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HERERIERFER
Request for Change of Policy Coverage

BEBEEREAE L "V, - Please tick the appropriate boxes where applicable.
{REEFFA ALEZ Name of Policyholder Z{RALEZ Name of Insured fREESRES Policy No.

i 7T AE 1 INSURANCE INTERMEDIARY’S INFORMATION

IRIESP 7T A%+ Name of Insurance Intermediary

P17/ PN ANLRSE / 75 4%5E Branch/ Intermediary Code/ Registration Code  B#4%EE5E Contact No.

EZEA%0 IMPORTANT NOTES

1. WNERFEIBMMANMREE - LEFREUNBEREEEE - The form MUST be signed in Hong Kong if addition of rider(s) is applied.

2. AERBPAZ "ARE L HTEAT . ZRMIETRBRIAZRE (/85 ) BRHDBRAE - The expression ‘the Company” used in this form refers
to China Life Insurance (Overseas) Company Limited.

3. REREARBERARBEUERERSKAREFAARS SRR RERLNTINKHMET - REFAATMUDEREREZBAECE
1BLamIit 753 ZEE - Only original form is accepted and this form is to be completed in BLOCK LETTERS and signed by the Policyholder with the signature
correspond with the Company’s record. Any amendments in this form must be countersigned by the Policyholder in full signature.

4. KPEEEBSEMARRE TESFEBRAFTEARATEKRNEBFR AT ARATIALE www.chinalife.com.hk 215 & TS &R -
The Company has the right to update this form from time to time and to accept or to reject the form if the Company’s requirements are not fulfilled. Please visit
our website www.chinalife.com.hk to view and download the latest version of the form.

5. MEBBERBEFTEARAATINERRTE - AT HEEIEBABREEBPEE - The Company shall have right to reject the application if the application fails to fulfill
the Company’s requirement(s).

6. RPN ATRTHEWBIARBALAREARASIREULZ - Receipt of this form by Insurance Intermediary or Bank Staff does not constitute receipt
by the Company.

E—Eh{n FECUIRELRE Part 1 Change of Policy Benefit

114 [0 EpeE A2/ KMiAN{REE Change of Basic Plan/Riders

S EFHAAEREE Application Within Cooling-off Period O 2 Yes I & No
EARGHE / MieRE FTEIARSE |JEO0MIA0 | MIBR © (REMREE / BASE od MiREE / BEAS | XIS Effective time

Basic Plan / Riders Plan Code | fRFE 2> | Deletion® Reductionof Sum |88 (REE® ) o[ pmE+ BEH On
Addition of Assured/Basic Amount ¢d | New S.um Assured | |ymediatef | Anniversary

Riders 2b /Basic Amount Date

(Policy /Currency) ©

O O | | |

O O O O O

O O | | |

O O O O O

BEREARETEIMINIREEEREIE Notes for Change of Basic Plan/Riders :

a. EREEIE MM IRIE N ERIRHERE = F 138> - Must complete Part 3 to Part 7 for addition of riders.

b. MMFEMMNRELEENGERE - LARMER "BERREMSEMIERES (BRARNBERGERE -FNARRRER ). B
FLZE TR N ABREEZEFIERE - Must submit “Suitability Assessment Questionnaire for Medical Insurance Product (Applicable to Medical and
Critical lliness Coverage — FNA Exempted Product)” if apply for addition of medical or critical illness riders. Please contact your Insurance Intermediary to assist
you to complete the required documents.

c. EPHERZE B TIHEERY / KEEERERE T RIGRIFREUBEIERESHERIRIE - You will reduce/lose the relevant coverage
of the benefit concerned after approval of the request and you may not be able to reapply for the same benefit on the same terms/conditions in future.

d MELFHERFBVREELRFERE / EX2H - WERKERSE/\Z{S T#E{REAF . - Must complete Part 8 “Policy Replacement
Declaration” if apply for Reduction of Sum Assured/Basic Amount of basic plan after the cooling-off period.

e. MiRER / EXAS AU VPRANTERWREFRLE / EXSE - UPFEMLBATOER  HEBGEHNNAREN "HUWRPL A - B
SITES T REMEAACERER 1 BN - The new sum assured/basic amount should not be less than the minimum sum assured/basic amount required
by the Company. If any refund after approved the application, the refund will be deposited into the Pending Account and the “Request for Financial Service Form”
is required to apply for withdrawal.

f. UNEREHIENNMIINIRIETE2EIZE BN AL L - WREZERIIRIT ABIAT—HHIERS - Must submit bank-in payment receipt if you apply for rider addition “With
Immediate Effect”.

