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China Life Insurance (Overseas) Company Limited Macau Branch CHINA LIFE

RETEPRIRIZF I (111) Request for Change of Policy Information Form (111)
G P e RIEs e H=0 [ AGRTHEY 1 HETRE / TRERES)
(Applicable for Change OF Payment Mode / Payment Options /

Policy Coverage / Reinstatement) CSM-CHGO3

R TTLER RLEIBEE Policy No.
7032000301

%J\lf_ﬁ?@ﬁi% o [ZIRERRIYIE Rrd > BUETREE) Y ST R i ] g .

Elease complete this form in BLOCK letters. A{I amendments should be endorsed by the Policyholder in full signature.
FRIFD TR S CEIRL AR R GE9) I

The expression “the Company” used in this form refers to China Life Insurance (Overseas) Company Limited

57~ #i'l7 ETEPRl Part 1 Policy Information

T M€ Name of Insured (£{&{+3#H Optional)

I* Last name £, First name
fﬁl?ff}ﬁ‘ej ~#% € Name of Policyholder
I+ Last name £, First name

%E%ﬁ?ﬁy ﬁr‘fﬁm Please tick the relevant box(es)

18 ﬁ[ﬂ]’}’j RrasgisH=" Part 2 Change of Payment Mode

D F 3 Annual
T G [ 5
Effective from the next Anniversary Date
[] 4 &= Semi-Annual
SR L | (]
Effective from the seventh or the Anniversary Date

D 3 Quarterly Please submit the original policy
=3

SOYEEE [T [T e (R g ] s iRq*Pre-paid Premium
Effective from the Anniversary Date, the fourth, the xkk %ﬁi@ﬁjiﬁ’g\g‘ﬁ%g{bﬁg[jﬂ; KL T gpRT— (R
seventh or the tenth month Iglease submit a pre-paid premium proposal together
D E|3#%* Monthly with bank-in payment receipt

* ﬁ?i@@?'?}lﬁiﬁ?‘i‘?@?}b? flat ] - e
Please submit a Direct Debit Authorization Form with 2 months
premium payment

I Hi5 Elﬁwﬁl&%}ﬁ%# Part 3 Autopay Instruction”

D ?Wﬁjg'léﬁq‘ﬁiﬁc%fﬁ% Cancel Autopay Instruction D 'r%fgjfléﬁq‘ﬁi&%fﬁﬂ Reactivate Autopay Instruction

# E‘IE{QTE,’LE\E}“F}R ﬁjf¢¢ n ’F[Jq;vr;zuug G| ﬁ.’g’;; o Hh N ’F[Jq';r;zuug TH lﬁ%ﬁfjmm pa,’;\rguﬁgm\;ggﬁ .
Autopay instruction will be effective only after your request is accepted and completed successfully by the Company. Any premium paid prior to the
Company’s approval of the request will not be refunded.

E)'Ip“fﬁﬁf}} ElElﬁfﬁﬁf\“J"h?“ Part 4 Change of Payment Options

* % Dividend '3 XFE& Cash Coupon F £ Annuity
[] #=vi4& Cash payment [] ##ovi£& Cash payment [] #fovi£& Cash payment
[] #i % £ Accumulation with Interest [ | ## % I Accumulation with Interest [ | ## % £l Accumulation with Interest

(] 46 #4% Premium Payment U] 1%M 4% Premium Payment U] 1%M 4% Premium Payment

IV ) I T, S SRR | AR S 2 By

ALL accumulated amount in the related policy account/accounts will be withdrawal immediately when the change of Cash Payment

SRFHE A = ?41% 263 81+ I 22 461 A~B+K-P % Alameda Dr. Carlos D' Assumpgao No.263, 22 /A B K-P Edif China Civil Plaza Tel: 28787288 Fax: 28787287
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rﬁlﬁ‘f%’ﬁ% Policy No.

E)E.?_kﬁ]’}} RlEl%r]'ﬁl?x‘f]'ﬁlll?;r Part 5 Change of Policy Benefit

& ¥ 1IN Effective Date”
. El[iES s L=
] Elclsrﬂgﬁ‘ I WHpf ™ Change of Sum Assured / Riders™ PO v%fyﬁj;ﬁl i
II%J@ P %ﬁ;ﬂ o Fk'[ LN Please submit lbank in payment
Please fill in “Part 4 Health Declaration”, if you apply for new riders. receipt if you apply for rider
addition with immediate effect.
FAFED T BRp i it ElpEE BTN ils Ve FripEE | Ay LI ES AT LA
Basic Plan / Riders Plan Code | Addition | Deletion | Reduction New Sum Assured / With Immediate Effective on
Premium Effective Anniversary Date
L L] L] L] [ [
2 L] L] L] [ [
3. L] L] L] [ [
4. L] L] L] [ [
L1 =51 Primary or below ] fl1& Secondary L] 551 F University or
*#7]7#"% Education Level above
[0 4 Others
*5 F[38% ™ Monthly Net Income MOP

