © 5 ARNASTHIE www.chinalife.com.mo £
KR EE&RFHARZS - 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.
MPEIRABEAIRBHAT ZE L P ARAZ 2 -If there is any discrepancy or inconsistency between the English version

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

TEASRE (85 ROBRAT (RPEARAMEZEMR L ZROBRIF) Il“ " ""“"""”" 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—81n - REBEN @mSBA/REAER)
PART | - PARTICULARS OF CLAIM (To be completed by Beneficiary/Claimant)

A. Z{£ AZ¥ INFORMATION OF THE INSURED

1
F# R MBI Age and Sex
2
B IFH8%2E Occupation at death
3 4 HHEP Date of Birth F Year A Month H Day
L | |
&3t 25 Place of Birth
4 B HEHA Date of Death £ Year B Month H Day

| | | | | I

BHth2, Place of Death

B. MMARF Y - Bt F5IEH: IF DEATH WAS DUE TO AN ILLNESS, PLEASE STATE:

T $E#BAENR Please describe symptoms & abnormalities

2 REANIERTEIAHITTEZMICER 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?

4 FILZBHRAEBMAIAFAZSEKZ ZERIEHA S 2% & Rt 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.

BERE ik HEA Date KZRR
Name of physician Address £F Year | B Month| H Day Reasons for consultation

C. MABIMNLEMBEERFEL - BRI T 5IZFH: IF DEATH WAS DUE TO ACCIDENT OR OTHER CAUSE, PLEASE STATE:

1 BINUBHEERA KK Date and F Year A Month H Day f&F Hour 73 Minute LR
time of the accident or incident AM/PM

B 4b o 2 81 2% & ith B5 Location of the accident or
incident

2 BRFEREBMERMBMEBILR - FBM L) - Circumstances of the accident. (Please attach newspaper clippings if available)

3 RBTAESRE? WA - FIRHELITER Did you report to the police? If yes, please provide the following information
EZ 2 Police Station =22 4R 5% Case Reference No.
O 2ves 0O &No

5t B CERRE/RBERINRE/OHASEEE RS A -
Remarks: Please attach a photocopy of the Police Report / Traffic Accident Report / Police Statement / Alcohol Test Report.
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fREHRSE Policy No.

D. E{thZE %l OTHER INFORMATION
1 BATEEEAR—SMEWEaEMFRATERE? N2 - FRHZFRMATDBBRIFER
#& - Did/Will you make a claim against any other insurance company for the same incident? If yes, [] 2 Yes O &no
please indicate the name of insurance company and policy no..
REE/AS] AT Name of Insurance Company {REEILAB Policy No.
E. ERAN(GEEE—TEIEEEZ (Y75 3() PAYMENT METHOD (Please select only one of the settlement options)
1. B EIABREEEE Direct Credit Application

BIRMERFEIRN Y - MEBRFEAEAUR/BEAEFRBHRT FAEEGR - MRBEABRBERRITREPEEASREZGA/REAR
EBKREERINEEIARR - ARRIERFLIBIZRSZ R 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.

ANFEPIRPEN PIBREERS AENEEE  UWERRTRERDINMRERFEE (WA)
I/We agree to apply the captioned Claims Remittance Service and bank charge would be deducted from the payment amount. (If applicable)

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

#R1T757%8 Name of Bank ER1T4m5% Bank No.  Z3-4T4m 5% Branch No. ERITER P SRES Account No.
REFAASR(PX) B EASFREZHA/REAN) REFAABREX) W ASREZRA/REAN)
Name of bank account holder (Chinese) (Beneficiary/Claimant Only) Name of bank account holder (English) (Beneficiary/Claimant Only)

2 KihER{TEI4XZ= MACAU LOCAL CROSSED CHEQUE

kv
\nﬁa

O
L

1=

EHERE Preferred Settlement Currency

BEEPBEASRR(EINRHBERATEBAZEEZREKTE)

S e
fREEFHE Policy Currency D Hong Kong Dollar (at monthly fixed rate of China Life Insurance (Overseas) Company)

RBEIEFERE D /0IEE Collect Cheque at Customer Service Centre in person
(BREZZANREBATRSHEAXGREA QSRR PR P OUEISZE - ) (The Beneficiary/Claimant should collect the cheque at our

Macau Customer Service Centre by presenting the identity document.)

