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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/ PAANLRSE / 75 4%5E Branch/ Intermediary Code/ Registration Code  B#4% 5% Contact No.

EZEA%0 IMPORTANT NOTES

1.
2.

3.

WEREBILINFNNIRIE - LEFRIEMBR B EEEE - The form MUST be signed in Hong Kong if addition of rider(s) is applied.

KERGPRAZ TRKAS L "TELAE , 2R MIETRIAZRER (589 ) REHDAEBRZAE] - The expression “the Company” used in this form refers
to China Life Insurance (Overseas) Company Limited.

RAEZEARBARRBEUERES KRAREFAARR  BRANERRAERATINLHERTT - RESBAMNDERARBAETATZ
1BLamit 753 Z EE - 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.
KATIBEBSENARE TESHEBRFTEAR AT ERNEBFR AT ARATIAL www.chinalife.com.hk 215 & T S & AR -
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.

MARBERSFRERFEZNER - ARSI OERZEEE THNPFEENEEE THERE - TMAEEERATIRERELLSIHAVIER - If the
necessary information/form(s) cannot be provided in a timely manner, the Company may not be able to process your application or may even reject your
application and will not bear any loss that may arise.

WERBERERFEALNTNEBHRE - K ASIBHEEBFRIELE - The Company shall have right to reject the application if the application fails to fulfil
the Company’s requirement(s).

WP ERABE IR AT ZE - BIUPXAEEEE - In case of discrepancies between the English and Chinese versions, the Chinese version
shall apply and prevail.

RPN AT IRTHE W B ARBL AR ASIREULZ - Receipt of this form by Insurance Intermediary or Bank Staff does not constitute receipt
by the Company.

AR CEXABRENRE ERERMARERERXGTEEBEFHESE B RPEASAE 24 BHREASRR(BINROHABRAS -
Please send the original duly completed and signed form(s) and document(s) required to China Life Insurance (Overseas) Co. Ltd., 24/F, CLI Building, 313
Hennessy Road, Wan Chai, Hong Kong.

E—EBY FCUREE{RBE Part 1 Change of Policy Benefit

14 [ FeEAEE / KiANREE Change of Basic Plan/Riders
S EBHAAE:E Application Within Cooling-off Period LI 2 Yes LI & No
EAGHE / MMRE stEIMRSR [IEO0PRAN | MIER ¢4 | EEREE/ BAS| WRE/EAXSEE | EXE/ Effective time
Basic Plan / Riders Plan Code | #RFE "3 | Deletion 4 £5 4.5 (IREEH#E )2, 6 B 7 B H On
Addition of Reduction of Sum New Sl.‘m Assured/ | |mmediate 7 | Anniversary
Riders -3 Assured/Basic Amount| _ Basic Amount Date
4.5 (Policy /Currency) 2> 6
O O U ([l ([l
[ [ Ll (| (|
O O (Il (Il (Il
[ [ Ll (| (|
[ [ Ll (| (|
O O (Il (Il (Il
O O (Il (Il (Il

PEASRE (850 ROBRAE (RPEARKNBEEMA L ZROBRAF)

(LURTRTT TR
7172001701

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 FCUREIRFE (£ ) Part 1 Change of Policy Benefit (Continued)

B EARGTEIMNREEEZIE Notes for Change of Basic Plan/Riders :
1. BB IMREMNBRFRHEE S =E T84 - Must complete Part 3 to Part 7 for addition of riders.
2. MEREMIBRM AR R /SR ERBEASHEBETMRY - BIEETRAPBERE ) \BHRENNRIERETLEN ; IETEA

EEMRETR SN EBTSBETHN TRRWIRE ) SiBIRXER RGN - F2ESE 11 BRBEXHRESINEEER THSEE -
After approval of the application to deletion of riders and/or the reduction of the sum assured/basic amount, any refund will be paid according to the payment
instruction provided by you in Part 8 of this application form. If you have not filled in the payment instruction, it will be paid to your registered "Default Payment
Account" or by crossed cheque. Please refer to the Documents Checklist on P.11 for documents required to process your request.

3. MFIEMINMREREBENBERE  VERRER 'BERRERSEMTLES (BARBERGERE -FNAREER ). Bl
HE TR N ABEIERPIEZRE © 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.

4 ERFEAZE  BTHEZRD / KEZERREAETMUER FTEOATLUER - BT RIERIRELERIEIESEENRE - You
will reduce/lose the relevant coverage of the benefit concerned and cannot revert under any circumstances after approval of the request, you may not be able to
reapply for the same benefit on the same terms/conditions in future.

5. MTE SRR MRERLFEIRE / BEXSEE - »EARRHSEZE NG "TE{REAR 1 - Must complete Part 9 “Policy Replacement
Declaration” if apply for Reduction of Sum Assured/Basic Amount of basic plan after the cooling-off period.

