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Request for Change of Policy Coverage

EEEENBRAEL "V, -Please tick the appropriate boxes where applicable.
REFFA AR Name of Policyholder =R AR Name of Insured {REESETS Policy No.

fRI&%P 7T AE 1 INSURANCE INTERMEDIARY’S INFORMATION

R A Name of Insurance Intermediary

21T/ B ANGRIR / sEMERSE Branch/ Intermediary Code/ Registration Code 4% &85 Contact No.

EZE /A0 IMPORTANT NOTES

1.
2.

3.

WMERESIE NI NNIRFE - LERAB M AR EEEEZE - The form MUST be signed in Hong Kong if addition of rider(s) is applied.

AREPRAZ TARE ., & "EAT ) 2RMETBEASRE (589 ) BRHARZAT] - The expression ‘the Company” used in this form refers
to China Life Insurance (Overseas) Company Limited.

DEDEARBEARBENERERRBAREFAARS  fERNRREARANTNLHFAER - REFAATNNEREARBAELZ

==

1Bt 52 Z1EE - 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.

AN BREBEREMARE - UERSHEBRTERATERWEBFR - BFT ARAT AL www.chinalife.com.hk BT & N &&= 57 ARA -
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.

MARERFBRERRBENERN ARSI UREREEEER TWEFENEBE NNSRE - NASAEBEMI OISR LS BAIESR - 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.

MEBBREREARATINEBBRE - KATIERIEAEERIEES - The Company shall have right to reject the application if the application fails to fulfill
the Company’s requirement(s).

WMhESTARABEREIR AT ZE - P XARREE - In case of discrepancies between the English and Chinese versions, the Chinese version
shall apply and prevail.

REE N ASIRITHE W AR ARRAASIREULZE - Receipt of this form by Insurance Intermediary or Bank Staff does not constitute receipt
by the Company.

B PEEARBEENRBERNERMBEERNAHSEEBEFHESE 33 RPBEASZSAE 24 P ASREBCEBINROBRAE -
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.

SE—EB {3 ELU{RE (RIS Part 1 Change of Policy Benefit

14 O EEAETE / MANRRE Change of Basic Plan/Riders
S EFHAREE Application Within Cooling-off Period O 2 Yes O & No
EARE / MnRE =HEIARSE | EOOPNA0 | MIBR ¢ | KIREE / BAS | WRE/ BEXEE | £ Effective time
Basic Plan / Riders PlanCode | fRPF& 13 | Deletion* 25 4,5 (IREEHE)2 6 AR 7 BEHOon
Addition of Reduction of Sum New SL_Jm Assured/ | jmmediate? | Anniversary
Riders *-* Assured/Basic Amount Basic Amount Date
4,5 (Policy ICurrency) > ¢
O O O O O
O O O O O
O O O O O
O | O O O
O O O O O
O O O O O
O O O O O

HEASRE (85N RBERAR (RPEARLNEEMA L 2 RAFRAF)

ULTCRTLTY L
7172001701

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

E—3E0{D FLUREIRFE (4 ) Part 1 Change of Policy Benefit (Continued)

B E AT B/ IR PEE A T8 Notes for Change of Basic Plan/Riders :

1. EBERIBNNRR NN IRPE AR EIRFE S 55 = 21885 - Must complete Part 3 to Part 7 for addition of riders.

2. YNEREEMIBRI I RIS R /ERNME REDE A S EEME A TR - BB TRAPBERSE )\ BN RENMFIERETSAN , B NEA
EREMRETR SN EBRTSERHN "BRUWFRR ) ILEBIREZERNGN - F2E% 11 BB HESILUEEIERE FAIBES -
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. HIETIEMINRIERBENEERE  LARKRR "BERBERSBELIEES (BRARNBERGERIE -FNARRREM )1 - A
HETHRIBE N ABBES TS - Must submit “Suitability Assessment Questionnaire for Medical Insurance Product (Applicable to Medical and
Critical lllness 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 EERFEEMZE  BTEZEY / AEEBREREERAER TERILER - B TR REREMERIEFESBERRE - 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 MESFHEPHERMREERHEIRE / EX28E - WARRSESFNIM "E{REM . - 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. MiR%E / EREREAY DR A AT EKRWRIEIREE / EAXEEE - The new sum assured/basic amount should not be less than the minimum sum

assured/basic amount required by the Company.
7. MNERFEIE MNP NNIRIEILZEHE T BT L - WVEEEIRTT ARIAT—BHIER - Must submit bank-in payment receipt if you apply for rider addition