IRRESS =& (128 A)SBEX Pick up cheque in person by authorized person

REALR REANBAEERR REAB DB IASAFSREE
Name of authorized person Contact no. of authorized person I.D. no. of authorized person

]

FTESFSERARKNEFRSE MM 9 HHZ Z#iE Mail cheque to the address filled in question 9 of Part Il in this form

#ARBR P 7T EEIE Deliver via Insurance Intermediary

KIRFTEEBEE (BIEERITHT ALY A E) Deliver by bank officer (Please state the branch and bank officer)

#8474317 Branch #zum A\ B Bank Officer

3  EHEfthA= Other Methods

EAth(FE5IBE) Others (Please specify)
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fREEARSE Policy No.

BEMD - REAEN @SsA/REAES)
PART Il - INFORMATION OF THE CLAIMANT (to be completed by the Beneficiary/Claimant)

1

AR (B /KK/ZL//VB ) Title (Mr/ Mrs/ Ms/ Miss) MBI Gender
2 chykE Namein Chinese
3 ZE37#EE Name in English % EG Last Name & First Name
4a HE (WEER) 4b 115 (WEEE)
Occupation (Compulsory) Business (Compulsory)
5 444 HHH Date of Birth £ Year B Month H Day
L 1 I L 1 I
H4EZ Country of Birth
6 [EfE / ME Nationality / Region
[0 & chinese O =[] U.S. [0  Htth Others(355ERA please specify)
T g1%{2 AR{% Relationship to the Insured
8 [mmikxERS4%E/E8 5355558 Macau Permanent ID Card/HKID Card No.
L L L L L L L L L L L I
O Empaka BRE 53R | 51335/ 8B5%EE Non-Macau ID Card: ID Card / Passport No.
ZHELE R /ME Issue Country/Region
[ =52248 4 :X M 4% 3% Business association Registration No.
L 1 1 1 1 1 1 1 1 1 1 I
I ER/ME Issue Country/Region
9 BrIBEEMUt(EA)/ B RuEs Sk (2248 4)* Current Residential Address(Individual) / Current Business Address(Business association)*
i City B2 Country
10 BRIKAMUEELA) /I BRIt 75 2 55 i 55 BR st Ak (R 2 40 44 )* (2N B3 B A0 & (o it bk (181 )/ B A= 5 it ik (75 2 4B 48) A< [B]) 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))
i City B2 Country
B 2 5% Country Code ESFE S HS Telephone No.
11 EFESRHS Telephone No.
L L ] L L L L L L L L L L L L L L LI
12 ZE 5% H5 Telephone No.
L 1 I L 1 1 1 1 1 1 1 1 1 1 1 1 1 LI
13 ZE SRt Email Address
14 BETREEZEEEZHRERT ? Have you appointed a legal representative/solicitor? #7 - FEAKEAZ R
. 0 % ves &5 N
2 it K EEE - If so, please provide the full name, address and contact no of the representative.
%% Full Name it Address E&E Contact No.
15 BN &FEZE(E? In what capacity or title are you claiming this insurance?
[ #5225 A Designated Beneficiary O Z3EA Trustee [ ss&E&yeA Estate Administrator  [] 23 A Assignee
16 BETERE=ELRI=ERIEEER(RMEEE) ? Are you a U.S. Citizen or a U.S. tax resident (See Note)?
0 2 vYes TINNo. O &N
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{REEARSE Policy No.

R(EFRE S4B EE CLAIM DOCUMENT CHECKLIST

v B4 Basic Documents ; ® BfANSC# Additional Documents

RIEFMBXH (XHNZBERIRTRAATNEF RE 0 HIE) SRS E
Claim Document (Documents can be certified at our Company’s Customer Service Centre) Death claim
| RELEAR | REBERBPE (WRBEIRHRE LX) Original Policy / Policy Lost Declaration (if unable to provide original v
policy)
| AR ANRENEZWEHZE 7 ARBFRE— RE BB Part| & Part |l of this form completed and signed by Beneficiary v
/ Claimant
] HSRAZETZBEERTBEEEREZN ZABFERE =305 * Part |l of this form completed and signed by the °
attending physician of Insured with chop*
O ez stsErR (= = &I Z) Registration of Death (Certified True Copy) v
[0 #Er-:rB= (=817 Death Certificate (Certified True Copy) v
O s8R (%= 8)7) Death Report (Certified True Copy) ()
O =42 A2 5438324 (Copy) ID of Insured (Copy) v
O =3 Ar553EE A ERIZ) D of Bensficiary (Certified True Copy) v
O ZRAZBFIS 8 51 8575 BE X (2 B B A&)* Cancellation of Macau ID confirmation note from Immigration Department o
(Certified True Copy) A
O =@ Ams5 A 2 r%E05(1% 3 8)7) Relationship Proof between the Insured and Beneficiary (Certified True Copy) 4
O =z A 2t eR (2 E &) 4N) Address Proof of Beneficiary (Certified True Copy) 4
O MBEERB ZBRFEIARE(FEREEA) Self Certification Form(For Claims) for Automatic Exchange of Financial Account v
Information (CRS)
[ #7338 = (= =&145)* Notarial Cerficate of Death (Certified True Copy)* v
[0 Fsssr84:2m8(# = 82)* Household Certificate Cancelled (Certified True Copy)* v
[0 s z=ezas= (=8I 4" Medical Certificate for Cause of Death (Certified True Copy)* 4
[0 s=2::208(1% = 8)75)* Funeral and Cremation Proof (Certified True Copy)* 4
O =srstyzsmEsmE Acident / Police Investigation Report (B 9MS#Z3EF For accidental death) 4
O sExrrzEan) (e AL ) Trustee Documents (Certified True Copy) (e.g. certificate of guardianship) ®
O mxemes / BEREE(IREEIZ) Letters of Administration / Grant of Probate (Certified True Copy) (]
O sz Autopsy Report )
[0 2 R4ERBE Clinical or Hospital Records )
[0 2%#®s Police Report ®