O 95 o9 i R R TR AE S S / B £ =** Deletion / Reduction of Medical Rating / Exclusions
| ! ) FAIFEFE) Declaration of information / Health (Please state in details
¥?FI =y S T N (F L BLRE) Decl finf / Health (PI details)
%ﬁ;&: [t F",[ i [ o Please fill in “Part 7 Health Declaration”.
] TR I Policy Reinstatement (’Eﬁ@*ﬁgﬁ&ﬁ?&?ﬂﬁt Please submit sufficient arrears premiums plus interest)
=31 ¢ Notes:
1o RUEREE S RS RIS P 'if IR ET] ) RS GER - 1] "Hf ASIE e
Policyholder can apply for policy remstatement for those policy(ies) lapsed within two years. Policy(ies) shall be terminated if lapsed more
than two years.

2. FEIE ST A e

lease fill in “Part 7 Health Declaration”

Part 6 Other Instruction

ST H P

=) “‘ffﬁ [ fERUEBE  Part 7 Health Declaration

DI TR B LTS 70 (LT E | T ECH IR U (PB) - F9H AT VI TR S I R -

Pollcyholder should complete thls section if PB is attached for relnstatement or if PB is applied.

A2~ Insured * @Ef}?‘j?J * Policyholder

1. e Height and Weight 273 em 227 kg Zojem 2T kg
A 12 5T féc*t”’ﬁ‘“;lL7 ETREE AR D ’?[ﬁt FERUA ©
Any gain or Ioss of your Welght in the past 12 months? Please specify the reason(s). i - W7 Y@ -
2. e ; 0T kg . 0T kg
FUX Reason(s): Gain / Loss Gain/ Loss

3. ¥ Occupation
4. 55 1EET Nature of Business
4 {3 Work at Height . ) " o - =
(%J.FU | please specify) J;r:y‘ﬁ.J max height K/m O £] Yes O No | f] Yes ] & No
S. (b)  FIE|ESH% (= Heavy Machinery Operation :
5 O *Yes [ #No O #Yes [0 % No
(it "] please specify)
";f‘;l{_‘}j 12 [4% rg k*“ Fllﬂy}ﬁ‘erU V'*“ %ﬁ%ﬁ’ k//ljlif
In the past 12 months have you ever smoked" If “yes”, please complete below O ¥ Yes [] & No | *| Yes ] & No
6 questions :
' (@) =g 2 pd Average number of pieces daily? /= pieces/day /= pieces/day
(b) [Z=1% % pF How many years have you smoked? ¥ years F years
NS | 16T o e S L 2
FUSTIET A e RV ~ B~ B D D (5B ) )
7. Have your farTLI)E members ever had cancer, mental disease, diabetes mellitus, 0 #Yes [J #No ] #Yes [J % No

cardiovascular diseases and any other inherited diseases?

CSM-CHG03/20170630 P.20of 6




rﬁlﬁ‘fﬁfF’ﬁE Policy No.

