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APPLICATION FORM FOR DEATH CLAIM

d & tF A 3B eh% - > Part |. To be completed by the Claimant Z PR Claim No.(Office use)
7) #& F# A) Information of the Deceased

1. % ﬁn%,i Policy No. 2. 5 Aﬁ& Z. Name of Deceased

3. L i»%%. 1D No. 4. &4 | 1w Age/ Sex 5. %KM %F Sum Assured

6. ¥ @ ikt Residence at time of death 8. £ zwm B E Occupation at time of death

7. ¥w il L2 # 5k Name & address of last employer 9. # ¢ gR{ Job duties at time of death

10. 14 p # 2 1+ 8. Date & Place of Birth 11. 5= p # % = g Date & Place of Death 12. 7= k%] Cause of Death

2) 4-Flg £k 0 GH % T FF 4 B) If Death was due to Iliness
13. dw gk Please describe symptoms & abnormalities

14, ﬁ PREBRAFRNLT T ERSA T When did deceased first complain of or give indications of his/her last illness?

15, ﬁ P T4 M 2 B i B e RP? Gl Ifﬁ)ﬁ’-{‘) When did the Deceased first consult physician for the related iliness? (Please attach
patient card).

J7) #oB]R L o G # T A F 2 C) If Death was due to Accident
16. & *t# 4 p @ - pFR o B8 Date, Time & Location of Accident

17. 34 R 72 GBS % (o3 ATE TR > 5+ ) - Why, where & how did it happen? (attach newspaper clippings if available)

18. 7 23 4# ¥? Reported to police?
L] 3 Yes # % Police Station: Fh % 4% Reference No.:
] izt No
7) ## F# D)Medical Information
19. 2.7 ¢ ¢ 5275+ FIA2 §?  Has there been or will there be a death inquest?
] & Yes p # Date: / /
(1% No £YY/ * MM/ p DD
20. B F ¢ SR H-¢ 272307 Hasthere been or will there be an autopsy?
[] & Yes p #p Date: / /
0% No #YY/ * MM/ p DD
21 ol hr- R Ep YRy ¥l gt R 24 &2 n  Name and address of all physicians who had treated the deceased

S
and all hospitals or institutions where he had treated during the last five years preceding death.
¥ 2 ¥ & Name of doctor + y Address p ¥ Date F# B F] Reasons for consultation

A) H # g# E) Other Information
22, B¢ &% > P 3% 4%F Life insurance amount covered by other Companies
DR - F-H B A Rk s -5 FH A xp g
Name of Insurer Policy No./Group Membership No. Benefit Amount Policy Date




d % A B BHh% - Part Il . To be completed by the Claimant

) Fi#« ’S}U F) INFORMATION OF THE CLAIMANT
23. %t £ 4+ £ Name of Claimant 24, = i A £ x>z 585 1D No. of Claimant 25. ## [ 4% Age/ Sex

7

26. T

5

Zpop 2 T 508 Contact address and telephone no. 27. &5 Jﬁ Z_ R % Relationship to the Deceased

28. In what capacity or title are you claiming this insurance? B = e % & % &

[(J4p X ¥ + Designated Beneficiary (] 4= 4+ Trustee (Ji=¥ 48 ¥ £ Policyowner
[:# & -K¥#%4 Estate Administrator (4 2E 4 Assignee []# # Other
29. BT A FE R 24T & 230%%F1F 2 Areyou entitled to the entire proceeds of this insurance?
(14 Yes (1% No
4oF o RER BT oeTik g 2 vt 5 o If no, what percentage of the proceeds you are entitled to? %

30. BT iR3 2E sk 4 AEFF? Have you appointed a legal representative/solicitor?
JixF No J% Yes
do oo R R A A2 R a2 T35 o Ifyes, what is his name, address and telephone no.?

R) H# F# G) Settlement Choice
31, pRic B eiE4 Preferred Settlement Currency

O % HKD J# f USD

32. %L &3¢ Cheque Delivery Method
[(J#"% By Mail B #% P To be collect by myself O ¥ # A #:% By agent
(4 # (GF#p) Others (please specify)

- ——— — — — — |
Declaration & Authorization

| declare that the answers stated above are all true and complete. | understand that by completing this form, China Life Insurance (Overseas) Co., Ltd. (Hong Kong Branch) (“the
Company”) shall not be held to admit validity of any claim or waive the breach of any conditions of the Policy.

1/We hereby also declare and agree that any personal information provided by me whether relating to me or the late Life Assured named herein (whether contained herein or otherwise
obtained) is collected or held by the Company to enable the Company to carry on insurance business and may be stored, used, disclosed, released and transferred (whether within or outside
Hong Kong) by the Company to any individuals/organizations associated with the Company or any selected party as the Company may consider necessary (which may include any other
company carrying on insurance or reinsurance related business or any intermediary or claims investigator or other service provider providing services relevant to insurance business or|
professional advisor or government authority or any association or federation of insurance companies) for the purpose of (i) processing this application or any other application for
insurance or financial related product/service and providing all on-going services related to such application; (ii) claim processing or any analysis of it; (iii) statistical or actuarial research;
(iv) direct marketing and data matching; and (v) communication with me or any relevant organization/person as the Company may consider necessary.

| understand that (i) the Company may be unable to process this application if I fail to provide any information requested in this application; and (ii) I have the right to obtain access to
and to request correction of any personal information provided by me and held by the Company concerning me or other persons named herein. Such request can be made in writing and
addressed to the Data Protection Officer of the Company.

1/We hereby authorize (i) any employer, doctor, hospital, clinic, insurance company, government office or any organization or person who has or may hereafter have any record, knowledge
or information of me or the late Life Assured (whether medical or otherwise) to disclose, release or transfer to the Company or its representative such record, knowledge or information
pertinent to this application or claim arising therefrom; and (ii) the Company or any of its appointed medical/para-medical examiners or laboratories to perform the necessary medical
assessment and tests in relation to this application or claim arising therefrom.

This authorization shall bind the successors and assignees of me and remain valid notwithstanding death or incapacity. A photocopy of this authorization shall be valid as the original.
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Signature of Beneficiary Name of Beneficiary ID No. Date
LA B LR A ¥ p

Signature of Witness Name of Witness ID No. Date