6. M1R%E / EXAS B A DR AN EKWRIEIREE / EAEEE - The new sum assured/basic amount should not be less than the minimum sum
assured/basic amount required by the Company.

7. WNEREIBINM INRIENE 2 1E T BIRFAE L L - W/RERIRT AR —HFIEZT - Must submit bank-in payment receipt if you apply for rider addition

1.2 [ #EE%5517 Reduced Paid Up Insurance
(BEARRESHAREHERBERRAMAREZSREFZERAAAIREE 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 B RIS TR 18 Notes for Reduced Paid Up Insurance :

1. WERIKESSENEYD TEHFRER L REERE S - Please complete Part 9 “Policy Replacement Declaration” and return the policy contract.

2. WALBEMBHREER (WE ) REMFREER (MFB ) FBESEMIEEREE - Al policy loan (if any) and automatic premium loan (if any) must be
fully settled before the request can be completed.

3. REANFAMMERE (N8 ) EAXAASEIAPBNENHE BERZ L HEBAGSHETAMIMREMR IR AIREE - 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.

4. EBEFEFR T —EREEFERERYRL - The application will be effective from the next policy anniversary date.

5 TEERREEAZE - B NS ERE O EBEIRIERE T IiE e AR B LUAR EME RUE S AV LREE - You will reduce the relevant coverage of the benefit
concemed after approval of the request and you may not be able to reapply for the same benefit on the same terms/conditions in future.

13 [ 5= EnE 2] Designated Medical Benefit Conversion Program

EBERERRESTE
Old Rider Code and Name

MEEREARESTE
New Rider Code and Name

IEEEIREERT2)FEEIE Notes for Designated Medical Benefit Conversion Program :

1. HDERREBEFHI—EARRERERRH EHMFRERZSR T —EREBESH LR - Must be applied within 1 month before Policy Anniversary.
The revised protection will be effective from the next Policy Anniversary Date.

2. IEEBEREIERERNETERANBRRIERS =305 - Must complete Part 3 for Designated Medical Benefit Conversion or downgrade.

3. BFREEBEEIEASVERMESE-"ZtHIUEENZR - FAEKILSERESHIEF - Must complete Part 3 to Part 7 for upgrade
medical benefit application for re-underwriting. Please refer to the policy contract for the detailed requirements.

14 [ MIBREEH S0 2 28 SMB B /PR S ZE Deletion / Reduction of Occupation Rating / Exclusions
<WERRHERERRER (ERFEARZRABNBE/ELHER) AREMBENTHRERZEER - Must complete &
submit “Request for Change of Owner & Insured Information/Occupation/Signature” the part relates to occupation updates and provide employment
proof.>

15 [ MBS SR B EESMBE /PR 9V = E Deletion / Reduction of Medical Rating / Exclusions
<NEBEBE SIS T@EEHRE L - Must complete Part 7 “Health Declaration™

1.6 [ ZE#FenREREEIRN Re-declaration of health information ( B ZEIRE / MIMMRFE / IR EMN N AIAE RS RAVRERT )
Applicable to report pre-existing health condition which was missed to declare before effective of the policy/rider(s)/policy reinstatement )
<HBTESTEMD TEEER. B "HIERI L PEEABBE BN - Must provide the details in the “Supplementary Details” of Part 7
“Health Declaration”.>
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{REEIRHS Policy No.

SE_ER{p EMh#S7R Part 2 Other Instructions

E=Em ERBWARHNERE Part 3 Monthly Net Income and Education

REFAAZRBWA
Monthly Net Income of Policyholder

HK$

REFBARBEE
Education Level of Policyholder

L] /NEEELUR Primary or below
L] K&l E University or above

[1 h& Secondary
0 =

HAth Others

SRy FEZER¥IS Part 4 Occupation Details

WMIBIMINGRE R E RAREN R WEELTHRUEIFEARRERE ANBRE R -Must provide the information on Insured and Policyholder
in this part if Payor Benefit Rider is applied.

SR A Insured

fREEFRFAA Policyholder

Iz
Occupation
EEME
Nature of Business
mETE O & No U & No
Work at Height [J 2 Yes &% maximum height M| O 2 Yes &5 maximum height KM
LI & No L & No
SRIEIRE 0O = v O =y
Heavy Machine Operation = 1es = 1es
& T A (Please specify) & TR (Please specify)

Fhipn IRFERE Part 5 Insurance History

WERMMMNRERDRE RBRENZNEHREN R - &

Waiver of Premium Benefit is applied.

