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{REEHRTE Policy No.

EREREMRRBEFER (AERAREAXREERERIRTRPNEBERER )
CLAIMS CROSS BORDER REMITTANCE SERVICE APPLICATION FORM
(ONLY APPLICABLE FOR GREATER BAY AREA CGB’S ACCOUNT HOLDER)

EZE /A IMPORTANT NOTE

- BUERER ARFR - HAERNEEN  SRAIREFBENREANBEELNAEZHZEE - Please complete this form in BLOCK LETTERS. Al
amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.

- REBEBRPAAZ "ART, & "ERE ) ZRIETEASRREINRDBEIRAE - The expressions “the Company” or “our Company” used in this form
refers to China Life Insurance (Overseas) Company Limited.

- REBREEEBERTHE - BM R 208 ~ L - BM -~ 5 -~ pLl - TP - 2B - Greater Bay Area includes Hong Kong Special Administration Region,
Guangzhou, Shenzhen, Zhuhai, Foshan, Huizhou, Dongguan, Zhongshan, Jiangmen and Zhaoqing.

- ERENBERFREFAEASZEHERIRARELR LT HIEFE - This form must be received by the Company within 30 days from the date of its signing.

- MEHERABTN\FEIU L - FRARREFEALERBESAZELRTER  NRRASTN\GEUT FRFREEAREFBEARZRAZRE
NEEEENEBEREE NRRANREFAARGEAREER EEANBUARERAPBERRET  WIRHEAGEBRELRAA - ftheinsured
is at or above age 18, the Insured and policyholder must complete and sign this form by his or her good self. If the insured is under age 18, this form should be completed and
signed by policyholder and the insured's parent/ legal guardian. In the event that the Insured/ policyholder is physically incapacitated and prevented from signing, this form may
be completed and signed by an immediate family member with relevant relationship proof and physician's statement provided.

- ERRAGREFBENRBEAUBEZNEE  VAR—URBATURSE - REAZEAENREANREERRERFERZENERRNPERE
ZAMBHZ A - If the Insured/Policyholder/Claimant uses a signature stamp, it must be witnessed by 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.

- RRNREFBANREAZEZENWEBRRNAT 2448 - The signature of the Insured / Policyholder / Claimant must be the same as the Company’s record.

- RIBEN A RTEEBRE KRB BRLARERAAS SUE - Receipt of this form by your Insurance Intermediary or bank officer does not constitute receipt by the
Company.

- MARAEN - FE BTHERRBRPNABEIBERNNTE FARFEEAR(853) 28595519 B - MEZMNER B RMBEXGHESTRMMOFRETERES
26355 = R/E2218A - B ~ K-PEE - 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) Company Limited., Alameda Dr. Carlos D’ Assumpg&o No.263, 22 Andar,
A, B, K-P, Edif. China Civil Plaza, Macau.

- RPEEEBREFRILBFER TEINEBRTEARTIBKRNBER - BEARLQT AL www.chinalife.commo 8 B K &l & #hR 7 - 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.

A. E;5E R INFORMATION OF APPLICATION

—_

. IRITIRFHFAANERREERATER ZIBEEMIBEFMA - Bank account holder must be the payee of the claim payment as defaulted in policy provision.

2. BRRIBTEEEELOA - BABRAFRTRERER (—8F) 848 - LBRRTRSFAALRRIRFIEHS - Please submit copy of bank book front
page, bank statement or bank card that can show the name of bank account holder and account no..

3. BIRHEEFPFBEANBEASHEEIZ - Please provide copy of the Resident Identity Card (PRC).

|:| bEF Z B A ER 1T F O To a bank account in China via Remittance Service
#R47 2% Name of bank

B 17 AR B4 Issuing City $R1TBR B SEHE Account No.
IRPRHAAER(PX) CERERIRSERA) RPRAABE(EAN) CEERIBEERAN)

Name of bank account holder (Chinese) (Payee of the claim payment) ~ Name of bank account holder (English) (Payee of the claim payment)

PREEFRACHS SWIFT code IEREEAE ANBARi4SESE Contact no. in China of bank account holder

IREFE AR AR #E Correspondence address in China of bank account holder

(T

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

B. {8l AE I UZEZ2HA PERSONAL INFORMATION COLLECTION STATEMENT

RNFEHMEFRSEBERBE "PEASRR (7B ) ROBRAT , NRERAERZR - BREENRANKERAERZR - 3R]
https://www.chinalife.com.mo/zh-hant/personal-information-collection-statement ~ &2 w5 B A SR 1% (8590 ) BRI B BR AT ZEY - I/We confirm that I/we
have read and understood the Personal Information Collection Statement ("PICS”) of China Life Insurance (Overseas) Company Limited. For the latest version of

the PICS, it can be downloaded from https://www.chinalife.com.mo/zh-hant/personal-information-collection-statement or available upon request.