BASRE C850) ROBRAT (RPEARKNEZIMALZRHERAT)
FE N R ERAT 8 B% 32 BERAT |||||| |I?!I?I2IE!OI1I7IUI1I|I" III

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

E—Ehn FoUREIRME (4 ) Part1 Change of Policy Benefit (Continued)

12 [ #EE%5517 Reduced Paid Up Insurance

(EEARFRESHARRASRBEERAMAERBELFFRIETZERAARYREE Only applicable to those policies with Reduced
Paid Up Insurance Option and Reduced Paid Up Insurance lllustration has been affixed in the Policy Contract )

BB IR I E 2 ET8 Notes for Reduced Paid Up Insurance :

1. WERIHESSE)\ZD TERER . REERE S - Please complete Part 8 “Policy Replacement Declaration” and return the policy contract.

2. WEGBEFMBREER (WA ) REEREEM (MA ) AT ILEREE - All policy loan (if any) and automatic premium loan (if any) must be
fully settled before the request can be completed.

3. REAFMABMNMNERE (NB ) EAXALNEEIARFENENHEARWEZ I BERAESHETAMMRER AN ALRE - Al riders (if any)
under the Policy will be terminated on the effective date of the Company accepted the application and no riders can be added afterwards.
A T —EREEE B ISR - The application will be effective from the next policy anniversary date.

EERFERZE - B N SR/ EERERE iR 8 LR EMR RUE S8 R LREE - You will reduce the relevant coverage of the benefit
concerned after approval of the request and you may not be able to reapply for the same benefit on the same terms/conditions in future.

1.3 [ 5= iRE %12l Designated Medical Benefit Conversion Program

EREREATRRZTE
Old Rider Code and Name

MEEREAT R ETE
New Rider Code and Name

REBEHH
Policy Anniversary Date

I EIREERT 2T EETE Notes for Designated Medical Benefit Conversion Program :

1. BERREBFHA—EARNRLRERSRE  BHRERR N —ERE B F H 4 - Must be applied within 1 month before Policy Anniversary.
The revised protection will be effective from the next Policy Anniversary Date.
B BET BRI REIRI AT IR RN BRIFFEE S =282 - Must complete Part 3 for Designated Medical Benefit Conversion or downgrade.
BRBETIT AV RARERSE =2 tEN AHARKRR 'BERBEMGEUTLES ) ( BARBEKRBERE — FNA #%
Em) UMEEHZR - FHAZEKROUSEREFLIEF - Must complete Part 3 to Part 7 for upgrade medical benefit application and/or submit
“Suitability Assessment Questionnaire for Medical Insurance Product (Applicable to Medical and Critical lliness Coverage — FNA Exempted Product)at the
same time for re-underwriting. Please refer to the policy contract for the detailed requirements.

14 0 MIBRELE % B2 MR BB SV ZE Deletion / Reduction of Occupation Rating / Exclusions
<DARRERRER (ENHEAARRRAE RN/ ZRFR) AREMBENIDRERZEHRA - Must complete &
submit “Request for Change of Owner & Insured Information/Occupation/Signature” the part relates to occupation updates and provide employment
proof.>

1.5 [ MBS R %52 BREESMRE /BRSNS 1E Deletion / Reduction of Medical Rating / Exclusions
<WEEB SIS TEEZERR L - Must complete Part 7 “Health Declaration™

1.6 [ Z$iepREzEERRL Re-declaration of health information ( B ZEIRE / MRS / RIEREM N AIAE RS MAVRRERT )
Applicable to report pre-existing health condition which was missed to declare before effective of the policy/rider(s)/policy reinstatement )
<HBETES I TREEE . 1 THEBRET . PEEBARIE - Must provide the details in the “Supplementary Details” of Part 7
“Health Declaration”.>

B ER{p EMhE R Part 2 Other Instructions

E=E ERFWARMNEIRRE Part 3 Monthly Net Income and Education

REFBABRFERA

Monthly Net Income of Policyholder HKS

REFBARBRE O /NEsgF Primary or below [ &2 Secondary
Education Level of Policyholder O AEsiLLE University or above L] Hfth Others
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{REEIRHS Policy No.