SR IEEE G 2R R RE © This part is not required to complete if only Payor Benefit Rider or

RERAZEFARNLERFEURRATVAS

C B BEYRIMRE?ER - FFEE N3 - Does the Insured

have in force or currently applying for life, critical illness, medical or accident insurance with any insurance company? If Yes, please

complete the table below.

O2 Yes OE No

EQTYNSIE=L

Name of Insurance Company

F|EFMH {REEEE Sum Assured (FEITHKD)
Year AERME BERE FRABRE BIMRIE
Issued Life Insurance Critical lliness Hospital Income Accident Coverage

#{RB=ZE Total Sum Assured

HK-PS-CHG-07/202506-01
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{REEIRHS Policy No.

75EB13 ZHEEARIT Part 6 Family Details

WA REZRANERER - WRFENMNRERRECHRENS

RlnZafE

= 2o 4+
FHERREFBAMNABRER - Must provide the information on Insured in this part. If Payor Benefit IXRﬁ ﬁlﬁiﬁﬁif
Rider is applied, the information on Policyholder is also required. nsure olicynolder
1 | BFTHRAERE BRI EEELRFBELRRE - PR - SME - K% - B
% - SEMECAE - 1B - AR (ST XRFE ) BEXEAESER? NE B
£ NRFABRBRIIETER - B%KIFEE - Have any of your natural parents, brother(s) or
L2 Yes L& No | 12 Yes IE No

sister(s) died or suffered from heart disease, stroke, high blood pressure, diabetes mellitus, kidney
disease, multiple sclerosis, mental disease, hepatitis (or is a hepatitis carrier), cancer or any other

death or condition(s) in the table below.

hereditary diseases? If Yes, please provide details of onset/death age(s), relationship and cause of

Z{RA Insured

fREEFFAA Policyholder

B1% Relationship i

Disease

Rk / ST EHR
Onset/Death Age

S 53 / ST Fiie
Disease Onset/Death Age

R Father

37 Mother

SEERYEYR Sibling(s)

2 | (a) SRANRBEEHEAEASIHEBERE (BRAMTEILIT ) ? 102 - 57 FRFEHE © Does the Insured’s 02 Yes CIE 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 (FHARKELRE ) ? N2 - 557 N3R5 - Does the Insured’s 0= ves (F No
spouse have in force life or critical illness insurance (for homemaker)? If Yes, please complete the table below. =
2(a) A Father 2(b) Mother 2(c) ECcf® Spouse

AERETEE
Life Insurance Amount (HK$)
BRI B (HKS)
Critical lliness Insurance Amount (HK$)

3 | BMEERBETERAFEERRT_EAREEELUINEEBBNER (IR ZRA REFAA
PPRIN ) ? WE - FBTE NRAEEZR ~ 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 2 Yes & No | & Yes LIF No
below.

ZRA Insured fREEFRFAA Policyholder
‘ (] oh B35 /3 City in China LI eP B3 mCity in China

FEYS _ (FEREERR / TBEEHBERR /5B (FrEREERR / TBHEHERR /58
Name of Country and City Zexcluding Tibet Autonomous Region/Xinjiang Uygur Zexcluding Tibet Autonomous Region/Xinjiang Uygur
(#B5UHFAA Please state Autonomous Region/Qinghai ) Autonomous Region/Qinghai )
all) [1;2P3 Macau [1;2P9 Macau

L=t Others

L= Others

EEB[REA Reason of Stay

& (A0 Duration Month(s))

5tE8{5 EEEEEAR Part 7 Health Declaration

WRTEIE N RHEZRANBRER - MBFEBMMNRER—RE RARENZ - AINE SR REEAA
B IREF B ARBRIER - Must provide the information on Insured in this part. If Payor oo SR
- ; . . : . : Insured Policyholder
Benefit Rider is applied, the information on Policyholder is also required.
= %) NG
1 (a) B NRIES? Your height? o o
/\ /\
(b) B FROBEE? Your weight? Aké:r Akéfr
() BE—FRN  BIFNBEZEA 5 Ak 11 B EIEE ? =8 - FRAR
> Has your weight changed more than 5kgs/11 Ibs in the past year? If Yes, please statethe | (] @ Yes [ &No | [0 ZYes & No
reason.
() BFEEEAEZ-ERNEEURBAREBA—Z2HE MR B - 2
P& - BER - MEZEASIASEREEES? Have you at anytime in the past 3
months had any of the following symptoms for more than 1 week continuously: fatigue, weight | [] 2Yes [J&No | [] 2Yes [1& No
loss, diarrhea, enlarged lymph nodes or unusual skin lesions?
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{REEIRHS Policy No.

520D EFEEEHR (48 ) Part 7 Health Declaration (Continued)

WA B IRMZRANBREAER - MBFEMMMNRERRERZERENZ - QKA
EIRFREREFAANBRER - 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

2

FREREEABTEERE? BF @ HES FIEE -
In the past 12 months, have you ever smoked? If Yes, please complete below questions.

