PEA S

CHINA LIFE

FUREMREPHE

Request for Change of Policy Coverage

| 358 51

CS-CHGO7

fREESRES Policy No.

RREPARAZ "ARE, 3 TEAT ) ZREBEFPEASRR (85 ) ROBRAT -

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

fREEDP T AEM Insurance Intermediary’s Information

R T AR 1 DITIRT NRIRFEMARSE | L.
Insurance Intermediary 's 5 Branch/Intermediary’s Code/ 5
Name ' Registration Code '

RENEB E SR A

Mobile No.

—EBf3 fREEZER Part 1 Policy Information

Z{RA LR Name of Insured (EIE4IATE Optional)

% Last Name & First Name
{RERFA AR Name of Policyholder
% Last Name & First Name

IR E 2 248 M Please tick the relevant box(es)

E_In FCURE(REE  Part 2 Change of Policy Benefit

[] TEfREE / MIAN{REE# Change of Sum Assured / Riders# 430 H B~ Effective Date”
# YNEREEIE MBI ANIREE - FEBHENED REBR - AMEREEENISAERY - SSERIBRTA
Please fill in “Part 4 Health Declaration”, if you apply for new riders. IR —HER
] 1?5?%%?33Wﬁﬂiﬁ"ﬁ/l‘ﬁﬂﬂﬁl‘ﬂ” Change of Sum Assured/Riders within cooling off period# Please submit bank-in payment
# YERBIE NI INMRIE - FBIEREUEH, BEER - receipt if you apply for rider addition
Please fill in “Part 4 Health Declaratlon , if you apply for new riders. with immediate effect.
EARETE | MiiReE REIEE =PIl fER AR iR BORF £ HEHEN
Basic Plan / Riders Plan Code Addition Deletion | Reduction New Sum With Immediate Effective on
Assured Effective Anniversary Date
1 [ [ [ [ L]
2 [ [ [ [ L]
3 Ol ] [ [ Ol
4 Ol ] [ [ Ol
B2 Education Level O /NEBsLLT Primaryorbelow 0O 92 Secondary [0 AEEHLIE University or above
O Hfth Others
“gZFBULA Monthly NetIncome | HK$

]

FEREHEIREEEETEl Designated Medical Benefit Conversion Program
ERERENT KB 0ld Rider Code and Name

HEEEMRTER SR AT New Rider Code and Name

ﬁ%LE H #8 Policy Anniversary Date

]
[

35 Please fill in “Part 4 Health Declaration”.

TRIBR Bk 5l o X {2 R B SR FR B NV RESMRE | BRIME EE### Deletion / Reduction of Medical Rating / Exclusions##
ERRER | ERER R (FE s MR AB) Declaration of information / Health (Please state in details) ##

SIEBEEINERY RERER -
=20 EfthiER Part 3 Other Instruction

HEASRE (85N ROBRDA (RPEARLNBEMR L ZRHERDLE)

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

SEMERMD EEEESAR  Part 4 Health Declaration

BB RERBEUNMREAME "HRERHRENZIRE ) (PB) - SUPFIBMFTA ZM MG - REFAARERUILED -

Policyholder should complete this section if PB is attached for reinstatement or if PB is applied.

Z{RA Insured

+ {REE A At Policyholder

BB KE8E Height and Weight

N

AT kg

N

AT kg

BERERA  BIFHNREZEGLIENED ? FERREA -
Any gain or loss of your weight in the past 12 months? Please specify the reason(s).
J7 & Reason(s)

8 1
Gain/ Loss

ANFT kg

8 1
Gain/ Loss

NFT kg

42 Occupation

FEFEHME Nature of Business

(@) BZEVEZE Work at Height &S max height
(FBRERR please specify) Kim

[l A Yes

£ No

] A Yes

(b) EBUHEM IR Heavy MachineryOperation::
(FBERR please specify)

[l A Yes

O

# No

] A Yes

O

FREREAABTE2ERE N5 - FEE FIRE :
In the past 12 months, have you ever smoked, if yes, please complete below
questions:

[l A Yes

O

# No

] A Yes

O

# No

(a) BHFIERES/DSZ Average number of pieces daily?

/K pieces/day

ZIK pieces/day

(b)y WEEFEZ/PE How many years have you smoked?

F years

F years

B THWRBREEAAREBE - BHE - BKE - OMERSETEESE
iR ?

Have your family members ever had cancer, mental disease, diabetes mellitus,
cardiovascular diseases and any other inherited diseases?

] A Yes

] A VYes

O

BT SEEREHan AR - ks - WESESHEA B ?
Have you ever used habit forming drugs or narcotics or alcohol excessively or been treated for drug or
alcoholism?

] A Yes

] A VYes

BTEREBALRMUREER - AR LR - MEELAZE?
Have you ever had congenital disease such as congenital heart disease, abnormal
brain development, etc?