#EARIEESIRRIRE 3 ENEENREMEREZR #For death occurs within 2 years after the policy is issued or reinstated or non-simplified
underwriting policy

NERRRREREREINIEEZ AFor HK resident but event occurred overseas

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

EHR - 4 K 35 E DECLARATION, AUTHORIZATION AND SIGNATURE

A EFEDBFTE HMEIRFRUGBIEESR) MEhE A A1E CUSTOMER ACKNOWLEDGE REGARDING COMPLIANCE WITH
FOREIGN ACCOUNT TAX COMPLIANCE ACT AND OTHER APPLICABLE LAWS

BT RANAQT BB - BFHBITER AR - ohH -~ 155 - FAMNEE CBIMERPRIREHRZER) BRARENER - ETAR - 8 - W# -
A / SRt B E MBS HENEX - SR B ARNREEERE (MU NEEEEWE ) EARNSEEEEARBEMRETNHE U TEEE
BARE.) EEHEH  BINEEAATUINUERURETENBERIECUAETE R EARROEUEERBEZE FTWEAER - DIEREAA
SETERAE -

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.

EPRAROE=AEEER

Customer consent to disclose information to third parties
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{REE4RIX Policy No.

A BEFERTE (BIMREERWERIASR) FH fthi# A 1#(48)CUSTOMER ACKNOWLEDGEMENT REGARDING COMPLIANCE
WITH FOREIGN ACCOUNT TAX COMPLIANCE ACT AND OTHER APPLICABLE LAWS(Continued)

BETERAA AT UESRBERRENER DR UEERBIKER TNEATRFIETER WERBILRAATEENBEPEASRE (EE)
AEHPBASRE (EF) ATWEMAEET - ERAENRE - UIREBECARBIEMZENTOTEMBZRFAENTAANS  AATIERE
ETOAASRTE-—SER  DUEDEUEEHEEE  ME TOEAESEEXRNERE HRRESBFNNSEEENMN 0 BAX) A - @ALQTR
HARRERER -
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).
BEFRARBARMZEAEMTAHZFESNEATAE - B TRSRAEAATRERE - EAQSEAME N ETERRE FHE -
MENEUESBERNHEMSERAATRENETUER BTREERE 0 BEXZA) AAATRHENER - LHEZNZE FUBBMNALRT
TIRER BB TE2EA - BTIREASHIRE - thilt - E5E - B - MK REMEHNES ; BTHEASR—EBRRXNKRE ;, EBT2E
EZAFEOEMBUNELE - BTt - ZBEEMN - TERER  EZERERISASEBA (HATIEH 10%H U ERDS AR EE
BRATL) - MBAR - REFAEMNES)  FEBTEESN—EBRRNREE - BREELEEY  JETHEHMERBRRE 728  AATTES R
SKEMRHEINGEER - BEERAXGEEEARNEXTHE / HEE (LENERE - AQBAFHARE) WRHFBRIRE -
MRETRERFORAATRAERF Y - AETARHEAMBNERSIXHILI G - ERFTE  BEESAQIHFEBRERRE - BTEER
AT ZENERERRRRE AR THURRAATERBREZRRERNEKR -
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.
it WA " EHOERBTRERATERZEARFIERRBEER 1 KETERAZEBRN 2 - SRABEYBHALATRENERSE - EEAFR
BHWEERBERERE (W 0 W9 - W-8BEN SXRISEXH) RAEEERX G ER) —HEXTAAT - IR AREBEE - BRIDAXHEZS - 2
RASBEZWER "HARLE - BARERNZRANRENZBEARAEHE kK "THRBLE - BRAREARRK, (WEAR) -
1 ZERBERENEZEBRFRFAEAN BIEBEEEXAER) SUn2EBERTANF EIMt/MRARRENSEEZRERED 31 RIN=—FREERE
BE/D 183 REEAMREEFBEME)) -
- —ERNEERERBRHHAERE - 2FEERECEEEAY +183 ZEERAEZENAY +1/6 AFEETEEENEEH 2 HEEARBENEREE
BARRR : HEBKRBER 3 - EFRERBSEERE - BFIFRAMUSEEMI - RPREEEHBERNER MU AT - ERRTHEAER
R AR B2 - ERIETEESBAUREENIRS - HUEEEMERNERS -
IERBANEEBERSER - BERASFEZEARIZERBEER - B W-8BEN 25 - RS ABREEELIMNIR I M @25 A IREIAR - HEUF
FROFAFZRARFIZERBERESHNEOSOHEAXMGFNEIR - RIKMEBZEFE ZEBIRSHFEIR -
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” (i 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, a U.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 RAERBMAHIER - ANRMAREEATRUANRMANVEAER FEEHEMNKRIMSNE  RBEEMEEHE  DIEREQTET
FATCA SERRE - MAAARAN/RMBEEARBBERWABRERR 00 BEXABRBNRHBERERS MAEBERXXG( NER ) —HRXTFEAT -
BRIENTRZBERANREFIBAESRIES - WIEOEEREFERE -
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 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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fREHRSE Policy No.