[ =2 Yes

[ & No

Z=Yes [J&No

(a) = HFHIRIEZ /D372 Average number of pieces daily?

53

Piece(s)

X

Piece(s)

(b) TRIEEFHEZ/DE? For how many years have you smoked?

3
Year(s)

F
Year(s)

B TEERAMRBEY  SEEMIE - &8 - 3UHS S BR A ZEY s eUEAE
RARAEDEEE ? 1B - AREARTESE K B = - Have you ever taken any habit forming drugs
or used beer, wine or spirits regularly or been treated or advised in connection with your alcohol
consumption or taking of drugs? If Yes, please state the type and quantity.

[ =2 Yes

[ & No

(]

Z=Yes [J&No

BIEEEA  ARSHEBE  ABBEITIERZEE?

Have you ever had or been told you had, or been treated for the following diseases?

(a) PAS#2m ~ s ~ NED ~ PEORERER - SUEAAT IR S 4TS Ah AR 2% ? Tuberculosis,
asthma, blood-spitting, shortness of breath, or any respiratory or lung disease?

[ =2 Yes

[ & No

ZYes [J&No

(b) OviF -~ MDE - SIMERR - B0 - EaL0H - M&SKIME R ? Palpitation, chest
pain, high blood pressure, anaemia, any disease of the heart, blood or blood vessels?

[1 =2 Yes

[1 & No

= Yes []& No

¢ BEESR KBHEAR UK FE -FE -5 B B =E (TG
m (BERXEE ) B2 - H{E&R# ZETw ? Gastro-intestinal ulcer, recurrent
indigestion, hernia, fistula, piles, stomach, pancreas, intestine, jaundice or any disease of liver
(including hepatitis carrier), gall-bladder or digestive system?

[ 2 Yes

[0 & No

O

ZYes [J&No

(d) PR#E - FRER - WRRFKLE L  HE - BRESEIZIRER - SlEMAEEWIR A
#% 2 F& fE ? Urinary sugar/albumin/stones, venereal disease, or diseases of the kidney,
prostate, reproductive or urinary system?

[1 =2 Yes

[1 & No

(]

= Yes []& No

(e) FOTEIE ~ HHE - B2 - BERRE - BHRIBEBAL - HOKER MK RFA
1IE 5 % % ? Epilepsy, seizure, fainting spells, severe headache, mental or nervous
condition, any disease or abnormality of the brain or nervous system?

[ 2 Yes

[0 & No

O

ZYes [J&No

() f=BAE - BB / ALEBHNERY) - BIE - AR MEBERNER - #BRE -
EFARBRAER « Eth A5 MRSl B E =S ? Cancer, tumor/abnormal growth, cyst, any
sexually transmitted disease, diabetes, goitre, any endocrine disease or severe injury?

[1 =2 Yes

[1 & No

= Yes []& No

() REERIINERE (MR - £ - If - BEstOE %% ) ? Disease or disorder of
the sense organ(s) (e.g. disorder of the eyes, nose, throat, ears or oral cavity)?

[ 2 Yes

[0 & No

ZYes [J&No

(h) BURMEEEL - BAENK - BRSAAKSEER (NSNS RER ) SMdE
e BRI AR E LB IEIR K 2 %% ? 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?

[1 =2 Yes

[1 & No

(]

= Yes []& No

EBEREA - B TEE Inthe past five years, have you ever

(a) BRBYIREBETZEMSE M Xt L EE - BEiNER BB - RAE
FE0K MR 5 & 2 BEARE ? 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?

[ =2 Yes

] & No

(]

= Yes []%&E No

(b) BEER - BRBEFN - w2/ ABENBESMAE LS RERERSE ?
Had any iliness, operation, medical consultation/treatment or hospitalization not mentioned
above?

[0 2 Yes

] & No

O

ZYes []&No

(c) EfEM N AEERAENR ( GILIESR - 585 - FHEZW - sl HieR )
MEESITESKRERESR
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

[0 2 Yes

0 & No

O

ZYes []&No

ETEA RS RS EY R BEEEEER AR TEE T EBL1E
M~ EREFAE ? AB TEERERRENEL / REBLE ?EE - AhHE
Y2 K IALE - 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).

[ =2 Yes

[1& No

O

2Yes L&ENo

B N2 8RR ARNBARREREZEBEIBN - #HE5)
AR NEWANEA LMRERZER ? B MTHEBEEEBAER LRI ER
B Ml ? 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?

[ =2 Yes

] & No

O

= Yes []%&E No
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{REEIRHS Policy No.

