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5t i% {E 8 ;53R DEATH CLAIM FORM

ZRAP X F Chinese Name of Insured SR A F English Name of Insured fREE4RSE Policy No.

SRABDRE/ FERBSRAS 1.D. / Passport No. of Insured

R 7 E il INSURANCE INTERMEDIARY INFORMATION

fRBR 7T &8 Name of Insurance Intermediary

R T#RSE Insurance Intermediary Code Bt 4% ZEFE Contact No.

EZ /A4 IMPORTANT NOTE

BLUIERRIERABFR - HUERNEENR - REZ ANREANBEEENNUEZZZIFE - Please complete this form in
BLOCK LETTERS. All amendments should be endorsed by the Beneficiary / Claimant in full signature.
KEBRERTFAZ "AAT, 5 "EAE ) Z2FRAETFEASRECSINKRODBIR/AS - The expressions ‘the Company” or
“our Company” used in this form refers to Chma Life Insurance (Overseas) Company Limited.
ABFERE—HBIVNE_LONERRFREZTHEA/IREAEER - Part | and Part Il of this form must be completed by
Beneficiary/Claimant
PRESIRANMREN  BEREABHE - BERELVHFIREREREBUNEHEFAEMEUREN B AZE) - Al
MWERSZRANEZBEIERSABFERFE =870 " EZEBEHESE 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.
MREZHZANREANGIBERIRREREIZENRAELR - IBEZZNREANEZEATSEAZZRIEREN
Bt HEEFRIE - 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.
MAREBZBNREAGST/\BESEMU L REZRANREANERBEBARELHER - HEREIDANREAB TN
BN ARBEREHZRANREAZRRAS ZHEEBAEREAEE - IREIXZANREARGEAREESR -  HEA
MBOURREEARBERAET  WIRHESEHR - 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.
EREZAANREADBESENZEE - VAR MURBBATURSE - REAZBABERNRASHAREERRERHRZ
ENMERAPBREZEANEH 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.
ERESIBANRBEAZR—I ISUREITAREANEDRER KZEE—ZAEBFEK - If there is more than one
Beneﬂmary / Claimant, a separate Death Claim Form must be completed and signed by each Beneficiary/Claimant.
REP T ASERITERESWBIRBFRLARFTRAASSUE] - Receipt of this form by your Insurance Intermediary or bank officer
does not constitute recelpt by the Company.
MERCNEN - FE B TITHRRPNTABEARERLATEFRFEE4LR(853) 2859 5519 &5 - EXMEREKAE
%3 %?I/QF'%EDF?EEEE% 263 S 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" Assumpcado No. 263, 22 Andar A, B, K-P, Edif. China Civil Plaza, Macau.
KRB EEBRENIEPFER  UERNEBART SR LT EKWPHER - BEARLTIALE www.chinalife.com.mo 2 E8
KN E&FTARZAS - 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.
WP R RABEAIRER AT ZE - L SXhRA A2 - [fthere is any discrepancy or inconsistency between the English version
and the Chinese version of this form, the Chinese version shall prevail.

PEASRE 0850 ROERAF (RPEARLNBEMEL 2 ROBERAR) Il“ It """"""”II III

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

E—8iMn - RIEEWN mIBA/REANES)
PART | - PARTICULARS OF CLAIM (To be completed by Beneficiary/Claimant)

A. Z{# A&k} INFORMATION OF THE INSURED

1
FH#H K MBI Age and Sex
2
B IFH8ZE Occupation at death
3 L4 HE Date of Birth F Year A Month H Day
L 1 1 | |
&3t 2E Place of Birth
4 B HEA Date of Death F Year A Month H Day

| | |

Bt 25 Place of Death

B. AR - F51R L FFIE#Y: IF DEATH WAS DUE TO AN ILLNESS, PLEASE STATE:

T SARSELEEYR Please describe symptoms & abnormalities

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

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

4 FBIHZBHEAECEBMAILFHNSERZZBRIBHEAE 2B KM 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.

BEEE b HEA Date KEZRA
Name of physician Address F Year | B Month| H Day Reasons for consultation

C. MABIEMBLIER T - B T5IZEH: IF DEATH WAS DUE TO ACCIDENT OR OTHER CAUSE, PLEASE STATE:

. : e A5 Hour 43 Minute
time of the accident or incident AM/PM

1 BB EEBHEREERE Date and £ Year 5 Month 5 Day A EIFF

BT E 8 3% £ i Bh Location of the accident or
incident

2 ERFEERRLSBMERMNBEMEBER - 3BM L) - Circumstances of the accident. (Please attach newspaper clippings if available)

3 RBETAESRE? WA - FIRHELITER Did you report to the police? If yes, please provide the following information

= Z 25 Police Station & 22 4R 9% Case Reference No.