[0 = Yes

[] = Yes

10.

BTEEERA  HESHNES BB NIERZEE .
Have you ever had or been told you had, or been treated for :

() Mh#&E#ss - IR AR AMENER ?
Tuberculosis, respiratory or lung disease?

B Yes

A Yes

# No

(b) EURMEOIER - MBS - 0% - O MRS MEER ?
Rheumatic heart disease, high blood pressure, chest pain, any disease of the
heart, blood or blood vessels?

B Yes

A Yes

# No

(c) BEEE HIHEBRIHLLREZER ?
Gastro-intestinal ulcer, disease of liver, gall-bladder or digestive organs?

B Yes

A Yes

(d) BASELEIEEMRZRRIE?
Renal stones or any reproductive urinary disease?

B Yes

A Yes

(e) BT HEBRE@EALES ?

Epilepsy, or any mental or nervous disorder?

(I I A R I e I e

A Yes

(I I A R I e I e

N I I A O O

A Yes

N I I A O O

() J=IE - B8 - R MR E RN ER - #BRRE - HthA D W ERe
BEXRE?
Cancer, tumor, any sexually transmitted disease, diabetes, any endocrine disease or
severe injury?

A Yes

O

O

A Yes

O

O

11.

EBREREA - B FEE Inthe past 5 years, have you ever :

() EXBIWERETZERE - WX LEE - BIHKRIRRRK
2 FE18 8 ? Had or been advised to take any diagnostic test(s), such as X-Ray,
ECG, special blood test or body check-up?

] A Yes

] A VYes

(b) BELER  BEIBFM M2 BBEMAE LERIRERE?
Had any illness, operation, medical consultation/treatment or hospitalization not
mentioned above?

] A Yes

] A VYes

12.

BT ENZEEEESEY) AR BEEE ?
Are you currently receiving medical treatment or under medical care of any kind?

[] =& Yes

& No

[] =& Yes

% No

13.

BNEEAURRAITEET ZEBEIRN - 2ENEE?
Do you have any expected need or intention of receiving medical advice, consultation,
or treatment?

[] =& Yes

& No

[] =& Yes

% No
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fREESRES Policy No.

L7 (EEEERP(48) Part 4 Health Declaration (Continued)

BT EERIai | SRR ERE LR B ARG REH I ELENR
M~ WEIEE  ABWRMEBE LHMERZER ?

14. | Have you ever received or do you intend to receive any medical advice, counseling or 0 BYes |[] #/&No [0 BYes |[[] #No
treatment in connection with AIDS, or any AIDS-related conditions, or been told you had
the above-mentioned disease?

15, B NEERBNERELRENENRPEHMRE ? [ BYes |[] ®No |[] BYes |[] ®No

Have you ever been told you had positive reaction in AIDS test?

BTFEEEAE—ERASEBE—EHE MIKRE : KE - BETE -
IR MEREASASENEEES ?

16. | Have you at anytime in the past 3 months had any of the following symptoms for more 0 BYes |[] #/&No [0 BYes |[[] #No
than 1 week continuously : fatigue, weight loss, diarrhea, enlarged lymph nodes or
unusual skin lesions?

BN EaBASR EmEITIREsaREAE LRRIRREK ?
17. | Have you ever received any medical check-up or treatment which is not mentioned in 0 BYes |[] #No | BYes | #ENo
the above?

SRR T w3 EZ2 M For Female aged 12 or above only :

@ BTMREZERZ?N"ZE. FEHEZEH -

= =
Are you pregnant now? If “Yes”, please state pregnancy duration. [] 2VYes |[[] &No [] @Yes |[] &No

Yo BrEAALEATREREARARAEE LR ?
Have you had any disorder of the breast or reproductive organs, or prenatal or 0 BYes |[] #No | BYes | #ENo
postnatal complication?
BTaEAaRER - 85 - REMRLEESBEEE?
19. | Have you ever made a claim or received any compensation for illness, accident or [0 BYes |[] #ENo [0 BYes |[[] #No

injury?

ELAARBEERS YA E  FIRER W28 E  BRaiE il KEZHH  BERE @ 2R EBERAERE
KIRERAEER -

For each “Yes" answer in the above questions, please indicate the question number and provide details including name and addresses of all attending physicians or
hospitals, dates and duration, diagnosis, treatment and result.