LRy FEZERFIS Part 4 Occupation Details

AN INREHRRE RAMFREN R D ARELILESDRESRARRERB ARBBE R -Must provide the information on Insured and Policyholder

in this part if Payor Benefit Rider is applied.

Z{RA Insured {REEFFA A Policyholder

[HES
Occupation
EEME
Nature of Business
SZETE O & No O & No
Work at Height L] 2 Yes &% maximum height KM | O 2 Yes &5 maximum height KM

L L & No O & No
SRR 0 =v 0 =y
Heavy Machine Operation = TS = 168

5551 FA(Please specify) 55 5T FA(Please specify)

SRR IARERE Part 5 Insurance History

NEIZ NI ANRIEH R E RBREN RN RBREN T -
Waiver of Premium Benefit is applied.

EEIES LI RITE - This part is not required to complete if only Payor Benefit Rider or

RRAZEHANEEFFTMURRABDWAT - Bk - BEATIMRE ? 52 - HIEZ TR - Does the Insured

have in force or currently applying for life, critical illness, medical or accident insurance with any insurance company? If Yes, please LI2 Yes L& No
complete the table below.
- 5 {RF=ZE Sum Assured (7&7CHKD
CEAERS i AERE RERE E(I!"‘A éﬁ)r BRI
Name of Insurance Company ANEEIRER - R IRbE RARGRE ROMRE
Issued Life Insurance Critical lliness Hospital Income Accident Coverage

#{R[EEE Total Sum Assured

SE7NEB{R ZKEEARIT Part 6 Family Details

REIEMA IR K RIRARNBRER - MPFIBIMINERERRERARENR - BILEAR

= 2o 44
FREFREZSEANBRBER - Must provide the information on Insured in this part. If Payor Benefit I:ﬁr\ﬁ ﬁlﬁ};ﬁifr
Rider is applied, the information on Policyholder is also required. sure olicyholde
1 | BEFHRERE - AR MRPSEELRLEBE LR - PE - SME - BEE - B
&~ ZEMIE(LE  fFEE - MK (IXTR ) - BESNEMEEER? WA - #F
£ NRFBRBRIIETER - B%KIFRE - Have any of your natural parents, brother(s) or
sister(s) died or suffered from heart disease, stroke, high blood pressure, diabetes mellitus, kidney LI Yes [I& No | 12 Yes LIE No

disease, multiple sclerosis, mental disease, hepatitis (or is a hepatitis carrier), cancer or any other
hereditary diseases? If Yes, please provide details of onset/death age(s), relationship and cause of
death or condition(s) in the table below.

Z{RA Insured

fREFFAA Policyholder

BAf% Relationship RS s / LT FHR e 55 / ST Fie
Disease Onset/Death Age Disease Onset/Death Age

R# Father

&5 Mother

S IhER Sibling(s)

2 | (a) RRANRBEEHEASHGERE (BREMTEILLT ) ? 02 - 357 F3RFEAE © Does the Insured’s 0= ves (F No

parent(s) have in force life or critical illness insurance (for age 17 or below)? If Yes, please complete the table below. =

(b)) SRANEBEEHEEASHEERR (BHARKEXRE ) ? 02 - 557 F3<sEM - Does the Insured’s 002 Yes CIE No
spouse have in force life or critical illness insurance (for homemaker)? If Yes, please complete the table below. =

2(a) R Father 2(b) & Mother 2(c) AC1B Spouse

AEREEEE

Life Insurance Amount (HK$)

& IR b 2 BE (HKS)

Critical lliness Insurance Amount (HK$)
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{REEIRHS Policy No.