C. EHAK = DECLARATION AND AUTHORIZATION

ANFEFIRBFEWIE Eihi 7ERFFEIE - ENBRTRIAMAREZENRMGZERRESR HERASSEZEE  WHESAN/KMPAA RAIEMES

B ANEMLEREREEENSIELRENBERTS NIFMBRGREEASTIHAE - FEEERL : We hereby request the above application(s) be effected and declare

that all statement, information and particulars given herein are accurate, true and complete and are given to the best of my/our knowledge and belief and no material information has

been withheld in relation to this request. I/We agree that such change(s) or service(s) will not take effect unless all of the following conditions are met and approve by the Company.

1. IEREZHBERNGZERRITRERFHEASZSRRCEINEOHBIRAE ( UATEE "&2= . ) - Alrequired payment and complete supporting documents
have been submitted to the Company.

2. WWEBRBESHRAEENDNATS ZREGR - & SASEMEHLE - The request is accepted and approved by the Company during the lifetime and continued
insurability of the Insured.

3. HEUEPRFEREEATIMAZEMN G BER Y —U)ERRBHE - FHRILIRE Z— 87 (FRIES B EMIER) - 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. KNRMRB|{EELATERZAMERBXM4HBIW : BHBER)TFELT  FELTERBN TTEEERRHD FESBE(ERIHEE) 150,55 615
BEE - HANERM REZERLESEEBAWB)RANEAZEEZZEA LT NER)ETEFEBESE - We provide valid documentation proofs (such
as identity document) 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 Anti-money Laundering and Counter-Terrorist Financing (Financial Institutions) Ordinance, Cap. 615.

5, RANRMEEREEEATOEANERRTREAKERRFEEANBASHERR - RTEBEEFNAE  RITFABEEIR (HWAHKE
EFRUMIRTIRE ) - ERRENRBRESHNERER (AEARERBARENZNERRE ) BREBNEAARCEZZRARSENBFERS
#HEFREE - IWe agree and authorize the Company to provide and transfer the copies of the account holder’s Resident Identity Card (PRC), bank book front page, bank card or bank
statement (must be a bank account opened in Greater Bay Area), Policy Information Page (showing Benefit Schedule with policy no. and benefit), Claim Settlement Advice of this
claims payment together with this signed application form to the related banks for remittance approval purpose.

6. AANFHFIRPFEN LB ISIEE RS N ENERE - UREGFEHIRTUWEN TR ERFEERR AN/ FIFIE - I/ We agree to apply the captioned Claims
Cross Border Remittance Service and bear any bank charge incurred associated with this transaction.

7. WMERAKD - AANEMBRRERTHREEEFEE - I/ We agree the administration fee would be deducted from the claims payment in case of remittance failure.

ANEHMELERCSEBE RPAM LBFNABERR GG LRBZZEERRIEHLR - AN FAME L EEF L B 157 K22 BR - /We hereby confirm
that liwe have read and understood all the terms and conditions of the above request, and agree to be bound by those terms and conditions. /We hereby agree to make the above
agreements and declarations.

C. ZE(REZIEZHR1E L3 E) SIGNATURE (Please DO NOT sign on BLANK form)

ZEA (2 18 BRI L) REFBA | REA RE
Insured (whose age is 18 or above) Policyholder / Claimant* Witness

#%Z Signature

%2 Name

B BRI
I.D. Card / Passport No.

F Year | F Month H Day F Year | B Month H Day F Year | H Month H Day

HHA Date

*REARSRANRERE ARG
*Relationship with Insured/Policyholder

MO-CL-ICLA24/202201-01 P.20f2
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