0 2Yes [ &No

it A L ERRE/RBEIMRES/OHE/BEEIHRSRONAE -
Remarks: Please attach a photocopy of the Police Report / Traffic Accident Report / Police Statement / Alcohol Test Report.
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fREE#RIR Policy No.

D. EfthE#l OTHER INFORMATION

1 BTERER—SFHIMEQEMFRBATRE?NE FRERFBRATIBRARER

5 - Did/Will you make a claim against any other insurance company for the same incident? If yes, |:| = Yes D % No
please indicate the name of insurance company and policy no..
R /AS]) B/ Name of Insurance Company {REESRES Policy No.

E. ERAN(GEEE—TEEIEZ 17 3() PAYMENT METHOD (Please select only one of the settlement options)

1. B ENABREREE Direct Credit Application
BIRMIRPERXHE - MEARFPHEAE AR R/BZBERRFPRBNIRT R BER/FRE - MAEEAERBRRITEFFAARREZGA/REAH
R ARBERINEBAR - BREAMIEFBIRZERIVEE 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.

ANFEFIRBBEU LBRERER S ARNEEE - WEASRTRERPHREEFEE (NA)
I/We agree to apply the captioned Claims Remittance Service and bank charge would be deducted from the payment amount. (If applicable)

EREREIBA/REAREIQATIEEMWRFIFIIIRITE DO To a bank account set up in Macau designated by the company held by the
Beneficiary/Claimant

#R47% %8 Name of Bank #RITARSE Bank 5347 #m 5% Branch No. SRATER 8RS Account No.
No.

RPRHBABR(PN) WARREZBA/REAN) RPRBEABRBEEN) WARREITA/REA)

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

Aith$R{TEI4 2= MACAU LOCAL CROSSED CHEQUE

2
FEFRE BEEIE Preferred Settlement Currency

BEEEPBEASRB(BINROHBIRASBAZEEZIRELE)
Hong Kong Dollar (at monthly fixed rate of China Life Insurance (Overseas) Company)

O ®=mE# Policy Currency [l
[l

HBEAEFRE T OIZEL Collect Cheque at Customer Service Centre in person
(FERESZANREATESMHEBSGREAN QSRR E FRE /OUEISZE - ) (The Beneficiary/Claimant should collect the cheque at our Macau
Customer Service Centre by presenting the identity document.)

O

RS =& (N B A)EEY Pick up cheque in person by authorized person

REALEE AR ER S EUN=L7 F- e EE s
Name of authorized person Contact no. of authorized person I.D. no. of authorized person

[0 Z=saAARKSRFEES SR 9 BE > #Ht Mail cheque to the address filled in question 9 of Part Il in this form
£ RPR P /T EEAE Deliver via Insurance Intermediary

[ maRfrexsEy GBEiEERToTREAS) Deliver by bank officer (Please state the branch and bank officer)

$847417 Branch #23 A 8 Bank Officer

3 HfthA = Other Methods
[C]=#hEE5I88) Others (Please specify)
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{REEHRSE Policy No.