520D EFHEEEHR (48 ) Part 7 Health Declaration (Continued)

VRENBHRUSEANBEEN - WBFEMMNRERERE RBRENR - BINE

= 2o 4+
EIRFREREFAANBRER - Must provide the information on Insured in this part. If Payor Benefit SRA ﬁ%hﬁk
Insured Policyholder

Rider is applied, the information on Policyholder is also required.

8 BTEEBAIEESEEMEL - - BK - SEHES  ESSWIELISE
BENEBEERRNVEMEE ? A - & iE%ﬁFé%ZF‘?% ®

Have you ever engaged in any mountaineering, sky diving, scuba diving, hazardous sports, racing | [] @ Yes [J&No | [] =& Yes [ & No
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

9 BN EAERREPFEVNAS  BF B HBERRE  SERES - EH -
MEHER ? 0B - FEBRE - /EATEHE - ?xﬁEI,HH&ﬁ%?ﬁE%

Has any application for or reinstatement of life, critical illness, accident or medical insurance on | [] &Yes [1&No | [ 2Yes []&No
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.

10| RE@EAR+ 5 =22 For Female aged 12 or above only

() BFIREZSEER? WE - FEHIEZBEE - Are you pregnant now? If Yes, please

state pregnancy duration. [ ZYes [1&No | [] EYes [1&ENo

b) BN EEBIERNEEREERNUERNERZHRIE - BRRHASNBK=SE
RAARIEE ? Have you had any disorder of the breast or reproductive organs, or [0 2Yes [1&No | [ 2Yes [J&ENo
prenatal or postnatal complication, menstrual disorders or abnormal pap smears?

"N | RBEEAR+ I T ZFR A E A £ For Juvenile aged 17or below only

() BFEERE(7 BT )FBHEE? BEERBEREZFRIFEE ? Was your

birth premature (37 weeks or below) or post-mature? Any special care needed after birth?
b) BT EEASRRE - £33 L0 ERBEEEHINEZ ? Have you had any
physical defects or shown any sign of slow physical or mental development?

[0 2Yes [J&No T
Not Applicable

O 2Yes & No

£ 1B#7T Supplementary Details

E=l 1U¥§EH EEERR "2 NATUHR - BEIEREA \uiiﬁ SR R AR T ER (0 K RSk - tl RAIZE I ASEA - FFIER " 2R\
ﬁlﬁi ﬁD%ﬁTz’Eﬁ%Eﬂ & ﬂ:%ﬁi/\ﬁm}zxm AREEEZBZ RN - SRBERCRBS ZEIAESE -

If any answer to ‘Health Declaration” is Yes or any supplementary mformatlon, 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.

ki 1% Details RERE FEBE / BB kM
Question a%ﬁur /ZREHH B/ REHFERE  RRRERFIS - 2EER (MER ) (4ER )
No. |BEINEE REBERHEGER  HEEBEZHMZF 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
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{REEIRHS Policy No.

FE)\E3 (FFIETR Part 8 Payment Instruction
NRREEEE (WNHEEER - G LURE B ¥ 855 Payment Currency Option (If not specified, payment will be issued in policy currency)

[0 ®=E5# Policy Currency O &x vk
A. EE B Fund Transfer to Policy
1. F% Purpose O EgRERIFBHE Offset Premium and Levy

OO0 EeszsmR/E2HEZFS Repay Loan Amount and/or FULL Loan Interest
[0 EEasREEzRAE Repay Automatic Premium Loan and Interest

2. (RESRIB/ZIREARSE Policy No./ Application No.
3B Payment Allocation

O 2= Ful Amountt [0 s=x&£%8" Specified Amount* §

B. #X1H{REEZEF For Policy that has been assigned to the Assignee only

O LusEags2ee B FIRERA A" Payable to the Policyholder in full amount by specified payment method*
O LBz =x15F5 A* Payable to the Assignee by a crossed cheque®

1. SZEAMZ/ETE Name of Assignee
2. XEZFEF N K& NER RS

Cheque Delivery Method and Phone No. of
Contact Person

3. YR B Payment Allocation
O g2 FulAmountt [ 5 £ %8 Specified Amount* §

AR TRESRE L - MER "TC IEIFI L EB - If select “Full Amount”, you are not required to fill in section “C. Payment Method”.
* MAERRBISEINFREFAA  FERC. M 1 B2 - Ifthere is remaining balance / an amount to be paid to the Policyholder, please complete

section “C. Payment Method”.
* MARAEIRZZLOMINEA M FREA - FR TC AFAI L S8 T4, Bfiier, RIEAREFE -
If the payment needs to be paid by another payment method other than a crossed cheque, please provide relevant details in “4. Other Instruction” under section “C.
Payment Method".
C. {¥F75 = Payment Method
1. BERZ A IR 1T F O Transfer to Local Bank Account
0 A ERETERUGRIEITERE Transfer to Default Payment Account
[0 B. ERZIFBRUIRTIRL(EEEHEZ L T RITIRSE R Transfer to Non-Default Payment Account (Please fill in the below bank information.)
#R17278 Name of Bank $R1T7 4R 5% Bank code 73 1T 4R 5k Branch code FR1TAR SRS Account No.