12 [0 #EE%5 R Reduced Paid Up Insurance
( BERARGESNFRBLERREERAM A RS RERZRAAAIREE Only applicable to those policies with Reduced Paid Up
Insurance Option and Reduced Paid Up Insurance lllustration has been affixed in the Policy Contract )

B BB S5 TR %= A S5 T8 Notes for Reduced Paid Up Insurance :

1. WERRSERSENIG TERER, RIEEIRESE - Please complete Part 9 “Policy Replacement Declaration” and return the policy contract.

2. WARBEFMEREEN (NE) REEBFREEM (MFE ) HAESSALEEREE - Allpolicy loan (if any) and automatic premium loan (if any) must be
fully settled before the request can be completed.

3. REAFABEMMERE (N8 ) EARTEIARBNENHE BB EL I BEBASHAEAMINREM AR AIRE - All 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. BBEBRT—EREBFEBELREN - The application will be effective from the next policy anniversary date.
FERFEMZE BTSSR OHBRERE T RERIAREEUEEIERESHERIRRE - 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.

13 [ 15 #ERE8&EET 8| Designated Medical Benefit Conversion Program

EREREATR RS
Old Rider Code and Name

WEEREARARE

New Rider Code and Name

IEE IR & T 8))F = T8 Notes for Designated Medical Benefit Conversion Program :

1. WERREBERA—EARNRE RERSRF - EMREFR T —EREBEHYR - Mustbe applied within 1 month before Policy Anniversary.
The revised protection will be effective from the next Policy Anniversary Date.

2. IEEBERSIEREBIRNETEIRFENERFHERE =34 - Must complete Part 3 for Designated Medical Benefit Conversion or downgrade.

3. BHRBREIAARVARBERSE -—ELHIUESHZR - FAZKISZRESHIE - 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 [ MIBREERE % B 38 5MR B IR 9 B E Deletion / Reduction of Occupation Rating / Exclusions
<WARRERRRER (ERFBARZRAER/EEZEZPHER) BREMBENENRERZ{EEAA - Mustcomplete &
submit “Request for Change of Owner & Insured Information/Occupation/Signature” the part relates to occupation updates and provide employment
proof.>

15 [ MR % 2 EEE9MRERR NS E Deletion / Reduction of Medical Rating / Exclusions
<WEEESETES TN, - Must complete Part 7 “Health Declaration”>

16 [ Z#FeasRA2EIRR Re-declaration of health information ( EFR7E(RE / MR / (IERERNFMNIERPMARERR )
Applicable to report pre-existing health condition which was missed to declare before effective of the policy/rider(s)/policy reinstatement )

<WEESELEMH THREEP. M "TEBEER . DREBBAREN - Must provide the details in the “Supplementary Details” of Part 7
“Health Declaration”.>
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{REEEEHE Policy No.

5 ER{p E{th#57R Part 2 Other Instructions

E=80D S ABWA R ETEE Part 3 Monthly Net Income and Education

REFBEAZAFRA HKS

Monthly Net Income of Policyholder

REEE \NERE O /N LUR Primary or below [] &2 Secondary
Education Level of Policyholder O Ax& 8Lt University or above [0 =t Others

SEMUER 1) B2 %15 Part 4 Occupation Details

YIENNM NIRRT E MR ER & - WATEILEMIRU R RARRERTB AWABRRER - Must provide the information on Insured and Policyholder
in this part if Payor Benefit Rider is applied.

ZARA Insured {RE A A Policyholder

iz
Occupation
HEEME
Nature of Business
%:’EIT’E D é No D é No
Work at Height L 2 Yes &% maximum height M| O 2 Yes B maximum height KM

O & No O & No
SRIIRIE = -
Heavy Machine Operation LI 2 Yes L 2 Yes

& 51 AR (Please specify) B 7EAA(Please specify)

SEhER R RIRFERE Part 5 Insurance History

MEBMMIIREERE EAREFN SN RARENT - BEERILEMHERE - This part is not required to complete if only Payor Benefit Rider or
Waiver of Premium Benefit is applied.