SEANER ZKEEARGL (48 ) Part 6 Family Details(CONTINUED)

3

BTIEEaRNBET _ERASITEERK T _ERRNEEESNEEBBBNER (ik ZRA REFAA
PhRIN ) ? AR - FBRTE NREEREZR - i - JRE KR - Have you resided or intended Insured Policyholder
to reside outside Hong Kong for more than 6 months during the last 12 months or in the coming 12
months (except for Holiday)? If Yes, please state the country, city, reason(s) and duration in the table 02 Yes & No | LIE Yes IF No
below.
Z{RA Insured REFFAE A Policyholder
[ oh B35 T City in China (1 oh &35 7 City in China
Bl R & 4 (AEAEBERE / MEAEWBEEE /58 (FAEIEEBERR / MEHEWMBEEE /58
Name of Country and City Fexcluding Tibet Autonomous Region/Xinjiang Uygur Zexcluding Tibet Autonomous Region/Xinjiang Uygur
(RSP Please state Autonomous Region/Qinghai ) Autonomous Region/Qinghai )
all ) [158F9 Macau [1;2P9 Macau

L=t Others

LI E A Others

B REA Reason of Stay

FEfE (F 0 Duration Month(s))

231 REEEBAR Part 7 Health Declaration

MARTEILE D REZRANBRER - MEBFBMMNRER—RE RREN - AINE B2 REEEA
EIRFREREFTAANBRER - Must provide the information on Insured in this part. If Payor I':s;;_e p l;t\)lic hol der
Benefit Rider is applied, the information on Policyholder is also required. y
= N NG
1 | (a) ETFAIE®E? Your height? o o
/\ /\
(b) 8 FRORIE? Your weight? T o
() BE—FRN B TIFMRBEZSEA 5 Asl 11 B ISR ? =8 - FRAR
> Has your weight changed more than 5kgs/11 Ibs in the past year? If Yes, please statethe | (] @ Yes [J&No | [ ZYes []& No
reason.
d) BFEZEEEAEZ—EBNTUREANFEEE—EHE MR : B - =
Tk - B8R - MEZEARSASERKEEERS? Have you at anytime in the past 3 o o
months had any of the following symptoms for more than 1 week continuously: fatigue, weight L= Yes [1&ENo | [ ZEYes [1&No
loss, diarrhea, enlarged lymph nodes or unusual skin lesions?
2 |EBE2ERAETEERE? 24 - BR%s FSIHE - - -
In the past 12 months, have you ever smoked? If Yes, please complete below questions. [JZYes [1&No | [] ZYes [1&No
(a) & HFHRIEZ /D ? Average number of pieces daily? Pie_ci(s) Pie%e(s)
(b) RIEEHEZ/DEE? For how many years have you smoked? Yei(s) Yei(s)
3 B TNEERAMBEY  SERMIEE - &5 - ZUES S < BR AZEY s eUEE
RAROEEDEEE ? 1A - A REAETESE K F = - Have you ever taken any habit forming drugs o o
or used beer, wine or spirits regularly or been treated or advised in connection with your alcohol LI=Yes [1&No | [1 ZYes [1&No
consumption or taking of drugs? If Yes, please state the type and quantity.
4 BNEERA  HESHNERA  HEEX NIERZEE?
Have you ever had or been told you had, or been treated for the following diseases?
(a) Fh#sizsm ~ [Elw ~ Dt ~ MPORAEE - SO IR IR R4S EREE SRR ? Tuberculosis, = =
asthma, blood-spitting, shortness of breath, or any respiratory or lung disease? LI=Yes [1&No | [1 ZYes [1&ENo
(b) DVE -~ fi0%E - SIMER « B - EA006 - MRS ME K ? Palpitation, chest o o
pain, high blood pressure, anaemia, any disease of the heart, blood or blood vessels? Li@Yes [1&No | [1 ZYes [1&No
¢ BEEE KEHEAR UK ®E -FE-B B B =B siEalf
& (BFEMREE ) BE - JHIERF ZETR ? Gastro-intestinal ulcer, recurrent - o
indigestion, hernia, fistula, piles, stomach, pancreas, intestine, jaundice or any disease of liver [0 =ZYes [1&No | [ ZYes [1&No
(including hepatitis carrier), gall-bladder or digestive system?
(d) FR#E ~ BRER - WIRRFEA - 1K - BIESEISIRER - StEMAEEWM KSR
45 Z JR fiE ? Urinary sugar/albumin/stones, venereal disease, or diseases of the kidney, [[(] 2Yes [1&No | [ 2Yes [1&No
prostate, reproductive or urinary system?
(e) FOMEIE - HI1E - B2 - BEERE - BHRIBHAZL - ROKEESBERFA
1IE# 3% % % ? Epilepsy, seizure, fainting spells, severe headache, mental or nervous |[] Yes [ &No | [0 £Yes [1& No
condition, any disease or abnormality of the brain or nervous system?
() BIE ~ BB / AEBNERY - BiE - HOEAMEBERNER - BRE
EIRBREX « A5 &R BRE =S ? Cancer, tumor/abnormal growth, cyst,any | [] 2Yes [1&No | [ 2Yes []& No
sexually transmitted disease, diabetes, goitre, any endocrine disease or severe injury?
() REERAINEERE (MR - 2 - IfF - s OME %% ) ? Disease or disorder of = -
the sense organ(s) (e.g. disorder of the eyes, nose, throat, ears or oral cavity)? i=Yes [1&No | [1 ZYes [1&ENo
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{REEIRHS Policy No.