rg N %7'7\ ﬁlﬂ ]4|H H WWU Pg,g P(rglﬁy%“r%;r—; JE& i E-qy @Q

8. Have you ever used habit forming drugs or narcotics or alcohol excessrvely orbeentreatedfordugor | (] %] Yes [ & No [0 7 Yes [ ZNo
alcoholism?
PRy LU A Pt o (T~ = - L) 2 %
9. Have you ever had congenital disease such as congenltal heart dlsease abnormal O #yes [ F\' No OO0 kiYes [ F‘r No
brain development, etc?
F4™ %7F\E £l g‘}ﬁf’* iUFL"l t F‘/ %ﬁ& ! JJQJTF l/‘(’lﬁ“r :
Have you ever had or been told you had, or been treated for :
@ W~ P R R 4 -
Tuberculosis, resplratow?;r lung disease? [ | Yes L] % No [ | Yes [ = No
(b)  ECTATE Ry - TS PO - SR T R 2 ‘ ‘
Rheumatic heart disease, high blood pressure, chest pain, any disease of the O £| Yes [0 % No ] E| Yes ] = No
heart, blood or blood vessels?
(©) B (I ~ T B (B R 2 i e
10. Gastro-intestinal ulcer, disease of liver, gall-bladder or digestive organs? u |Yes L] No 0 | Yes [ < No
(@) P I T i o
Igenal stones or any reproductrve urinary disease? 0 Fpyes [J %No 0 f Yes [ < No
(e) ety (= fir Kot o s 1 115 2 o o
Epilepsy, or any mental or ner[\quOUS disorder? L FpYves [ ANo L Fjves [ «No
O W BRSO R - PP T j‘fr&ﬁ%é T _ ]
Cancer, tumor, any sexually transmitted disease, diabetes, any endocrine disease or [l | Yes [] & No O | Yes ] & No
severe injury?
53 #5 (SERE () Part 7 Health Declaration (Continued)
.‘ﬁ)@p‘r SOE M %7?, In the past 5 years, have you ever :
@) O e B BB O] XU TR TR .7&111'5&\);,[@"{4@%? 2 Had or - ’
11 been advised to take any diagnostic test(s§ such as X-Ray, ECG, special blood [0 7 Yes [ X No O E| Yes [] < No
: test or body check-up?
(b)  RLEPRF 'Ifiﬁlﬁ%EW@e RS LﬁﬂﬁbﬂQ ,
Had any iliness, operation, medical consultatlon/treatment or hospitalization not | | Yes ] & No O ?J Yes [ % No
mentioned above?
PN B - 036 s BV AGREE 2 | @ | =X
12. Are you currently recervrng medical treatment or under medical care of any kind? O itves [ fi No O sives [ fi No
RN RLE ST RDE S ViR PRltff ~ 2 2 ‘
13. Do you have any expected need or intention of receiving medical advice, consultation, J * | Yes ] & No ] *| Yes ] = No
or treatment?
W TS Jrﬁ ST B £ B S TN PSR
'Pk'l‘lﬂl’tUUFJ i l/hg
14. Have you ever received or o you intend to receive any medical advice, counseling or [0 7 Yes [ X No O %] Yes ] = No
treatment in connection with AIDS, or any AIDS-related conditions, or been told you had
the above-mentioned disease?
I & P Bap ] SR 2 PR 1 PR 1 T 2 o = oo
15. Haverygu ever been told you had positive reaction in AIDS test? O |Yes [ No O FYes [ =No
P (TP SIS S T o 548
R mt”“b%rrﬁi’% ? ) )
16. Have you at anytime in the past 3 months had any of the following symptoms for more O | Yes [] % No O ¥ Yes [] = No
than 1 week continuously : fatigue, weight loss, diarrhea, enlarged lymph nodes or
unusual skin lesions?
T &7 2y s P = J,‘?UT T "”ﬁjﬁﬁ\ Fk,h/qr T IR 2
i o " .
17. Have you ever received any medical check- up or treatment due to illness which is not [0 % Yes [J&No [0 *#Yes [ % No
mentioned in the above?
(RS Iy B g €5
For Female aged 12 or above only :
(@) fH ki"ﬁ:}im b2 g TRL > % ,H'Fﬁ%ﬂiiﬁ LY N R N
18. Are you pregnant now? If “Yesﬁ please state pregnancy duration. 0 #LYes O Fi © O ilves [ fi ©
(b) TR 70 E 770 TR P O T e e -2 )
Have you had any disorder of the breast or reproductive organs, or prenatal or [0 % Yes []# No [0 7#Yes [ ZNo
postnatal complication?
RS P~ B0 - ST I e R 2 _ ,
19. | Haveyou ever made a claim or received any compensatron for illness, accident or [0 7 Yes [ X No [0 7 Yes [ ZNo

injury?

hospitals, dates and duration, diagnosis, treatment and result.

B EHER F}Jf&'EF‘it SRLUE [ S fi?ﬂ_u/[,%éf R £~ Bl SRE LU A e

For each “Yes” answer in the above guestions, please indicate the question number and provide details |nclud|ng name and addresses of all attending physicians or

7B W O AR AR -
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rﬁlﬁ‘f%’ﬁ% Policy No.