ZRAZERHASEERFTARBATNASE - BF - BEIBIMRIE ? 52 - FHIEZ 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 O2 Yes O&F No
complete the table below.

% {RPZ%A Sum Assured (7&ITHKD,
EIRATHIE ﬁijﬁ = —— = = — =
Name of Insurance Company AR iR FEREABIRE BIMRR
Issued Life Insurance Critical lliness Hospital Income Accident Coverage

#3{R = %8 Total Sum Assured
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{REEEEHE Policy No.

SE/NEB IR HKEEARR Part 6 Family Details

WREMEMDIREZRANBEER - WRFIEMNEINREHZRERERENR - RINEF
R HIREFE ANBRER - Must provide the information on Insured in this part. If Payor Benefit
Rider is applied, the information on Policyholder is also required.

FEfRA

Insured

REFAA
Policyholder

1

B THRERE - RRWRPEEATRIEZAOHE - PR - SIME - #ExE - B
& - ZEMAR(EAE - 154 - BTK (ST KR ) - BERHTEGEER ? 1A - &
£ FRFABRIILTEE - B AIEE - Have any of your natural parents, brother(s) or
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
hereditary diseases? If Yes, please provide details of onset/death age(s), relationship and cause of
death or condition(s) in the table below.

OZ Yes O&E No

OZ Yes O&F No

Z{R A Insured

fREEH A A Policyholder

% Relationship TR Fss / BET 4R
Disease Onset/Death Age

Disease

e/ BT EHR
Onset/Death Age

R # Father

£33 Mother

SLEB YR Sibling(s)

2 | @ ERAVRBEEHAEASTAGERE (BRAMIBEILT ) ? W2 - 557 FN3R5EHE - Does the Insured’s 02 Yes OF N
parent(s) have in force life or critical illness insurance (for age 17 or below)? If Yes, please complete the table below. = Tes 0
b) RERANEKBEEHEAASHEERE GERRRELR ) ? N2 - 757 FaRatAF - Does the Insured’s 02 Yes (0 N
spouse have in force life or critical illness insurance (for homemaker)? If Yes, please complete the table below. = TS 0
2(a) R Father 2(b) & Mother 2(c) FC B Spouse
ASRIETE
Life Insurance Amount (HK$)
BRI &R (HKS)
Critical lllness Insurance Amount (HKS$)
3 | BPEERBETERARNTHEERR T+ _ERRNEETBLINEEBBNEAR (i ZHRA REFAA
PERRSN ) ? W2 - FATE N ERAEEREIZR - Wt - [REEIK AR - 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
below.

OZ Yes O&E No

OZ Yes & No

Z{RA Insured

fREEFFA A Policyholder

LI ep B3 i City in China [ p B33 H3City in China
BEYSS ] . (FEEFEBRR / TEHERBAR /58 (FEEFEBRR / TEHERBAR /58
Na[ne of Country and City Eexcluding Tibet Autonomous Region/Xinjiang Uygur Eexcluding Tibet Autonomous Region/Xinjiang Uygur
( A5 FTA Please state Autonomous Region/Qinghai ) Autonomous Region/Qinghai )
al) 158 P39 Macau 158 P9 Macau
LIEfth Others LI fth Others

8 BB JR& Reason of Stay

f5f8 (B 20 Duration Month(s))

S+ ER1) {2 EEEEAR Part 7 Health Declaration

WREIEMD REZRANBEER - MPFRNMNINRERERERHRENS - AINEA

= 2o 44
BRI AR EE A ARIARE R - Must provide the information on Insured in this part. If Payor R A fREFTEA
i f / : ] h ; Insured Policyholder
Benefit Rider is applied, the information on Policyholder is also required.
VAYZAN VAYAN
1 | (@) BFHISE? Your height? i e
/\ /\
(b) BT A9BZE? Your weight? Akf Akj

) BE—FA  BINWRESEE 5 AT 11 B ERIER ? 55 - FRRR

reason.

° Has your weight changed more than 5kgs/11 lbs in the past year? If Yes, please state the | [] & Yes [ No

O 2VYes [1&No

0 B TEEEBE=—EENEAREASELRR—SHE IR  BE - 52
TB& - B8 - MEBZEARFASENEEERS? Have you at anytime in the past 3

loss, diarrhea, enlarged lymph nodes or unusual skin lesions?

months had any of the following symptoms for more than 1 week continuously: fatigue, weight | [] 2vYes []7% No

[ 2Yes [1&No
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{REEEEHE Policy No.