B. fEIAZERIUEEEHA PERSONAL INFORMATION COLLECTION STATEMENT

BIRMERE  AA / BAEIXANKMEEBLBREPBEAS (8NKROHBRATWWERBAERZR - AA / I IHERILE

BATRBAZRERMBERANZMANBAER - @FESEEEEZBNERNREERA / HANEAER - RAFHMASESE

IEERBIRME=FER (1A ) FIBENEE - AA / HMERLEZSABER P Z BREARA / RMAE A E RSS2 BRI

B K B BB PR #t B9 % &8 AW 8 Al - ABF & M RAX0WERBEBAEREBR - oR

https://www.chinalife.com.mo/zh-hant/personal-information-collection-statement N &EZi @ EAE (850 BROBRAZTERE -

SRR mERUNEERNZRS  LUrBATNEE - EBE N AESRBE SEZEFHBMERBAZR Bt SEEEHEZ BN

mEAMRHE TWEAER - FEUNAEE L M 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 mylour 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/EMAARARRENEWEEATRZN (26 "RERRHEENMERBAZN" &7 ) REZEHZ BrmERMEH
AN/ BAENEAER - IIAFEEWTAHE 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. EHAK % DECLARATION AND AUTHORIZATION

12 Authorization

BN REZHANREA ARBAREABEZRBANREANWB)RZHRAZLEE (1) £UEE - GEMEE - Bt - 28 - Rig
AT~ IRTT - BUEHERE - BUFERRT - SRS - s AL - NHER B AT OARANRMRERAZLE - RESERE - 199
HzEEREM BNAKBRAEEART; (2 EATNAUEEEZEBR/EERBEE LR - UMARERFERIANRMZIR
NETE ZBEN G A - (FRBERANHPIZHRAZEERDT - IEREHRANHFAZHRAZEXARZZARBYIRT ; BIE
ANEFAZRATLTHBITRIENT - WRESDNENT] - EREENFEARBEAIEARITBRZENA - |, 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.

A Declaration

AN RESHANREA - BHBRARERS(N) AT EEBENABEER  FHEERABRFIAE  MAARHMFE 9558
ZEMURER ; AABARKRNTA—EREEE  AAHRERESEEARERE LRA ; QFASETAREL Z @R -
PREARFR HESHEH L BATRENES  EREAARHEAR - BHBEA T FEREFAARERMBNER - QT
A sER L ARBEEZ K EIEAEEREE - |, 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. #B(FEZEZE AR L E) SIGNATURE (Please DO NOT sign on BLANK form)

EEINELUN R#E
Beneficiary/Claimant Witness
%5 Signature
%2 Name
B {98 /FE B SRS 1.D. Card / Passport No.
£ Year B Month H Day F Year B Month H Day
H&f Date
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{REE4RIX Policy No.

E=EMy - ERBLEREE HEZLBLEER  FIEEABRREABTEIE)
PART lIl - ATTENDING PHYSICIAN’S STATEMENT(To be completed by attending physician at the Claimant’s own expenses)

A. JEZF & PARTICULARS OF DECEASED

AR
&R Name of Deceased 5 {1 iEIE IR
1.D / Passport No.

