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3. £ i»#%%M 1D No. 4. E&/PEw]  AgelSex 5. &Mpgg  Sum Assured
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8. Fwwmehipi A2 #u Name & address of last employer 9. W B Job duties at time of death
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4. FF @R AF RS L1 2R Ak When did deceased first complain of or give indications of his/her last illness
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When did the Deceased first consult physnman for the related illness ? (Please attach patient card)
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23. % f’é’ # ¢ Name of Claimant 24, z %+ L »z%%.4% ID No. of Claimant 25. E#& /4 Agel/Sex
26. #2754 Contact Address and Telephone No. 27. g3 iﬁ 2_Rf % Relationship to the Deceased
28. ¥ rfe #& %% ? Inwhat capacity or title are you claiming this insurance ?

[] #fp2X ¥+ Designated Beneficiary [] %4 £ Trustee [] ®="¥4 %+ Policyowner
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29. R A F 27 2 234 {IE 2 Areyou entitled to the entire proceeds of this insurance ?
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[ %2 No 4% > #3irP BT #rik3 2 5 - If no, what percentage of the proceeds you are entitled to ? %
30. BTy diE sz A& EEF?  Have you appointed a legal representative or solicitor ?
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| declare that the answers stated above are all true and complete. | understand that by completing this form, China Life Insurance(Overseas)Co.,Ltd(Macau
Branch)(“the Company”) shall not be held to admit validity of any claim or waive the breach of any conditions of the policy.

I/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 Macau) 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/services 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.

I understand that (i) the Company may be unable to process this application if | fail to provide any information requested in this application; and (ii) | 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 head of claims department.

I/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 or 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 Witness Name of Witness ID No. Date




