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CHINA LIFE

WIEREMNHHER

Request for Policy Reinstatement

CS-CHGO08 {RESSRES Policy No

RERBFARZ "ARE 3 "ERT , ZRMEPEASRR (85 ) ROBRAT -

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

REEP A AER Insurance Intermediary’s Information

RRETAEE HEPIANRREIHESR | 1 s | L
Insurance Branch/Intermediary’s Code/ Mobile N
Intermediary 's Name | 2. Registration Code 2 obrie No. 2.

I3 REER  Part 1 Policy Information

Z{RAMES Name of Insured (EEIEMIEE Optional)

# Last Name

& First Name
fRERFA AR Name of Policyholder
¥ Last Name & First Name

B R IEE E 2 48V Please tick the relevant box(es)

E_I3 FEURELRFE  Part 2 Change of Policy Benefit

[] P&IEREA Policy Reinstatement (B#EAEIRE RFIZ Please submit sufficient arrears premiums plus interest)
X : Notes:
1. REFBAURRELAYMFRNRFREREN S  BREXWBBWME - BIBISREIL -

Policyholder can apply for policy reinstatement for those policy(ies) lapsed within two years. Policy(ies) shall be terminated if lapsed more than two
years.

2. HIEER “FUEMD EEER -
Please fill in “Part 4 Health Declaration”

SB=%ko EfthiIE7R Part 3 Other Instruction

SEMER{D EEEESAE  Part 4 Health Declaration

*MEBFERERBUNIMREANE " HRERBRENRIRIE ) (PB) - SUBFIBMATE ZHME - REBFAARERUIED -
Policyholder should complete this section if PB is attached for reinstatement or if PB is applied.

SR A Insured * fREFFAE A+ Policyholder
VAN/AN N\
L | BERME Height and Weight A% em “Z ABem AR kg
BEVLERA - BTHREEREZLIENNED ? FERRA - o % |
2. | Any gain or loss of your weight in the past 12 months? Please specify the reason(s) SR ~FT kg 51 AT kg
' ' ' Gain/ Loss Gain/ Loss

[ A Reason(s)

3. | B3E Occupation

FEF5 M E Nature of Business

UL R LT
7152001501
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{REESRES Policy No

93P {REEEEAR(4E) Part 4 Health Declaration (Continued)

(a) =ZE{EZE Work at Height . Bxf5 max height
(FB3ERA please specify) SKim

O

AYes |[] & No

[0 BYes |[] #&No

(o) EBIHEMIERE Heavy MachineryOperation :
(FB3ERA please specify)

O

BYes |[J] ENo

] BYes |[] #ENo

FRERBEAABTEERE N5 - FESE MIIRHRE
In the past 12 months, have you ever smoked, if yes, please complete below questions:

O

BYes |[] #ENo

] BYes |[] #ENo

() BEFHREZ/DZ Average number of pieces daily?

_ ¥IX pieces/day

XIX
pieces/day

(o) MESEZ/PE How many years have you smoked?

F years

F years

BTITHNXEBIEEE ABERE - B8R - #EE - LMERIEMESE
" 7?

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

BYes |[] #ENo

] BYes |[] #ENo

B~ EEERETUa R - ke - B EESEA e ?
Have you ever used habit forming drugs or narcotics or alcohol excessively or been treated for drug or
alcoholism?

BYes |[] #ENo

] BYes |[] #ENo

B NEERASAMREER - AR OMER - MEBAZE?
Have you ever had congenital disease such as congenital heart disease, abnormal
brain development, etc?

ZYes |[] &No

[ 2Yes |[] & No

10.

BTEERA  WESNEE BRI NIERZEE

Have you ever had or been told you had, or been treated for :

(a) Wh#E#ss - VIR R 4R ek A BB s ?
Tuberculosis, respiratory or lung disease?

A Yes

A Yes

(b) EREMOHEE - MBS - iR - O MESKmEER ?
Rheumatic heart disease, high blood pressure, chest pain, any disease of the
heart, blood or blood vessels?

A Yes

A Yes

(c) BEEE HERIVHEREZER?