577 ¥ip) BEPwiM  Part 8 Declaration and Authorization

+ SR ?5@ A RIS R B R L R kLY 5" 4\’ E’! B LRV 20 T SRR PRI ST (B
(

NI P [ R P? WﬁEﬁ#waLﬂ#ﬁ i 8
Lo AR R e g,m PRI

2 lﬁ“%dv S RO BRI RS LR AT A -

3. ‘%W%%b E\ﬂmﬁVﬂﬂwﬁ'®%V*”ﬁﬂbU% Vted: i L NG Al AT RN SE D)

4. FIZRVITE Pﬁmﬁw?ﬂWWW%ﬂgT

5-‘¢”ﬂﬁ%#ﬁﬁ Bz @?VEﬁEw #WM'JQ%WBﬁE%WF°Efﬁ’ﬁ.ﬁﬁﬁﬁﬁ%%Fiﬁbﬁaﬁgﬁﬁfﬁﬁﬁ

IR el = S g [ e
SRR S WA &kunb&@.
1 iz~ FEMPE - Bk~ 25 e pl > 805 - pﬂﬁ:‘# PO H P - A d o R FTﬂ RS SR
ﬁ*w%%ﬁ‘Mﬁ%ﬁﬁWpeﬁﬁﬁﬁ¢*brI**“$ H HH %«aﬂiﬂg Flooql e
2. FINFIE R R R y?ﬁl“ﬁx%‘fﬁ“w IFHETE S W *E'jgrrp SRR RS S ET SR
AR o AL - VRS O S A IEUJ;P Fd ';*f 1= L RIS o R Y HJiE‘”ti‘f‘ﬁ [l -
ERNET S R R A T A mm YT -
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.
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.

5. 1/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.

o B S ES S Y AR () F S AP AR (NP DE SR IR

g)'ﬁuﬁﬁfﬁ % Part 9 Signature

i']l’%%ﬁﬁ*‘ kﬂ}m"l'gk N %l%;ﬁ FEd, M FIE I L i *ﬁ){v[p%’*“ KR H l?b’E§J¢ 1 ?‘%Z’J‘E{{ LI NAI
If the Pollcyholder or Insured uses signature chop, the witness is required. The personal parnculars of the wnEness will only be used for the purpose of
verification and confirmation of the identity of the signatory of this form.

SN A (RZERETE ) S 18 BT 1) [y / /
Signature of Insured (if different from the Policyholder & aged 18 or above) Date [ /DD FlIMM FIYYYY
B ) - F1s / /
Signature of Policyholder Date f1/DD E[IMM FIYYYY
SEE S () o / /
Signature of Assignee (if applicable) Date F1/DD E[IMM FIYYYY

pLE S
Signature of Witness
P / /

Flsg ~ i g S i I’ff:%%, Date F1/DD E[IMM FIYYYY

Name and Identity Document Number of Witness
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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

rﬁlﬁ‘f%’ﬁ% Policy No.

5 ﬁ[ﬁ]’}]‘ i * =rRIIS& BB Part 10 Personal Information Collection Statement

TN IS RS B  PAE E * F QRTE) B D IR ISR (i S SRR E A (R B - F AP P i - FER[E > T www.chinalife.com.hk
NER RN & R TEEE L Rl -

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.hk or is made available upon request.

Eififa iﬁ#* YHFUEREE AT mgﬁ CE T |ﬁjﬁ’¢f¢ LT R RS E OB R S R ﬁ[ﬁ {53 T K B G | TR I R AR o
ek ﬁ%& W%“’Tﬁtﬁ%ﬂ.!‘ TV,

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 data in direct marketing”, please tick the box below.

O R ) s (o~ RoRIBRT (BRI O 0 T SVRIEDET) SRR IISLY IO P A O SRR
L o 7B 058 (ISP -
| do not agree with the use and provision of my personal data for direct marketing purposes as set out above in the Personal Information
Collection Statement (see “Use and provision of personal data in direct marketing”) and do not wish to receive any promotional and direct
marketing materials.

BT~ F130] / /
Signature of Policyholder Date [ /DD E[IMM FIYYYY
»ﬁff : Remarks:

1. ﬁ%fﬁ“&ﬁﬁ?};% % 30 A=At ’F[J'éﬁ‘t’lﬁﬁi‘-iﬁll@’é@é' » HERE I 2, ﬁ%”ﬁi;df’fl%ﬁ.!%“% °
1. The application form must be submitted to our Customer Service Centre within 30 days from the sign date. 2. Please do not sign on blank form.

EJ;‘EE;E'J)'J’?@[‘@HU'? % For Insurance Intermediary Use Only

flhapl /v M E T’{é?ﬁ%ﬂb BT L paapf v - R
Name of Insurance Intermediary ontact Telephone Number Branch Code Insurance Intermediary Code

PR [745LUS For Bank Use Only

SUSIEE E.{é?&zf‘ i 53 (A Wpaplr e > ;@%F
Name of Bank Staff ontact Telephone Number Branch Code Insurance Intermediary Code

FUH P ERFIE] For Internal Use Only

?}‘ﬂ%gﬁ' TSN & LS ffFﬁE
Checked by r:lecorded by Signature Verified by Remarks
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