HEEEEEEEEE

2. EEZE55MRITE O Telegraphic Transfer to Overseas Bank Account
#R1T K317 7%E Name of Bank and Branch

$R1TER BSRAS Account No.

WsrER 4T3 Bank Address

EHI PR CEZRACHS SWIFT Code BEEEA AREIMNE 45 EERE Overseas Contact No. of Bank Account Holder

IRPIFBARESNEMIE Overseas Correspondence Address of Bank Account Holder

3. XEZN (MBIEZEZ(TFIREFTA) Cheque Payment (Payable to the Policyholder by a crossed cheque)
[0 MFE#HZZEi@AMHUE By surface mail to correspondence address
[0 #&ReD" A Deliver via Insurance Intermediary
[0 MRE2HTEESEBARLIRITIRIRAIERER) To be collected at Branch in person (Applicable to policy applied via by bank only)
2 1T2FEI4RRE Branch Name/Code
[0 #MS2=FR#EP/OSEE To be collected at Customer Service Centre in person
[0 1ReEFEAEE Tobe collected by the Policyholder
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{REEIRHS Policy No.

E)\E{3 (fFIER (4 ) Part 8 Payment Instruction (Continued)

[0 =#AERE To be collected by the Authorized Person

BREANGZ -l YN BENBDEPSESRS
Name of Authorized Person Contact No. of Authorized Person |.D. No. of Authorized Person

0 =& wanchai [0 Efthith2s* Other Location*

#3550 www.chinalife.com.hk BFEEEBIRAER MBI E FRFE S /0\(AFB) - *Please visit our website www.chinalife.com.hk to
obtain information of other Customer Service Centre location(s) in Hong Kong (if any).

4, H{th¥57R Other Instruction

7EE Note :

1. IRITIREPFBALERBRERFBA - LESZHZEDO - The bank account holder must be the same as the policyholder. Joint account is not accepted.

2. EARSVEEIE R IRTTIRPRERIRITIRPFAIS Y - MIRTRPEBERNHLRBEREPIHAASRZRRPIRNE - WoIIR X4 LiEEE
3EMZERIE R - Transfer or Telegraphic Transfer to bank account requires the submission of bank account proof, which must clearly display the account
holder's name, and account number; unrelated content can be masked.

JINEERBEMPSIMIEBEINREEETAR - RESRTREEEFRANTNERETRZE - REFAANEBTHRIERERS
BT AR R E SRR EERERIEZE(UA) - If choosing a currency other than the policy currency to receive policy values or benefits, the fund
will be processed and exchanged according to the company's exchange rate at the time of the transaction.The policyholder has to bear for any potential exchange
rate risks and associated gain or loss (if any) due to the currency exchange.

4. BERFRSEEEBERRTMAEZR - olAFBRIIRTTE - The actual time for receiving the funds may vary depending on the bank, please contact
the bank for details.

5 MARBEHNERMBRRITIRPFRAARRERAASRHRERIIAR - AARIEBLEIGSZZRRAN - BEHXENEEREER
IRITEERA R - Ifthere is insufficient information to confirm that the bank account holder is the policyholder, or the payment cannot be credited for any reason,
the relevant payment will be paid by a crossed cheque instead. The processing time for cheque issuance will be longer compared to bank transfer.

6. MREFAABENZMNERZ BT ARBLINES - BIENFEY - HENRTFEEWER) REXRISEWER) AHEFBT
HIE - WA 4R FIE D BENHIER - Ifthe policyholder chooses a currency other than HKD or RMB as the payment currency, even if the payment fails, the
related bank charge (if applicable) and any associated gain or loss (if applicable) have to be borne by the policyholder, and will be automatically deducted from
the payment amount.

ENERD EBIREZAR Part 9 Policy Replacement Declaration

FEEZETE Notes :
MEALSPERPHERMREEARHEREE / BEXSHEGBREERA BB AR - FAEBILEEES - 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.