S8R (2FEEEAR ( 48 ) Part 7 Health Declaration (Continued)

MBEHHREFRANBEEN - MEFENENREERERBRETNZ - BILE
EIRFREREFBANBRER - Mustprovide the information on Insured in this part. If Payor Benefit

Rideris a

plied, the information on Policyholder is also required.

ZRA

Insured

REFAA
Policyholder

2

ERERERABTEERE? &5  HES NIBE -

In the past 12 months, have you ever smoked? If Yes, please complete below questions.

O2Yes [O&ENo

= Yes

& No

(a) EHFHIRIEZ /D22 Average number of pieces daily?

(b) RIBE %D EE? For how many years have you smoked?

BT ZERAMBEY)  SESIREE - B8 - ZUEN Z S ERAZEY s EUER
RARVAESEE ? 17 - FBFTARTELE K FIE - 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.

X

Piece(s)

F
Year(s)

ORYes [&No

O

Z Yes

52
Piece(s)

BTNEERE  ESHERE  NBERNIRR 8K ?

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

(a) FAE 1SS ~ Bl ~ b0 -~ IFIREEE - SUEATFIR R AR AER R ?
Tuberculosis, asthma*, blood-spitting, shortness of breath, or any respiratory or lung disease*?

O2Yes [O&No

= Yes

O & No

(b) OVIE ~ BO%E - SMER* - M ~ FAL0H* - MASKME R ? Palpitation,
chest pain, high blood pressure*, anaemia, any disease of the heart*, blood or blood vessels?

O2Yes [O&ENo

= Yes

& No

c)BEEE KBHEAR UK EE -FE B & B =E IO
fa* ( BEMREE ) BEE - JH{E& M ZBER* ? 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*?

ORYes [O&ENo

O

= Yes

CI& No

(d) R¥E - REB - WRAREAO - 1% - BREAISIRER - SIEMATEBERZ
# Z R AE* ? Urinary sugarfalbumin/stones, venereal disease, or diseases of the
kidney,prostate, reproductive or urinary system*?

ORYes [O&No

O

= Yes

[J& No

(e) BB - HHE - B - BREERE  BOREARERE"  ROKINIHERAEL
IEE 5% ? Epilepsy*, seizure ,fainting spells ,severe headache, any

disease or abnormality mental health condition*, any disease or abnormality of
the brain or nervous system?

ORYes [O&No

O

= Yes

[J& No

(f) ¥BiE - BB/ A EENERY - BiE* - REAMEBERNER « BERRE* -
EFARIR TR ~ EMAD W ERS B E =8 ? Cancer, tumor/abnormal growth, cyst, any
sexua,)lly transmitted disease, diabetes*, any thyroid disease*, any endocrine disease or severe
injury?

ORYes [O&ENo

O

= Yes

CI& No

REEMRIINERS (WR - 8 - I - BEsiOBE 2 %% ) ? Disease or disorder of
the sense organ(s) (e.g. disorder of the eyes, nose, throat, ears or oral cavity)?

-

(9

O2Yes [O&No

O

= Yes

O & No

(h) RS - BEX - BEASNNARSEER (MBS EEER ) &4ma
BB ERIERE LM EIEIR R 2 EREAE ? Rheumatic fever, arthritis,

g_out or disorder of musculoskeletal system*(e.g. joint or bone), connective tissues or skin
isorder, or any other disorder or treatment not mentioned?

ORYes [&No

O

Z Yes

[1& No

FEBRERFEA - BTZE Inthe past five years, have you ever

(a) BXBEINEZRETZEHIRE XX LEE - ENEE - BBR - KR
HHRMAERRREEE ? (BlITEEREBE—FRERIEERIN
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?(Except routine physical
examinations over one year with normal results.)

0 2Yes [1&No

O

Z Yes

[0 & No

b) BEER - BEBFM - 72/ AEABBEMAT LR IBEREE ?
Had any iliness, operation, medical consultation/treatment or hospitalization not mentioned
above?

[0 2Yes & No

O

= Yes

& No

(c) EfthERACR IR BURAEA ( BIANAELR - B8 - FHEZW - B L8R )
T IE7E 3k ] & =5k B8 & = R 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

O 2Yes & No

O

= Yes

& No

B TE RS EER Y Ry BEEt g et A AR EET VBEIE
M ZESCRE ? B TEEABEREZNELE / ZEBE? B2 - AR
22 Kk - 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).