SEP{) {BFEEEEHR (48 ) Part 7 Health Declaration (Continued)

WA ILEMIRHZRANBREER - MEBFENNMIREHRRE RRREN S - BINEA
EIRFIRRIREFBANBRER - Must provide the information on Insured in this part. If Payor
Benefit Rider is applied, the information on Policyholder is also required.

ZfRA

Insured

REFAA
Policyholder

4

(h) BURMEEEL - BEENK - BRSAAKBSEER (RS SERER ) &ad
B BRI ARE MR IRIR R Z % ? Rheumatic fever, arthritis, gout or
disorder of musculoskeletal system (e.g. joint or bone), connective tissues or skin disorder, or
any other disorder not mentioned?

O0=2Yes [1&No

ZYes & No

EBEREA - BTEE Inthe past five years, have you ever

(a) BRBYWERETZEMSER - Xt LEE - EiFEE B8K - RE
FE0K MR 558 & 2 BEA8 & ? Had or had been advised to take any diagnostic test(s), such
as X-Ray, ECG, CT scan, ultrasound, urine, special blood test or physical check-up?

O

ZYes []&No

O

ZYes []&No

BEER  BERBFN - M2/ AERBESMAE LMBIERRE ?
Had any iliness, operation, medical consultation/treatment or hospitalization not mentioned
above?

—
(=3
-

O

ZYes []&No

O

ZYes []&No

(c) EMi@RA B EIRAEMN (FIAIMESE - 685 - HERW - st EiERE )
MEESITESREERR
Other medical conditions or sign and symptom (such as lump, headache, persistent
coughing, chest pain or epigastric pain) that you are seeking or intend to seek medical
advice

(]

ZYes []J&No

O

ZYes []&No

B NERZE ERREY) Ry BREEEEANREHIEET 7 BEIR
M~ RRESAE ? AB N EEABRRENEBLE / REBLE ? B2 BLHE
Y2 R ALE - Are you currently receiving medical treatment or under medical care of any kind

or do you have any expected need or intention of receiving medical advice, consultation or

treatment? Or do you have regular doctor or family doctor? If Yes, please state the name and
address of the doctor and reason(s) of medical consultation(s).

(]

=Yes []& No

O

2Yes L&ENo

B FEaBEX 8RR UAREARNBARARERE ZEEIBN - #HB5)
AR NEWANEA LMRERZER? B MTHNEBEEZRERLRIER
Bl ? 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? Or has your spouse suffered from any AIDS related condition?

(]

= Yes [] & No

(]

= Yes []3&E No

B NEEBNALEEZSEE MR - Pa - BK - BEREES ESSWIELISE
BEESNEBBEENRNEMEH ? B - FERARZES -
Have you ever engaged in any mountaineering, sky diving, scuba diving, hazardous sports, racing
or flying other than as a fare-paying passenger on a regularly scheduled airline or do you have any
intention to do so? If Yes, please complete the appropriate questionnaire.

(]

= Yes [] & No

(]

= Yes []3&E No

BN EBERFRHPFEVNAS - BF - B HBERRE  SEWRES - T8 -
MEFHWEL ? NE - FERERRA - REASIEHE - REBHKRERE -

Has any application for or reinstatement of life, critical illness, accident or medical insurance on
you been declined, postponed, rated-up or accepted with modified terms? If Yes, please provide
the reason, name of insurance company, application date and policy number.

O

ZYes []&No

O

ZYes []&No

RBEART ek _E 2% For Female aged 12 or above only

() B FREESEER? MNE - FEHIEZEE - Are you pregnant now? If Yes, please
state pregnancy duration.