BTrTEaERIITEERLASRBRENTEIHNETHES - NERIITEERBERN D IASRBRENEMREMAENEER - U
EEMREZ1EARNTSRBENASRBERE (WA ) ? 60U - ZEESHESRARERERE M EEASREBREEBRABEZMSR
RE TR R RARBIEASRBREERTENGRE / EXTEMEBNRE - 2 - ZFBENBHEES "#IR - 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
& No
L] ZR3RE Not Yet Decided
O FEf (BERBENERRNISEEESHAASIREIRRE ) Notapplicable (Applicable to those who have not purchased a new life insurance
policy in the past 12 months) policy in the past 12 months)
7% Notes :
FEfR ) OJRESE MERBEREBRIBX - HIRER MR - BHALCBIRAREENRENKR - 2EREATEARENRER
= B TESRBEZRUTHRARERRERNATER  THARAASIFAAL www.chinalife.comhk FIEERREEIRZAH] - 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.
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SE1Ep10 EBHAFIZHE Part 10 Declaration and Authorization

AN/ HFIRPHEYEE Lt v EUEIR - ZILBRUERRMARE ZERRMNZERER  HERSSEZERE - UH

ERARAN / HFFRMEPAEMIEERN  AA / ROALEENSEENSRHIRBENATE 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. FIBREZREAXHERRT EATWH EASTUWZE - Al required payment and documents have been submitted to the
Company and duly received by the Company.

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

3. TEUBERKE EREIMAZEMNMG HERY —ER KB - BHBIREZ—87 (FRIEZBAEMIETR ). 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. BNTBLEBETMEER N BINULERFBHIEMR - Acceptance of the request for change shall be confirmed by the Company in writing

or endorsement.
5 AA/HMERFTSES SQATVERZBMGIRXHE (B0 . BHBERMIER ) ¥ &A5 @ & SASEEREBR "]
BAREABMDTECES (SRIEE) 186). 55 615 EME - HAA /H REZERZREZEEA (1E) &

KA/ HAZEESEEALT (WER) ETEFEEES - /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/ BFBIERARAARIERRARBREKIERE : /We hereby agree and authorize on behalf of myself and/or the Insured that :

1. HEE - sEfMEEE - Bt - 28 - RIRAS - R17 - BUSHAE - sSlEMEE - AEsA T - NABSFAEuUaRA
ARZHRASTEA—AIRRAZLCERE - &/ AE2RAOGERFELHRAAREA—UREAE 9O EZEEREHR
# &/~ 5] - 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. BENESHTEEE ZBESEERAT - AR REERBFERAREAZRAETIE 2 BENERAE - (FREZ
RARFEAZRAZEEARDT - WEREHRAAZEEXARZBABRBAORS ; BMERATLTSETAENDR - 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 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.

E+—39 UWEEASIRERE Part 11 Collection of Premium Levy on Individual Life Insurance Policy

KA / B 932 EUEIWe hereby notified that

ELATMRRELEERERTEEOBUREFEARFENBRRERAW "REHE .. ( M "#E ) HMRWENRE
HEREZRELITZE - RREEERMOILREBEHEREKAS - BERNXIREARSERROEFNRERSBE AL
RAMEHE VIR - BRAKEEHENFE  BHBPBIAS (8 ) RIDBIRATIWAE 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.

1+ "3 BAZUIEERR Part 12 Personal Information Collection Statement

KA/ BOARFICEHBERAD "PREASRE (8% ) ROHARAS . WRERBAERNZR - BESMREIHNKRERAE
KRR - I www.chinalife.comhk T &E S [EA/ASIZEL - 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 available upon request.
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{REEIRHS Policy No.

E+=31) BIRARFEE (FBAEEXHRIELFEE ) Part 13 Declarations and Signature (Please DO NOT sign on BLANK form)

1. ERBVERREFBASZZREF0RARERAT - This form must be received by the Company within 30 days from the date of its signing.

2. REFBEA XEAWER) KA THRZRAWMER)WEZ RN REARASINE AR - The signatures of the Policyholder, Assignee (if
appllcable) and Irrevocable Beneficiary (if applicable) must match with the Company'’s record.

3 ERERAAMEEENEE  WABMNRBA RREAZBABERAEAREELPERBEILREEZANSHZHA - If the
Policyholder 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(ies) of this form.

ANEMELEICHERFEU LBFNFABRAREG  TRBRRZEBRRREGAR - RARMELRSIELM EHERER -

I/We hereby confirm that I/we have read and understood all the terms and conditions of the above request, and agree to be bound by the same. I/We hereby agree
to make the above agreements and declarations.

et | e s SZRAMEFFREFBEARS | .. e
1%%?#%)\29\%&5]&%1(?[]@ ﬁjﬁt)ﬁ%&Eﬂﬁ%{ﬁu@ﬁﬁ) Xn?NKTTHﬁ%@'_V\)\ER%&

FB) ENsE(HnzE ) REAREWER)
Signature and Stamp (if applicable) Signature and Stamp (if applicable) of Signature of Witness (if applicable)
of Policyholder Assignee / Irrevocable Beneficiary

Signature and Stamp (if applicable)
of Insured (if different from the
Policyholder & aged 18 or above)

BREBHAAZRG
Relationship to Policyholder

Ll RERP N ARITIGE/ZE SRR PO

=]

Insurance Intermediary/Bank Staff/CS Centre
Staff

kT

Code.

