EREHEA O PEA F | 5 Ap

BEFER - (& CHINA LIFE

MIEmEB N
ERAERE -

https://cs.chinalife.com.hk

WERENEE MERBEM N ERER
Request for poucy":eﬁ,statement ATV H VOO
02070050100101

REFBEAYR ZRALEER REESRES
Name of Policyholder Name of Insured Policy No.

fRE&H T AEH Insurance Intermediary’s Information

R ALEZ Name of Insurance Intermediary

R A#RSE Insurance Intermediary’'s Code Mt 48 S8 Contact No.

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

EEAH Important Notes

1. ARBTAZ TAREL & "TEAT L ZRMIEFBEASRE (89 ) BDBBRAE - The expression “the Company” used in this form
refers to China Life Insurance (Overseas) Company Limited.

2. BUERESAERE  TOERNNBEEN  REFBANBEENMNIMSEZEE - Please complete this form in BLOCK LETTERS. All
amendments should be endorsed by the Policyholder in full signature.

3. RERBAZEZNEBAKXNTZECHEEAER - The signature of the Policyholder must correspond with the Company’s record.

4.  FRERSPNATATRTEHEWRERBLAREZARATI TS ULE - Receipt of this form by Insurance Intermediary or Bank Staff does not constitute
receipt by the Company.

5. ANSAEBREMIPRGHR  UESNEEARTE AR EKRNEBER - AEARASTAIE www.chinalife.com.mo 215 & T & &=t
hRZS - The Company has the right to update this form from time to time and to accept or to reject the form if the Company's requirements are not fulfilled.
Please visit our website www.chinalife.com.mo to view and download the latest version of the form.

6. WPHBERBEFTEERATINERERE - A THEEIEE BB - The Company shall have right to reject the application if the application fails to
fulfill Company’s requirement(s).

7. BUPBERAMER—MRERE BEIRRSE  QAAER) -

Please use a separate form for each policy number (Copies of this form are not accepted).

£ WIEMREMIEEEIE Part 1 Important Notes of Policy Reinstatement

7ER : Notes:

1. FREFAATRGERUMEANPHERERENS  BREXWEBBEME - RBIBISALE - Policyholder can apply for policy reinstatement for
those policy(ies) lapsed within two years. Policy(ies) shall be terminated if lapsed more than two years.

2. RERFHE=IMD "B, Pleasefilin Part 3 “Health Declaration” .

3.  EIEHFEENE BHEEEBRFRERNE [fthis application is approved, please submit sufficient full arrears premiums plus interest.

$E 1y Efh¥5R Part 3 Other Instruction

FEASRE (85N ROBERAR (RPEARANBEMRLZRHERAH)

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

SE=205 #EEEEEAR Part 3 Health Declaration

" MEREREREMNTIRERMA " HRE REIRER (RIS, (PB) - SUERFEBANFRIL 2 NG -

= oo 44
REFBANRERILEMD - Policyholder should complete this section if PB is attached for reinstatement or if PB is SRR ﬁ%hﬁA
, Insured Policyholder
applied.
1 (a) B TRIEE? Your height? NG\ TS
cm cm
(b) BT HIBEE? Your weight? NIy N
kg kg

(0 BE—FA  BIHNREZSES 5 ATl 11 BLERIEE ? 558 - HRFR
> Has your weight changed more than 5kgs/11 Ibs in the past year? If Yes, please state the
reason.

C&Yes & No

() BT EEEBE—ERNTAKERNFERBE —EMHB N 5EE : B - &
P& - BB - MEZEAS ASEREEES? Have you at anytime in the past 3
months had any of the following symptoms for more than 1 week continuously: fatigue, weight
loss, diarrhea, enlarged lymph nodes or unusual skin lesions?

C&Yes & No

COZYes &N

EBENRBEAAETEERE? 55 - FERS FNIBE

In the past 12 months, have you ever smoked? If Yes, please complete below questions

C&Yes & No

C=ZYes &N

(a) EHFHRIEZ/DZ ? Average number of pieces daily?

Piece(s)

Piece(s)

(b) IRIEESFHEZ/DEE ? For how many years have you smoked?

Year(s)

Year(s)

BTEERAMREY SEEMIEE - & - ZUBL D BR AZEY s eUEE
R BB ERE ? INB - AT ARTEEE K FIE - Have you ever taken any habit forming drugs
or used beer, wine or spirits regularly or been treated or advised in connection with your alcohol
consumption or taking of drugs? If Yes, please state the type and quantity.