Gastro-intestinal ulcer, disease of liver, gall-bladder or digestive organs?

A Yes

B Yes

(d) BASEMEEYRASRBIE ?

Renal stones or any reproductive urinary disease?

A Yes

B Yes

(e) BB ETHBERABEALES ?

Epilepsy, or any mental or nervous disorder?

Oojo|] g (4

O|ojo|] 0o (O
Hj

A Yes

O|ojo|] 0o (O
O|ojo|] 0o (O
Hj

B Yes

(f) FIE - N - (HEE M AR EERR s -~ MR - Bt Rl
BERE?
Cancer, tumor, any sexually transmitted disease, diabetes, any endocrine disease or
severe injury?

O

A Yes

L]
g
&

A Yes

L]
L]
#

11.

EBERFEAR - B TFEE Inthe past 5 years, have you ever :

() BXBIWEFIETZE R - WX LVEE - FHRME SRR
EE1 28 ? Had or been advised to take any diagnostic test(s), such as X-Ray,
ECG, special blood test or body check-up?

EYes |[] FENo

0 BYes |[] #ENo

(b) BEER BXBFMN p2aBBESEMAELMBIERRE?
Had any illness, operation, medical consultation/treatment or hospitalization not
mentioned above?

EYes |[] #ENo

BYes [[] #FENo

12.

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

=Yes |[] &No

=Yes |[] &No

13.

B NEAAURRSIEET IEBEIBM - 2Esa%E ?
Do you have any expected need or intention of receiving medical advice, consultation,
or treatment?

ZYes |[] &No

ZYes |[] &No

14.

BrNEEEg il E R UERE AR B LRSS RE ZBEE

Iff - BHESAE  NEWEBMNEBELMRRZER?

Have you ever received or do you intend to receive any medical advice, counseling or
treatment in connection with AIDS, or any AIDS-related conditions, or been told you had
the above-mentioned disease?

AYes |[] #ENo

[0 BYes |[] #&No
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fREESRES Policy No

Py REEEEAA(4E) Part 4 Health Declaration (Continued)

BrTEaEBE—ERANEEBR—EHA MIKRE : KfE - BETE
I8N MEZEASASENEEER ?
Have you at anytime in the past 3 months had any of the following symptoms for more o o
151 than 1 week continuously : fatigue, weight loss, diarrhea, enlarged lymph nodes or (1 BYes [[ #No |[] BYes |[] #ENo
unusual skin lesions?
BTrTEaEBE—ERANEEBR—EHA MIKRE : KfE - BETE
I8N MEZEASASENEEER ?
Have you at anytime in the past 3 months had any of the following symptoms for more — —
6. than 1 week continuously : fatigue, weight loss, diarrhea, enlarged lymph nodes or [J AYes |[] #&No L] BYes |[] #No
unusual skin lesions?
BTEEZRASRAEMEZEMURBIAERE LHSIERK? i .
I I
U1 Have you ever received any medical check-up or treatment which is not mentioned in [ AvYes |[] MNo |[] AYes \[] #No
the above?
RBART Zma M EZ ¥ For Female aged 12 or above only :
(@ BTRESEEZ2?N "2, FEHEREBEH - = =
18 Are you pregnant now? If “Yes”, please state pregnancy duration. [ ZYes | [] &No O ZYes |[J &No
| b)) BTEEEIAETEEEEERNENER ZHEE?
Have you had any disorder of the breast or reproductive organs, or prenatal or [0 BYes |[] #No 0 BYes |[] #/&No
postnatal complication?
B TNEEEEEER - B - ZEMELSESBEEEE?
19. | Have you ever made a claim or received any compensation for illness, accident or [0 BYes |[] #No 0 BYes |[] #/&No
injury?