D,E\:Tm}\j:(nﬁ H}EH)

Others (Please Specify)

S EIA LIS

Identity Document No.

Y2558 Name YR /ZTE Name 22T Name H2/ZTE Name

H#3 (4/2/H) Date (YYYYMWDD)| B3 (4£/5/H) Date (YYYYMMDD) | B3 (4£/5/H) Date (YYYY/MM/DD) H#8 (&/5/H) Date (YYYY/MM/DD)
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{REEIRHS Policy No.

FrE&E3X4#55] Documents Checklist

BEEA | prsessmn) FRER S (FBV B N 1R HI M)
Customer Trosaesdis _ Documents Required (Please v against the documents you submitted)
Wifz2 request REFBAA B FIRZE AME) =58 A (U078 ) Assignee (if applicable)
Policyholder / Irrevocable Beneficiary(if apphcable)
BARE | REBERI |[J SHRBMEXGNZERAWMKZIER) O (ExE/EMERE - B (RERBFER)) - =
Individual | REER Certified True Copy of Identification Proof (If not submitted) (BHFBIRARE - BA (RERBER)) (WA
Customer #RIFIREE/ [0 #ARTRAFAAUBAIRPRENIRTER R EES)
Pq||cy Ll /[ RITF/ BREIEARBHNBEEEESE “Self-Certification Form — Entity (For Policy Service Use)’,
silisleral 458) ) Bt AEMIRITIESEPBRIA (EAEE or “Self-Certification Form — Individual (For Policy Service
Polchy Lpar;(Pohcy j BEANTAR) Use)” (If there is any change of the tax residence)
fP&UB;FIZTn;‘I;]E &nﬁﬁ ] F)opy of t.)arlk book / bank card / pank sltatement which is
AL issued within the past 3 months (including e-statement) /
BN | other valid account proof showing the bank account
(AR holder's name and account no.. (If select bank transfer or
Deletion of Riders/ telegraphic transfer as payment method)
Reduction of Sum | (Eﬁ%%%ﬁ~ BA (RERBER)) (A
#EIERN FARBHEEE)
(BRZ?:T“Q?ZW) “Self-Certification Form - Individual (For Policy Service
' Use)” (If there is any change of the tax residence)
EBEFREER |[] HIFER
Policy Loan Payment Proof
Repayment
AFEE | REBERI |[J A9EMXGREMATXG  FEFESHRAL [ ATEMXGREMATIXYE - FHEFSELR
Corporate REER S)#8U5 www.chinalife.com.hk (ARFE > 43 B BHARTS S)#AIL www.chinalife.com.hk (BR#5 > #8 - B BIARTS
Customer #ILREE REETE > B RER > RERERIR) Z AREERTE > BN REN > REUREFIE) 2
Policy Value (REERAMERRRESAAREBR/E (REERAH(ERRRESBAAREBR/H
Withdrawal/ 1)) 1))
Policy Loan/Policy Company search document and other company Company search document and other company
Termination documents, please visit our website www.chinalife.com.hk documents, please visit our website www.chinalife.com.hk
ft B,%IZNBM%BE/ (Service > E Self-Service and Form Library > Payment & (Service > E Self-Service and Form Library > Payment &
BB LRER/ Collection > Request For Policy Value Withdrawal) for Collection > Request For Policy Value Withdrawal) for
(%ﬂﬁﬁi’?) information on “Policy Payment Application Guidance information on “Policy Payment Application Guidance
Deletion of R: ders/ Notes (Applicable to Entity Policyholder)” Notes (Applicable to Entity Policyholder)”
Reduction of Sum | L] ﬁﬁfﬁﬁﬂ?ﬁ%ﬁ)\ﬁ&*%&EFﬁ?ﬁEEE’JiEﬁY‘% [0 (=n@mxt - 28 (REREER) (05
Assured/ /IRITR/ RA3EARBENAAEEEE HAREMEEZS)
Basic Amount #E) / HitAIRITIRPRIAEIA (WNEAEER “Self-Certification Form — Entity (For Policy Service Use)”
(Refund,if any) FEER/MHASH) (If there is any change of the tax residence)

Copy of bank book / bank card / bank statement which is
issued within the past 3 months (including e-statement) /
other valid account proof showing the bank account
holder's name and account no.. (If select bank transfer or
telegraphic transfer as payment method)

(BHBRRE - B2 (RER%E
EAREMEEZES)
“Self-Certification Form — Entity (For Policy Service Use)”
(If there is any change of the tax residence)

R)) A

BERREER
Policy Loan
Repayment

O

RR A
Payment Proof
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