CZYes [J&No

O2Yes [J&No

BNEERA  SESHERA - SZEX NIERZAE
Have you ever had or been told you had, or been treated for the following diseases

(a) A4 ~ Belm ~ M - POR PRIZE - S fo] i IR 2« 45 Bl A B0 %= 9™ 2 Tuberculosis,

asthma®, blood-spitting, shortness of breath, or any respiratory or lung disease*?

C&Yes & No

COZYes &N

(b) OZF - MfE - SMERE - B0 - Ea0H - [RSIMERR ? Palpitation,
chest pain, high blood pressure*, anaemia, any disease of the heart*, blood or blood
vessels?

CO&Yes &N

C=ZYes &N

¢ BBEES RKEHBEAR UK -RKE -BE B & B =E - @
A (BERXER) - BE - B(ERHZER* ? Gastro-intestinal ulcer, recurrent
indigestion, hernia, fistula, piles, stomach, pancreas, intestine, jaundice or any disease of liver*
(including hepatitis carrier), gall-bladder or digestive system*?

CO&Yes &N

C=ZYes &N

(d) FR¥E - REH - WRAFEA - MK - BWIAIAIRER - AEMEE VK EZ
45 Z FRAE* ? Urinary sugar/albumin/stones, venereal disease, or diseases of the kidney,
prostate, reproductive or urinary system*?

C&Yes & No

CZYes &N

(e) FOMIE - I - B - BREHRE  BORIBEAL OIS @E LKL
IE® 55 %% ? Epilepsy*, seizure, fainting spells, severe headache, mental or nervous
condition®, any disease or abnormality of the brain or nervous system?

CO&Yes & No

COZYes & No

() BRI FERIAEENERY  BIE - HOEBMEBERNER  BRE P
ARERFEA* ~ HMA D W R B E 18 ? Cancer, tumor/abnormal growth, cyst*, any
sexually transmitted disease, diabetes*, goitre*, any endocrine disease or severe injury?

CO&Yes &N

CO2Yes &N

HEERIINBERE MR - 8 - Iff - B5{ OB 2 %R) ? Disease or disorder of the
sense organ(s) (e.g. disorder of the eyes, nose, throat, ears or oral cavity)?

/\
«
-

COO2Yes &N

CO2Yes &N

LR R R - BEEGSE - RN R B B EE (U RRET S B B w) - Aa AT A
R B R S A R T Bt R IR1R K 2 % /& ? Rheumatic fever, arthritis, gout or
disorder of musculoskeletal system* (e.g. joint or bone), connective tissues or skin disorder, or
any other disorder not mentioned?

—
=3
=

O2Yes [OJ&No

O2Yes [OJ&No

ERERTFA - B FEE Inthe past five years, have you ever

(a) BB FERETZENMER - NX X - LEE - BiEFR B8K - BR -
S5k M A AR SR & B2 AR EE ? had or had been advised to take any diagnostic test(s), such
as X-Ray, ECG, CT scan, ultrasound, urine, special blood test or physical check-up?

O 2Yes [J&No

O2Yes [O&No

b) BELER EIBFW - M2/ ENBESMAE LMZIERKZE ? had any
iliness, operation, medical consultation/treatment or hospitalization not mentioned above?

[ &Yes [J&No

CO&Yes [O&No

(c) Efth2ERAR TR SR RER (GIMIRELE - 58 - A& - MifEsi CiER) m
IEEFITESKEEER Other medical conditions or sign and symptom (such as lump,
headache, persistent coughing, chest pain or epigastric pain) that you are seeking or intend
to seek medical advice

[0 2Yes [J&No

CO&Yes [O&No
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{REESRHS Policy No.

SE=5R{ BEEEEERR(48) Part 3 Health Declaration (Continued)

" MEBERERENNTMRENNE T HRERMIRERRRE, (PB) - R BMATL Z MR -

ZHEA REFAEA
REFBANEERILEMD - Policyholder should complete this section if PB is attached for reinstatement or if PB is > -
Insured Policyholder

applied.

6 B NEAIEE EEREY) SR BRI EA A URRSITEET I EER
M~ ZEFAE ?SIE TN EEREEKRZNEBL/RERLE P A2 - FIRBLY
BRIk - Are you currently receiving medical treatment or under medical care of any kind or = =

do you have any expected need or intention of receiving medical advice, consultation or O 2ves OO&ENe DI2Yes [ &No
treatment? Or do you have regular doctor or family doctor? If Yes, please state the name and
address of the doctor and reason(s) of medical consultation(s).