ZYes [J&No

ZYes []&No

(b) B TFEERAFHEEREERNERNERE ZHEIE - BREKAIRE=ESR
RAARIEE ? Have you had any disorder of the breast or reproductive organs, or
prenatal or postnatal complication, menstrual disorders or abnormal pap smears?

= Yes []& No

= Yes []%& No

1

[BART LRI Z R E A For Juvenile aged 170r below only

() BFEERE(7 BT )ABHEE? BEREREIFTHIEE ? Was your

birth premature (37 weeks or below) or post-mature? Any special care needed after birth?

= Yes [] & No

(b) BETEEEEEME - £12 L OEEBEIE/II2 ? Have you had any
physical defects or shown any sign of slow physical or mental development?

= Yes [] & No

AER
Not Applicable
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{REEIRHS Policy No.

$EtEfn EEEEEAR (48 ) Part 7 Health Declaration (Continued)

FE1B#7E Supplementary Details

= TRERER, ABRERS T2 AR BEERUAFAEN LIRS O RER - M RIEAAER  FES "TERE
REME, - ME FNBETHERE - CRIAREZSE  FREER ZBZRALN - SERE R ERES Z8IAESE -

If any answer to “Health Declaration” is Yes or any supplementary information, please give full particulars below and quote the relevant section and question number.
If space given is insufficient, please complete a “Supplementary Information Form”. Please provide copies of appointment slip and investigation reports for review if
there are any physical check-up, laboratory test or hospitalization history.

R %15 Details RERE FEBE / BinamE kMt
Question | B1#FE®BE / XEHH  B% / XEHERE - FREREFE - 2EER (WiEA ) (MzEHA )
No. EXNAE MEERRHER =EBZHPF Including dates of | Degree of Recovery Name & Address of Attending
illness/injury, duration, number of attacks, severity of illness/injury, diagnosis, type of (If applicable) Doctor/Hospital (If applicable)

treatment or investigation received and their results, last follow-up date etc

55 )\ER {7 E{REBER Part 8 Policy Replacement Declaration

7EEZE1E Notes :
ML ERFERNNMREENHERE / EXASHABFREFRRFBLERE - FHIESULE S - Please complete this part if you apply
for reducing the sum assured/basic amount of basic plan after the cooling-off period or converting the policy to a reduced paid-up insurance.

BTNTEaERIITEERLASRBRENTINETHES - NERIITEERBER D IEASRBRRENEMREMAENEER - U
EEMREZ12EARNTRBENASRBRE (WA ) ? 60U - ZEESHESRARERERE M EEASREBREBRABEZMSR
BT R R RRARBIEASRBREERTEINGRE / EXTEMEABNRE - 2 - ZFBENBHEES "E{R - Areyou using or do
you intend to use some or all of the funds arising from the above-mentioned policy, or any savings made by reducing the premium payable under the above-
mentioned policy, in order to fund the new life insurance policy (if any) which is purchased within 12 months prior to the date of this application? For example, such
funds or savings may arise from reducing the premium payable of the above-mentioned policy by converting the policy to a reduced paid-up insurance or reducing
the basic plan sum assured/basic amount of the policy after the cooling-off period. If yes, such conditions will be considered as Policy Replacement.
O 2 Yes
O & No
L1 #73RE Not Yet Decided
O FEA (BERBERERRNISLEESHAASIRIERE ) Notapplicable (Applicable to those who have not purchased a new life insurance
policy in the past 12 months) policy in the past 12 months)
% Notes :
FEfR, OJRESE M RBERBEIEX - HIRER THER - BHALCBIRARERENRENGR G2 EREETERENRER]
&= B NESKEERR M T BAFEERRERNAFNER  WARKATIHIANL www.chinalife.comhk FISIEE{RZEX] - You may suffer loss
in case of Policy Replacement. To protect your interest, you should carefully consider your existing and the new insurance policies and assess whether the Policy

Replacement is in your best interests before making a decision. You should seek professional advice to understand the associated risks and potential disadvantages
of Policy Replacement. For details, please visit our website at www.chinalife.com.hk to view the useful tips on Life Insurance Policy Replacement.

HK-CS-CHG-07/202212-01 P.60f8




{REEIRHS Policy No.