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

L ( FoE/KK/Z L/ ) Title (Mr/ Mrs/ Ms/ Miss) R Gender
2 chxr#%4% Namein Chinese
3 BE#EE Name in English 2 X Last Name A First Name
4a Rz (MWEER) 4b 1TE (WEHEE)
Occupation (Compulsory) Business (Compulsory)
5 4 HHA Date of Birth £E Year B Month H Day
L | | L |
HAEIZR Country of Birth
6 [l / MI[E Nationality / Region
] =& Chinese O == U.S. [] =t Others(355LRA please specify)
T 132 AB3{% Relationship to the Insured
8 [[]mPIkXERE%E/EE5 5% Macau Permanent ID Card/HKID Card No.
L 1 | 1 1 | 1 | 1 | 1
(] Erpk A BRES%:E | 5135/ EB9%55E Non-Macau ID Card: ID Card / Passport No.
FE X[ R /MIIE Issue Country/Region
[] =5 %484 X M 4% 3% Business association Registration No.
L | | | | | | | | | |
XXM /HIE Issue Country/Region
9 BEriFEEIHEA)/ BRI ihit(E %4 &) Current Residential Address(Individual) / Current Business Address(Business association)*
i City B Z Country
10 BRI MHNEA) | 5 RR It 75 2 5SS R stk (R 22 4R 480 (40 £ B il B fE stk (1B )/ B B 25 23t 1t (7 25 48 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))
i City B Z Country
B 2 5% Country Code EE 5% SR A% Telephone No.
11 EE:E5ETS Telephone No.
il | | L | | | | | | | | | | | | | |
12 ZZEIEHE Telephone No.
L | | L | | | | | | | | | | | | | |
13 ZE SRt Email Address
14 RBTREEZREEZZTUEERT ? Have you appointed a legal representative/solicitor? M7 - FFFFAKERAZ [ 5 Yes (1525 No
P2 it K EEE - If so, please provide the full name, address and contact no of the representative. >
%% Full Name it Address EE5& Contact No.
15 BT U{o&FEZR(E? In what capacity or title are you claiming this insurance?
[ #5722 A Designated Beneficiary [l Z3EA Trustee [] &&= A Estate Administrator [ S8 A Assignee
16 BETEEEZELREIEZERIZER(RHELL) ? Are you a U.S. Citizen or a U.S. tax resident (See Note)?
[] 2Yes TINNo. [ &nNo
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{REEHRSE Policy No.

FR(EFTES 4B E CLAIM DOCUMENT CHECKLIST

v B Basic Documents ; ® Ffi/NSC 4 Additional Documents

RIEFABEXH(XHMNZ BRI A TTREAASTNE F IR T OH3E) SHAEE
Claim Document (Documents can be certified at our Company’s Customer Service Centre) Death claim
m REIEAR | (REBEXREIRE (WARBERMIREIER) Original Policy / Policy Lost Declaration (if unable to provide original °
policy)
] AN RENEZWRHE 2 ARPHERE— KFE B0 Part| & Part Il of this form completed and signed by Beneficiary v
/ Claimant
O ARRAZEZLBEERTEEZEZERZN ZARBERE =F7* Part |l of this form completed and signed by the °
attending physician of Insured with chop*
(] FEv-2s > 4t AF (12 Z B 45) Registration of Death (Certified True Copy) v
[ sEr-srE=I%EEI%) Death Certificate (Certified True Copy) v
] #Er-#8#R (== &)%) Death Report (Certified True Copy) )
[0 =R A~ 51338884 (Copy) ID of Insured (Copy) v
O =z Ar55EEHEERZ) ID of Beneficiary (Certified True Copy) v
n SIRAZBFEERD B RE BB XA (ZERIZA)" Cancellation of Macau ID confirmation note from Immigration Department -
(Certified True Copy) *
[0 =R AmZ5% A 2 BB E R Z) Relationship Proof between the Insured and Beneficiary (Certified True Copy) v
[0 =3 A Zithiits&8R(#% 8 8I7K) Address Proof of Beneficiary (Certified True Copy) v
] MEEERIR 7 BHEIRFRE(EREE ) Self Certification Form(For Claims) for Automatic Exchange of Financial Account v
Information (CRS)
[0 328 = (@84 Notarial Certificate of Death (Certified True Copy)* v
[0 Fsssta43AR(2 = B)2)* Household Certificate Cancelled (Certified True Copy)* v
(] sEr-2ee2:8AE 2= (8 B 7N)* Medical Certificate for Cause of Death (Certified True Copy)* v
[0 s=2E:m0R(#% 8 8)7)* Funeral and Cremation Proof (Certified True Copy)* v
[ =9 siyzs:a552 Acident/ Police Investigation Report (B9 S #2388 For accidental death) v
[ sEsct@zEaA) (ME#E AL ) Trustee Documents (Certified True Copy) (e.g. certificate of guardianship) ®
[0 sEsEE | #EREE(AEEA) Letters of Administration / Grant of Probate (Certified True Copy) ®
[0 smmm=Re Autopsy Report )
[ Fes2 R4S Clinical or Hospital Records )
[0 A% Police Report )