7 BT EERI I EERTAARE AR B LRmamE 2 BB - 88y
BE ABWBHBE LMIERZER ? BB THNREEEERAB LR ER
A% ? Have you ever received or do you intend to receive any medical advice, counselingor | [] 2Yes [J&No [[J2Yes [] & No
treatment in connection with AIDS, or any AIDS-related conditions, or been told you had the
above-mentioned disease? Or has your spouse suffered from any AIDS related condition?

8 B NEaBSALEESEE AL - phak - BK - BRtEES - BESELIFLSE
ESHFEBEENRNEMER ? 1A - FERABEZEAS -
Have you ever engaged in any mountaineering, sky diving, scuba diving, hazardous sports, racing E] = Yes E] & No E] = Yes E] & No
or flying other than as a fare-paying passenger on a regularly scheduled airline or do you have any
intention to do so? If Yes, please complete the appropriate questionnaire.

9 BN EREERANBPFEUAE - B - BISBERRE  ZEKE®R  E5 -
MEBHWIEL ? MA - FEBRE - BERASEE - RIRHHRIRERE -

Has any application for or reinstatement of life, critical illness, accident or medical insurance on D Z Yes D & No D = Yes D & No
you been declined, postponed, rated-up or accepted with modified terms? If Yes, please provide
the reason, name of insurance company, application date and policy number.

10 | REART R 2% For Female aged 12 or above only

(a) BTFIREZRSER? N2 - FEHEZEE - Are you pregnant now? If Yes, please = =
state pregnancy duration. O =Yes OO&Ne OO=2Yes [ &No

(b) BN BERIEHNEERELERNERNER ZHEE - BELKANREXER
A ARIER ? Have you had any disorder of the breast or reproductive organs, or O 2Yes O&No |[[JEYes [J ENo
prenatal or postnatal complication, menstrual disorders or abnormal pap smears?

1 | REARTEESLUT 2R & A £ For Juvenile aged 17or below only

(a) BNEEREQRT B NSARLE? HEBAEEIRRIEE ? Was your [12Ys [J&No
birth premature (37 weeks or below) or post-mature? Any special care needed after birth? RiER

(b) BTREESMERME - £I38 FE/0ERERZIERINZ ? Have you had any physical [12Ys [J&No Not Applicable
defects or shown any sign of slow physical or mental development?

##15# 7 Supplementary Details

= REBP, BEERS "R AFEUMHR - BEIRIEMEFAAER WA B KRS - IRIIEMUAHER - BES T ERE
FRRE , - MEATZETSREE  CRIARERARE  FREEEZEZHENE  SRGERIEBBREZEIXESE -

If any answer to “Health Declaration” is Yes or any supplementary information is needed, please give full particulars below and quote the relevant section
and question number. If space given is insufficient, please complete a “Supplementary Information Form”. Please provide copies of appointment slip and
investigation reports for review if there are any physical check-up, laboratory test or hospitalization history.

RE5RE #¥ 1BDetails RERE T BE/BIRRE Rt
Question | BIIEBRIZIEAH - BRIZISHFEGRE - HRRYURFE  2EER S (YNEEF) (#N3ER)

No. ESHNAE BEEERHER - K% E 2 HHZIncluding dates of| Degree of Recovery | Name & Address of Attending

iliness/injury, duration, number of attacks, severity of illness / injury, diagnosis, (If applicable) Doctor/Hospital (If applicable)

type of treatment or investigation received and their results, last follow-up date etc
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{REESRHS Policy No.

SIUER{n EERAK 24 Part 4 Declaration and Authorization

ANFEPIRBFIEE P 7 BRI BPTEIMMERUZENRANEERESR HERAFEZEH  WHEEARAFMFRA

KETEMEERN - AAHPLRB U EE XSRS RBELATS FIFRBRERE ERSHE - FEEEN

. PAREZRBERXHRRT EATWSTEELR

IIERBERRATLE L NAT S ZRIGHR - & ERTEARME -

FEUPRBERA EREMAZEMX G HERY —UERNRBE - KABREZ SN (RIFSHBEMIET) -

BEATR U S EM BRI R E WM -

ANBRMARBFTE ELERZBIGEERXHBIN : BB ARMUER)T S28  # SA5ERER "R ETEEERRE

EEEARBRENRMERNERIERS ) AE - HAANEM  REZEZRESZBEBAWA)KANKMPZEEZZEAL (NEH)

ETEFEHES -

ANEMRUELRRNARFEZRABSREE

1. RfEEE - GEMEE - Bk 20 RIEAS -~ IR1T - BUSHE - SIEMEE - A8EAL - NAERFEEAERERARZRAE
EO—NURRAZLHE  MAEZRATERSZBEARET—URRAE - FuRZSERERE E2F -

2. BRESHAEEEZEESERAT - OfILREERBFEERAREOARERANETARZEEN GG - (FREZAAREM
RRAZBEAM - IEEHAAZEEARZZEARBORY ; MEAATTHETRENR - ILEEDENS) - XESFHA
BIFRIIBERENA -

I/We hereby request the above change(s) be effected and declare that all statement, information and particulars given herein are accurate, true and complete and are

given to the best of my/our knowledge and belief and no material information has been withheld in relation to this request. I/We agree that such change(s) or service(s)

will not take effect unless all of the following conditions are met and approve by the Company.