ELFAUBEREDSZHNE"E - BaLRES W2 A8E - Birai it - KZHE - BRE  BHERKEZTUELSE
BARERAER -

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 BAAFIZHE Part 5 Declaration and Authorization

RNERMBERFEPWE LM B NEIR  EULBRATERAARHZERN KM ZERER  EERRFEZEN  THESEAAN/ZEM
PREIRPTEMEER - ANEPLRFUIEELSHARBLATE NIMBRGRE SEATHE - TEEN :
PIEBREZHBERNHRRY BASWSTRER

ICHBRFERFRAELELDATEREREGER - & SASRMKRIE -

FUPFRE BATMAZEMX G BIHR 2 —t)ER KPR - BRI REZ —EHERIFESBEMET)

BRI S E M IR VB L BB EE A -

RNRMBRETE BERTNEKRZBMGEBRXHBIL : SHBARMIUGER)T BAST 2 SREERER THTEEER
B D FESBE(TREE) KB, 58 615 BME HANEM REZELEZHBAMWMB)RENHMAZZERZEA L
BERETEFEHES

ANEMEELERAKRFFAEZRARSRIEE
1. HAEE - FEAEE - Bt - 27 - RIBAE] - IR17 - BUTHE - SIEMEE - Al AL - NANESFERAUERAA RS
RAFEA—URRAZLCERE - KNS ZLHRAEZELBRAARTAT—UIERAE  HOEZEFERREMRE SAT -
2. BRESEAEEE ZBESERAT - oMItREERBFERAREARRNETR 2 BB AE  (EREZEAKR
FAIZRAZREART - WIEBHRAAZEEAARZZARBNRN ; BMERAASLTHBTHENR - ILREDEN - &%
HENT AR ERITBREYT] -
ANHMERREZECEFMBZRAREREERAEL LS -
I/We hereby request the above change(s) be effected and declare that all statement, information and particulars given herein areaccurate, 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.

agrwNE
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fREESRES Policy No

SEREPN BEARISHEW@E) Part 5 Declaration and Authorization (Continued)

1.  Allrequired 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.  I/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
myselffourselves, the ultimate beneficial owner of the policy (if any) and mylour authorized signatory(ies) (if applicable) pursuant to the Anti-money Laundering and
Counter-Terrorist Financing (Financial Institutions) Ordinance, Cap

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 myselfithe 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

ERED WEEASRFRE#E Part6 Collection of Premium Levy on Individual Life Insurance Policy

RAN/FAIECSWUE :

ENSMRRESEFERIZERNSURESEAMSTANARFRERW "RERHE %‘F%ﬁa TRIE )
HERTE - RREEERMAILURBHERMIES - BEMNXNREARSEEROHBNRESAAE
- BEWIEENFE - H28PEAS(85NRDERASIRIA R www.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.

~ &H?}HQE?E’M%E%ZEH%%%
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FHEp1 BMAERIUZEREAE Part 7 Personal Information Collection Statement

ANEMEICEEBERBEETEAS (589 ) ROBRATNRERAZREZR(AER" - BESMRANKE
www.chinalife.comhk FEH@TREAE (B ) ROHBERATEREN -

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.

% )\EZp{3 #;EZE  Part 8 Signature

#: Remark:

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

2. WETKREREALTWBEME ARSI EEEEE RS -
We shall have right to reject your application if you fail to fulfill the Company’s requirement(s).

3. UIERBUEARREFBEANSZEAMWER)ZE QRN RERATPHEFE
This form must be received by the Company within 30 days from the date of its signing

4. FNMOBBEABRBERAMBIER URFREEER SAEYBHER EFAAER D)2 B3RE_ 55 E -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 applicable).

5. fi%%ﬁ/ﬂzxﬁ/&ulﬁ“ﬂlﬁié WRA—MUREBA - REAZBABRREARERRNPERERLPERRBZEANS
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.

°

ZHRARE HIFREFBAK 18 5ELLL) BEEEA YEZRIGNSINE

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

ZF Year A Month  H Day F Year A Month  H Day

ZEARE (WERA) RBAERBHEPXGRERESE

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

F Year ﬁMonth HDay fFYear BMonth  HDay

MEEEER  FE B INORRP T ABESRER AT EFIRIEEAR(852) 3999 5519 B - HXHREBESEEEEFETEFTE 313
RPBEASZSKE 22 T8 BEFBRTEEL - 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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