S5 R T#E (£ 1 Deceased’s Address at time of
death
B 5B 2 Occupation =EIIEHE £ Year A Month H Day
at the time of death Last date of working / /

54 F #A Date of 4 Year H Month H Day
B 43t 24 Place of death T / /

B#EE Cause of death

EECELIGBEETRE ? A HIRHAEINREREBBHMMERIZE Whether an autopsy report will be or has been done? If so, please provide
the date and a copy of autopsy report.

F Year A Month H Day
[0 %#fNo [0 AHsE Uncertain [0 A0 Yes, date / /
B. i2/A1E 2 CONSULTATION INFORMATION
1 BTRFEEZIESAT ? How long have you been the medical
physician for the Deceased?
2 HRALEIESR R B Diagnosis and #2H Diagnosis £ Year B Month H Day
Date of your first visit / /
3 BTEEBNELAEESHRREAMA ZRKEER ? Had you attend the .
deceased during his/her last illness related to the cause of death? O 7= Yes O 7 No
C. HESMERFEL DEATH CAUSED BY ACCIDENT
F Year A Month H Day FF Hr 73 Min IR AM/PM
1 EIMEHAFNMFR Date and time of accident / / ;
2 ZHMBEREES Place and Details of accident
D. HEREHF4EL DEATH CAUSED BY ILLNESS
2 Diagnosis F Year H Month H Day
1 FEREERVZEERRERKZ BEA The first l I

treatment date of the for the last iliness

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

3 AEHEE Medical Treatment Summary

4 EEEF/CHMEMEBLESEEREN? M7 - P15 - Had the Deceased been previously referred by other Physician / Hospital? If so,
please specify details.

[ 8B No| [ B - B4 12/585727E Yes - Name of Physician / Hospital
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fREHRSE Policy No.

S BHERSEHERERSNEMEY/RELRARM? M7A - BRI - Was the cause of death secondary to a recurrent or other

chronic / critical condition? If so, please specify details.

O 25N O AYes BEZRKE2 First consultation £F Year B Month H Day
BERIEHAA IR Symptom onset F Year A Month H Day

%95 Disease

A /1EBTEE 1S Details of Treatment / Hospitalization

B4 942 /B8R 2 T Name of Physician/Hospital

6 FEEERAELUTEE - B EES13 3 MNEI5ET? Was the Deceased’s death directly or indirectly due to or aggravated by the following?

O *2 N O =2 suEssnmsLr7IsRIEMEERE  Yes, please tick where it is appropriate and give details
[0 =% unfavorable family health history [0 X / &= %455 congenital / inherited condition
O BE / BE | Bm | EY O BREBNRZIE | BEREENHRZERBNASE
alcoholism / alcohol / narcotics / drugs AIDS / AIDS related complex disease
[0 #ie=a. mental disorders [0 & 1 51 pregnancy / childbirth
SBERGMYIE y HES x s o i
O /A,EB”,A M) | 55E) | Hﬁk$ , O &/ BRE= sucide/ self-inflicted
engaging in hazardous sport / activity / occupation
O &%/ %52/ 2E (BEZIEEME)poison / gas / fumes (voluntarily or involuntarily)
O wm&EEt  5#:568: others, please specify:

E. EfthE& &%~ OTHER MEDICAL HISTORY

1 SEERIEREMRIE S8 Details of drinking & smoking habit of the deceased

SHASE (Sz/8/18/f#) Daily consumption (piece/ pack/ bottle/ can)

Z 18 %A 8 Drinking/ Smoking start date since F Year A Month H Day
& Yes % No
2 mEIFETE2EMEUEZBIE(EA ? Did the drinking habit contribute to the death of the Deceased? O O
3 mEIFHETE2FMRIEZBIERA ? Did the smoking habit contribute to the death of the Deceased? O O

4 NEEEEERAEYIEE?NA  BERREYER - SHRSERUEESF - Did the Deceased O
use of any drugs? If yes, please state the type of drugs used and also the no. of years of this habit.

HFE Daily consumption ZLW)%ERI Type of drugs
FHZ2458 8 Using drugs start date since F Year A Month H Day

S EMMHMEBEIMEEREESNIEHES QEEEZHEMBIERERS Please state any other special cause, direct or indirect,

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

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

F. 28L& PARTICULARS OF ATTENDING PHYSICIAN

TEBENSE BE

Name of Attending Physician Qualification

ik B4R ERE

Address Contact No.

FTEBEEE/BREE & Year B Month H Day
Signature & Stamp of HEH

Attending Physician/ Date

Hospital
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