HEFARIEBSINERNRE o SMNHERFEMEMNEZ #For death occurs within 2 years after the policy is issued or reinstated or non-simplified
underwriting policy

NERRPEREIRINIEEZ AFor HK resident but event occurred overseas

“ER AN R {EZE *For event occurred in Mainland

EHA - 12#E K 35 E DECLARATION, AUTHORIZATION AND SIGNATURE

A EFERTE (SMEIRBERWBHIEE) MEMBEAEE CUSTOMER ACKNOWLEDGE REGARDING COMPLIANCE WITH
FOREIGN ACCOUNT TAX COMPLIANCE ACT AND OTHER APPLICABLE LAWS

B NRAMAATREBH  BIFHETER ER @D 155 FRANESE CBMRPRINSHRER) BRBENEX  ETLAR - % - B - K
A/ S EMEERBSHENER - SREARREERERRE (UTEHE TEEWE ) EARNSEERERAREMREINHE UTNEHE T3
RERE, ) B8 HH - BTRERAATUYUEHARHETEHBERNEAEETE - SFEARROEUEEREEZEE THEAER - LEERAR
SBITERRE -

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.

EFRERE=-FKREER

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

A EFERGE (BIMRERNSRIAZR) MHE M E A (48)CUSTOMER ACKNOWLEDGEMENT REGARDING COMPLIANCE
WITH FOREIGN ACCOUNT TAX COMPLIANCE ACT AND OTHER APPLICABLE LAWS(Continued)

B TEERATIERRBERRENELR DT OTEEHEKEER N NEABSRSETER - KERBIDARQASTERHBETEASRE (&
) A PBASRE (E8) ATRNEMKREET - ERIENRE - UREEEARBHAR M ZENTAEMBRAENTTAR - KASI0EE
FEFTOAQTRHUE—LER  LEQTUEEREEZE  MBE MO EESEEKRNEE RRESFIHELEERN 00 HHEX) A - @XR
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).

BEIHRARBHAHMAZBEMTAHZIESNETAS - B TERQEARTRHEBE - ERQSEHNME N BITERRE TR -
METHOERFERIEMEBRAQTRUNETETER  BTRABERE 30 BEXZA) ARASHREENER - LHEZNZE FUEBMAQT
TIWER  EETNZEA - B TREASDIRE - it - B - HEE - MBARAREMEMNES ; BTN EASNR—ERRXNGRE ; BB N2EE
EASTOEMBRNETR - BTt - EBEEM  TERR  EERERZRZANEEA (EAIEH 10% B ERDE BRI EEE
BAL) - MEBAN - REEFFEMAEE  NEFTHEASR—EBERNRE - BREELEs  UHOHEHMERNBERRELE TES - ARSI EEEK
BT RHEBRIEHER - IWEERMGEFEERNRRERTRA / SHE (THOBERE - ARBAFLARE) WRBPRE RS -

MRE T RERFKRAAATREER Y - B FIRHAIRNER S X HIIFER - EENTE  AREALTFEENLERRE B TEREAR
SO U EMEA RS R ORRTHMUERA AT BRERAEZRRERNEK -