SERERD EBAAKIZHE Part5 Declaration and Authorization

RNFEPIRPFYPHE LM 7 ENFIR - ZUNBRUERABERHZENKMABNZERRR EERARFEZRE  WHEEARAZRMMR
HKFHEMIEER - ANBMLRZIEELFIRNRBFELATE NIMBIRGRE E/THUE - TEEEN :

1. PEBEZRBERNHRERT BATUWTBMRER -
IREBRFAERRAEELDARAT SR MRIGER - & SRSRMAKMAE -
HEUPFERR BATARZEMA HIER Z —ER KPR - RAKIREZ —HHERIFSBEEMET)
B AT EE M AR BRI BB IR -
ANBFERETS SRESBERZAMGIAXHGIN : SHRARMUIERT 528 & SASAERREBR TITEEERR
Mo FESEE(ERER) K0, 5 615 BAE - HANEM  REZEBREZHEEAWB)REIANRMAZZEZZALWE
RETEFEHES -

RNBEPREIERERRARMERFRARBRZE
1. EHEEE - GEMEE - Bk - 2 RIEAT - R1T - BUTHE - SiEMEE - A8EAL - NANBESSEEUERAARR
RAREMT—URFEAZLHEE - RHABZEATEFS2BRAIARETURFRAE - HUGZSERRERE S/5 -
2. BREEEMEBEZEEN R URtREELPFBERAREOARZRAETAH ZERTE KA - (FREZARAR
HAIRERAZRERDR - IWREHAAZEEARZBZEARBNORS ; IRAASTHETRENS - WEEDENN - £F
EENTHNAREERIGBRSENT -

FNHMBRREAEEEMERRAREREDEARAFL FiiRE -

arpOD
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fREESRES Policy No.

SEREPN BEARIEHEE () Part5 Declaration and Authorization (Continued)

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.
1. Therequest is accepted and approved by the Company during the lifetime and continued insurability of the Insured.
2. 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.
3. Acceptance of the request for change shall be confirmed by the Company in writing or endorsement.
4.  |/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
Anti-money Laundering and Counter-Terrorist Financing (Financial Institutions) Ordinance, Cap. 615.

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

ENEMY WEEASIRRE#E Part 6 Collection of Premium Levy on Individual Life Insurance Policy

RN/EMEZECWEE  EATMRREREREKRIURERNSUGRERBAMBANBNREHNR "REFE, (T "&H&E, ) &
W REHEREZHERTZE - REBEEEERMULREBERBRGA - $EAENXNRESESERKABBNRERSB AL
RAMEEESHKETINR - BREAWEEENFE - #F2EB B AS (8N RDAERASIHIAEwww.chinalife.com.hk/levy ©

I/We hereby notified that: China Life Insurance (Overseas) Company Limited, as an authorized insurer, is statutorily required to collect Premium Levy (‘Levy”)
from policyholder on behalf of the Insurance Authority ("IA") and report to IA. IA may take legal proceedings against policyholder in respect of any outstanding
Levy as civil debt and may impose pecuniary penalty. For details of the collection of Levy, please refer to the website at www.chinalife.com.hk/levy.

FE1p BABRIUIERRE Part 7 Personal Information Collection Statement

RNEMEICHERBEPEIASE (85 ) ROBRATWWEBAZERZR(AER") - BERFRANITE
www.chinalife.com.hk NEELEPEIAE (B85 ) RODBIRATIRE

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.

2% /)\ZBA &=  Part 8 Signature

#: Remark:

1. BOHBPFRAUVEE—DRERS @IRRSE  BALAER) -
Please use a separate form for each policy number (Copies of this form are not accepted)

2. IRBUHERREFBEAREZEAMEBER)ZZEREFNRARERNSPHEFE -
This form must be received by the Company within 30 days from the date of its signing

3. BIWWEELRPBERAMBIRE @  DLEGRERERN  CREXBHFERLAEER - ZJEEARE LEE -
Please read all items carefully and check that you have completed all the information on this application form before you sign your name below. Please do
not sign on blank form.
ThIS application must be received by our Company within 30 days from sign date of Policyholder and /or Assignee (if apphcable)

4. EREFBAFIRFRANEBEZEZENRE  WRE—UREA - RBEAZBEABNREZAREREAREREDRABERZEANS D
~Z F3 - If the Policyholder or Insured uses a signature chop, a witness is required. 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.

SHREARE (MEREFBAKR 18 I L) REBEEA\YES RN/ ATNE

Signature of Insured (if different from the Policyholder & aged 18 or above) Policyholder Signature (s) and/or Company Chop
/ / / /

#F Year HMonth H Day F Year H Month H Day

REAEZ (WER) REBAGZISOEPXERENESE

Signature of Assignee (if applicable) Name /ID no. & Signature of Witness
/ / / /

FYear H Month HDay ZEYear HBMonth  HDay

MBEAEH  FE B INHNREBRPT ABSABERN AT E FIRFEEAR(S52) 3999 5519 Bif - HRWEREFFETE B EFEHERE 313
RPBEASZSKE 22 T8 BFRRTEEL - If you have any queries, please feel free to contact your insurance intermediary or our Customer Service Hotline at
(852) 3999 5519 for details. Completed form should be sent to Customer Service Department, China Life Insurance (Overseas) Co. Ltd., 22/F, CLI Building, 313
Hennessy Road, Wan Chai, Hong Kong
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