1. All required payment and complete supporting documents have been submitted to the Company.

2. The request is accepted and approved by the Company during the lifetime and continued insurability of the Insured.

3. 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, Acceptance of the request for change shall be confirmed by the Company in writing or endorsement.

& I/We provide valid documentation proofs (such as identity document and address proof) to the satisfaction of the Company for the Company to conduct due
diligence on myself/ourselves, the ultimate beneficial owner of the policy (if any) and my/our authorized signatory(ies) (if applicable) pursuant to the “Guidelines
on Prevent ion and Combating Money Laundering and Financing of Terrorism in Insurance” Ordinance.

I/We hereby agree and authorize on behalf of myself and/or the Insured that:

1. Any employer, registered medical practitioner, hospital, clinic, insurance company, bank, government institution, or other organization, institution or person, that
has any records or knowledge of me/the Insured and who has attended or may hereafter attend myself/the Insured to disclose such information to the Company.

2, The Company or any of its appointed medical examiners or laboratories may perform the necessary medical assessment and tests to evaluate the health status
of myself/the Insured in relation to this Application. This authorization shall bind my successors and assignees and remain valid notwithstanding my death or
incapacity. A photocopy of this authorization shall be as valid as the original.

I/We declare and agree that I/we have the full authority from and consent of the Insured to make the above authorizations.

SRR

LRI EHFEFMFEXHIEE Part5 The Request Document Checklist

v RS Basic Documents 5 @[fifiisz4: Additional Documents ; xR F] Not Applicable

EH SRS U R R A T A A SR 22 PR T L) BERE
Claim Document (Documents can be certified at our Company’s Customer Service Centre) Policy Reinstatement

O S MEAIE S AREEEZRE This form completed and signed by your good self

O fREFA AS D082 B E7S The certified true copy of identity document of the Poilcyholder

O s2EilEpEs (0« wlsRd - Biliss - B a2 RS - O EE
s~ RS K X iS5 )Diagnosis report and test report (such as pathological report, ®
blood test report, PET Scan/CT Scan/MRI report, ECG report, ultrasound report and X-ray report etc.)

O Al b\ 12 > IHE A4S Settlement advice from other insurer/ party [

FENEp BEAERIUIEZERA Part 6 Personal Information Collection Statement

ANEMEICHERPEEATNWREBAENER - BRARMRENEBAERER - A www.chinalife.commo &S @EA SRR -
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 www.chinalife.com.mo or is made available upon request.
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http://www.amcm.gov.mo/rules_and_guidelines/laws/insurance/Ch_Av_09_08.pdf
http://www.amcm.gov.mo/rules_and_guidelines/laws/insurance/Ch_Av_09_08.pdf

{REESRHS Policy No.

L8R {n 2= Part 7 Signature

1. WERBUHERREFEAZZHIES 30 RRZER AT PIEFAE - This form must be received by the Company within 30 days from the sign date
of Policyholder.

2. EREFBASZRADEBEZEZENZE  LEA—NUREBEA RRAMLRLSER 8RS LENE=F BEAZBABERIZARN
BIEARBERERAPFERSEZEANS D ZE - If the Policyholder or Insured uses a signature chop, a witness is required. The witness must be an
individual third party aged 18 or above. The personal particulars of the witness will only be used for the purpose of verification and confirmation of the identity
of the signatory of this form.

3. BEEZEHEFRIE LEZE - Please DO NOT sign on BLANK form.

RRAFKZE BIREEZEEA
REFAA (HIERERFB AR18E L) (2N3ER) REARSGEERIRE
Policyholder Signature of Insured (if different from Signature of Collateral Assignee Witness & L.D. Card / Passport No.
the Policyholder & aged 18 or above) (if applicable)
BEHAT
ENi&
Signature and/or
Company Chop
HEA Date
&F A H F B H F A H & B H
Year | Month Day Year Month Day Year Month Day Year Month Day

MO-BM-CHG08/202404
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