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.
Ha MRS BHENBTRREATEEZEARIEBRFEER 1 R UEEEEBHEN 2 - SEABEZBTHRALTRLENERE - BRI
E’];I$§ﬁ'§?5‘§ﬁ ZHRE (M0 : W9 - W-8BEN SiRI&E X #) RABRRIBXH (WER) —HEXTARE - IRSEABEJMEE - RAEXH 25 25
SHERIER "MARLE - BARERAZRNRENZBEARBEHE R "THARLE - BRANEARSE ) WER) -
1 %I%R%%J:' RENZZRETHAA IEBESEXAER) IReEEREAE MR AARFEFASEERERE) 31 RI=—FANEERE
BE/D 183 RERAMREZRBEME)) -
- —ENEERERBRAEEERE - AFEREGEZEEH + 18 ZEEAEZENASH + 16 AIFEEEEEMNAY 2 BEEBRMNER SR
BARRK : REBERAHER 3 - EERBAZEGRE - BF KA MU= - xﬁkﬁi\%!imﬂ% B E R Fihit - B R T HRAEER
tmthE’J/\ﬁﬁﬁé‘JZK%ﬁ%é - BRIETRESBAUREENES - HORAZEBERNENS
ERRANLERZRRER  BEBIARFEEARIZERBEER - FRW-8BEN 25 - @ ABRHEBLOMNER M E S AVEREIA - SHEFZE
’E’L‘T‘i‘ﬁ}%#rl RHERERBERESONETOSNRBXANEIR - REKMEEEFE ZBPXGEIK -
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 retumn 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 government issued identification document evidencing non-U.S. citizenship or Tax resident, AND a Certificate of Loss of Nationality of U.S.
BTE FATCA RAABMAMIER - ANHPREEATRH{ANRMANEAER FEEIABNRIMSE  RBNEMEEEE  DRREATET
FATCA BB RRE - IMEBAARANRMBLOIZARBFERNWABEBERR 0 BEXARABNREBRERE RBFEEMANY ( WER ) —HIXTFEAT
BRIEATERREBANEMIBASREIRS - WolsEOEEEREREE -
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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{REEHRSE Policy No.

B. B AERIUIEEEERA PERSONAL INFORMATION COLLECTION STATEMENT

BRMERE . AA / ROEXSANRMACSEBLFEPEAS (BINROHERASINOWERAERIER - KA / HMARIERTEE
ANERBEAEZREANMBERNHKMPNEAZR - @FESEZEHZBNERMREHREA / HANEABR - KAFEMSISEL
BERME=AER (WA ) BENER - XA / AR LEERAERPAT Y BRREAA / BANEAE RS E EBPIENG
AP EEANER - BESMRANUWERAZRER - oI5 https://www.chinalife.com.mo/zh-hant/personal-information-collection-
statement FEEFREAE (B BRHBRATIRE -

BZER  BERUTEZESMNES - B TEE - BE N ARERBSEEEHEENMEREBAER" BOMTSEREHE BN
mERAMRHETWEAER - BEUTNARE 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. 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/EMARSRENEWEEABSRZNE (2R "RERRHEENMERBAZN" 860 ) BEZEH 2 BmERMES
KA/ HFNEAER - NAFEEWEHAEERE REEMR -
|/ 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

2t Authorization

KA REZHZANREAN  ARBAKREABEZZRANREAMB)RZHRAZIEE (1) £OUEE - ZMEE - Bt - 28 - R
AT~ R1T - BT - BUGERPT - SRS - Al AL - NMESRBETOEBEANRMAZRAZLCE - RENERE - 199
HZEERER BNRBRAEAT; (2 ELTFTUHEHIEE ZBR/WHIBERESN(EHAT - IRAREPBERINH =R
NETE ZBEN G R - (ERERANHEMZHRAZBERDT - ILEEHRANHFASZRAZEEXARZZARELNRS ; BIEF
KANEFPRERALTHETRENR - IWRESMNEYS - WERESENFEREEAREBREYS - |, 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 REZBZAREA  BUHBREKEE()LE—BEREENFEESR  AREERARFAE  BAARRMRE 98582
EHTEEEN ; SABRBHANEU-IREEEE  FAAYABESEEARFRLGR | QFABEOIARMELE ZEQER - B
EARPBER BB HERE SEATIERMAEN  ERATARARELNR - EHBEALAERBEARRBFRABHNER - EATT
BERE b AREBZ KRB IBAMEEREE - |, 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. EB(FEZEZEBFRE L3 E) SIGNATURE (Please DO NOT sign on BLANK form)

ZEANREA RiE
Beneficiary/Claimant Witness
%5 Signature
%2 Name
B {9 :8/:€ B 575 1.D. Card / Passport No.
F Year A Month H Day F Year A Month H Day
H A Date
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E=EMy - EEBLEREE HEZLBLEER  FIEERARREABTEIE)
PART lIl - ATTENDING PHYSICIAN’S STATEMENT(To be completed by attending physician at the Claimant’s own expenses)

A. JEEER PARTICULARS OF DECEASED

B EERRES

SE&YEE Name of Deceased D Passport No.
B 05 R 78 (£ 1t Deceased’s Address at time of
death
St i5ER R Occupation REIIEHE £ Year B Month H Day
at the time of death Last date of working / /

5 B 89 Date of £ Year H Month H Day
B #4325 Place of death death / /

BHERA Cause of death

ERCEHBEETRE ? A8 - FiRHESEEB I EEIZA - Whether an autopsy report will be or has been done? If so, please

provide the date and a copy of autopsy report.