FENER1D EBHAAKIZHE Part 9 Declaration and Authorization

AN/ HFIRPHEYEE Lt 7B UEIR - ZILBRTUBRRMAREZER RAMNZERER  HERASSEZERE - TH

ERARAN / HFFRMEPAEMIEERN  AA / ROALEELSEENSEHIRBENATE NIMBHRGERE EAEHE - 7

BEAERL 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 approved by the Company :

1. FIBREZREANXHERRT EATWH EASTUWZE - Al required payment and documents have been submitted to the
Company and duly received by the Company.

2. WIERFEIRATEMDATERRIGGHR - & EASEMEHRLAE - The request is accepted and approved by the Company
during the lifetime and continued insurability of the Insured.

3. TEUBHERKE EREIMAZEMNMG HERZ —ER KB - BHBIREZ—87 (BRIESAEMIETR ). 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. BNTBUEBETMEER N BINULER B IEM - Acceptance of the request for change shall be confirmed by the Company in writing

or endorsement.
5 AA/HMERFTSES SATVERZBMEIRXHE (B0 . BHEBERMIER ) ¥ &A5 @ & SASEEREBR "]
BAREABMDTECESE (SRIEE ) 1806). 55 615 EME - HAA /H REZRZREZEEA (1E) X

KA/ HAZEESEEALT (WNER) ETEFEMEES - 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 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.

KA/ BFRBIEARAARIEZRARBREKIER : /We hereby agree and authorize on behalf of myself and/or the Insured that :

1. HEE - sEMEEE - Bt - 25 - RIBRAT - IR17 - BUSHAE - SlEMEE - AEsA T - NABSFAEUaREA
ARZHRASTEA—AIRRAZLCERE - &/ AEZRAOEFELHBRAAREA—UREAE  H9OEZEEREHR
# & /23] - 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. BENTESEHOTEEE ZBESEERM - ORI REBERBFEARAREOZRAETHRE ZEEN G FREZ
RARFEAZRAZEEARDT - WEREHARAAZEEXARZBABRBAORS ; BMERATLTSETHEDR - WEED
BYA - AIREFEAREIE KBRS - 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.

FE1E0n WEEASIZIRERE Part 10 Collection of Premium Levy on Individual Life Insurance Policy

AN / B F9:E EUEIWe hereby notified that

BEATMRRERERSEKRUFEROBUREFBEAMSENARREZAN "REHE .. ( THE "HE ) RBWENERE
HERSZHERTZE - REEEERTULARBERBRS - SEFRNXNRIFASESEEROBEBNRERFAAERN
RALBHESEWETR - BRAWHEERFE  FRABEPBAS (8 ) RIPDBRATAEE www.chinalife.com.hk/levy » 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.

F+—3 1 BAZUIEERR Part 11 Personal Information Collection Statement

KA/ HEEFRCEBERBA "PBASRE (58 ) ROBRASE , NREBAERER - BRESRHTREHNKREBRAE
KRR - aIAY www.chinalife.com.hk &3 [@ZAAEIZEL - I/We confirm that l/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 available upon request.
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{REEIRHS Policy No.

E+_5hMn BIEREE (FBAPEXZHRIE LEEEZE ) Part 12 Declarations and Signature (Please DO NOT sign on BLANK form)

1. ARBUEARREFBAZZHIES 30 RKARZEXRASIPIEF & - This form must be received by the Company within 30 days
from the sign date of Policyholder.

2 Eﬁ%HEATyJ AMEZEENZEE  DAA—UREA  REANESER 18 AU LWE =% - REAZEA

ENREAREERDBERBEIAREEZEANEGH ZA - If the Policyholder or Insured uses a signature chop, a witness is

required. The witness must be an individual third party aged 18 or above. 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.

AR/ HMELERCHBRBEU LBFANAERS - BRRRFRGTLEEZZEANS - FRRRIFHFELAR - RA / FHiMH

EURERIEE I 1535 RERR - I/We hereby confirm that l/we have read and understood all the content, terms and conditions of the above

request, and agree to be bound by those content, terms and conditions. I/We hereby agree to make the above agreements and declarations.

ZHRA
(fHIFREFAAR
REFAA 18553k £ ) REA (MER) REA (MER)
Policyholder Insured Assignee (if applicable) Witness (if applicable)
(if different from the
Policyholder & aged 18 or
above)
HER / HATNE
Signature and/or
Company Chop
%2 Name
BAFERA 4IRS

Identity Document No.

Year Month Day Year Month Day Year Month Day Year Month Day

HHA Date
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