F Year B Month H Day
[0 ®w&ENo [ A Uncertain O #A,H# Yes, date / /
B. 2’82 CONSULTATION INFORMATION
1 BTAFEEZIESZAT ? How long have you been the medical
physician for the Deceased?
2 ERIRB LSRR E S Diagnosis and Hi Diagnosis  Year A Month H Day
Date of your first visit / /
3 BTARBLELARHEESGHWERMEEEZ&REEMR ? Had you attend the .
deceased during his/her last iliness related to the cause of death? D % Yes I:l % No
C. HESMER S #EL DEATH CAUSED BY ACCIDENT
F Year H Month H Day BF Hr 73 Min IR AMIPM
1 E45MEEBFNRSFR Date and time of accident / /
2 Z4MtELE F#17 Place and Details of accident
D. HEREFEL DEATH CAUSED BY ILLNESS
27 Diagnosis F Year A Month H Day

1 BEBREERNZEGERRERKZ B The first

treatment date of the for the last iliness

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

3 JAEEHSE Medical Treatment Summary

4 FBEIRELHEMBAENEREN? N7 - ARAAETS - Had the Deceased been previously referred by other Physician / Hospital? If so,

please specify details.

[] 5873 No| [] % - 88442 /880275 Yes - Name of Physician / Hospital
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5 BMRREEBERERNEMSY/ REERARH? WA - BRAAEE - Was the cause of death secondary to a recurrent or other
chronic / critical condition? If so, please specify details.

OO 32BN L1 5 ves BERKE2 First consultation £ Year B Month H Day
BEREGALIR Symptom onset £ Year A Month H Day

#29% Disease

A /1E PR EF 1B Details of Treatment / Hospitalization

B2 /EMr3a%E Name of Physician/Hospital

6 FBEEFALUTERE - HiEmEES|IBEMNEISET? Was the Deceased’s death directly or indirectly due to or aggravated by the following?

0 F£ No O 2 #uEBsn0s 78 RIZMEE  Yes, please tick where it is appropriate and give details
0 =wmE unfavorable family health history [0 #x/ mEgER congenital / inherited condition
m BSE / B | B | Y [ BRBBNRZE | BERBBNRZ ERBNRSIE
alcoholism / alcohol / narcotics / drugs AIDS / AIDS related complex disease
[0 ##3=8. mental disorders [0 &% 1 94 pregnancy / childbirth
SEBIRE ; BES . I o
d ,%[3_ R / EE) | Hﬁt* ) O =/ BRE= suicide/ self-inflicted
engaging in hazardous sport / activity / occupation
O o= &5/ &E (BFE=3FERE)poison / gas / fumes (voluntarily or involuntarily)
[0 mBEEfM - 508: others, please specify:

E. HfthE%%E OTHER MEDICAL HISTORY

1 SEEBVERE/IRIEZIE Details of drinking & smoking habit of the deceased
HFE= (3Z/8/18/1#) Daily consumption (piece/ pack/ bottle/ can)

Z 1B %A 8 Drinking/ Smoking start date since F Year A Month H Day
= Yes % No
2 FEIFBTEEHEEZZEIEA ? Did the drinking habit contribute to the death of the Deceased? O ]
3 MEZRTESEHREZBIZIRA ? Did the smoking habit contribute to the death of the Deceased? il ]
4 NEIEEEREYCBIE ?NE - ERREYZER - SERERMUEIFSVE - Didthe | O
Deceased 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 Z 48R Type of drugs
FBZ2498 8 Using drugs start date since F Year A Month H Day

5 AHIHMEENREEERNESHZEHRAEAR @ SEEEZHMBERERE - Please state any other special cause, direct or

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

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

F. £:28 L& PARTICULARS OF ATTENDING PHYSICIAN

FBENR =]

Name of Attending Physician Qualification

3k BB EE

Address Contact No.

TBEZE/BRES £ Year B Month H Day
Signature & Stamp of BHEA

Attending Physician/ Date

Hospital
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