O &Yes & No

= Yes

I & No

B TEERTHTERST RS LRABLRAREREZEBEBI - BB
AR SERBNEA MR EZER? B THWEBEE 2 BAR LRI ELR
&R ? 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?

0 2Yes [1&No

O

Z Yes

[0 & No

* NS - $51EER 2% If Yes, please complete the appropriate questionnaire

HK-PS-CHG-07/202506-01 P.50f 11



{REEEEHE Policy No.

S8R (2FEEEAR ( 48 ) Part 7 Health Declaration (Continued)

VREIEMDRUZHRANBEER - MBFENNINERERZRERHRENZ - AlKEA

= a0 44
EIRFREREFBANBRER - Mustprovide the information on Insured in this part. If Payor Benefit I:;ﬁeﬁ ﬁﬁ};’ﬁg
Rider is applied, the information on Policyholder is also required. y
8 BT EASHALEESETTREL - Pka - BK - BRtES - ESNWIELSE
BEOHFREEHRRNWEMER ? 118 - FERABRZBE -
Have you ever engaged in any mountaineering, sky diving, scuba diving, hazardous sports,racing | [] 2Yes [1&No | [0 2Yes []& 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.

BT EBERARNPBEUAS - BF - BRINNBEEREE - SEWIEE - T8 -
MESRIENR ? NAB - FEBERA - RERATEE - RIREAERIRERS -

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.

[0 =2 Yes

O&No | O 2Yes &N

RBART e _E 2% For Female aged 12 or above only

(a) BRMREREER? 2 - FSEHIEZEE - Are you pregnant now? If Yes, please
state pregnancy duration.

[0 2 VYes

OFN | O 2Yes [IFENo

b) BTEEEARHEEREERAERNEE ZHEIE - BRLAASHEEE
KR AIEE ? Have you had any disorder of the breast or reproductive organs, or
prenatal or postnatal complication, menstrual disorders or abnormal pap smears?

[ =2 VYes

O&N | O 2Yes & No

RBAR TR T Z K5 A £ For Juvenile aged 170r below only

() B NEERE (37 BT )FBILE? BEBRBEEZRIFEE ? Was your
birth premature (37 weeks or below) or post-mature? Any special care needed after birth?

[0 2 VYes

0% No i

b) BT2EEBRMmE £8B LR OEEBEEEIZ ? Have you had any

physical defects or shown any sign of slow physical or mental development?

[0 2 VYes

Not Applicable
0% No i

157 Supplementary Details

= TREER BEEES TR NATImRT -

A RREF AR R EEARPRE R ek - W NIZEUASER - BIES " E2RH

RbRME, - MEANSETSERSE - R ARERAE - BREMEE ZBZEAAN - BRGERERES ZERFSE -

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.

ek # 15 Details RERE T8 / BlraE it
Question | BIEERSE / ZEHH - BF / REFERE - WRERERFE - 2EER - (9sER ) (iR )
No. EZWEE REEERHER REBZHBZ Including dates off  Degree of Recovery Name & Address of Attending

iliness/injury, duration, number of attacks, severity of illness/injury, diagnosis, type of
treatment or investigation received and their results, last follow-up date etc

(If applicable)

Doctor/Hospital (If applicable)
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{REEEETE Policy No.

5 )\EB {3 {FFXIER Part 8 Payment Instruction

TRE RS EEIE (MNMREEAR - FIEIG IR 28 5 #5885 1%) Payment Currency Option (If not specified, payment will be issued in policy currency)

[0 /ReE# Policy Currency [ =S )

A. E AR Fund Transfer to Policy

1. F# Purpose (] iEsRE REEEER Offset Premium and Levy
O meszeER/2 8 E2FIE Repay Loan Amount andfor FULL Loan Interest

[0 ®msas2es 2 RF S Repay Automatic Premium Loan and Interest
2. R EBIRIE/Z R E 45 Policy No. Application No. L] ]

3.145%5 BC Payment Allocation

[0 2<% Ful Amount® [0 s5=%%8* Specified Amount* $

B. #E R E =2 For Policy that has been assigned to the Assignee only

O LUsENZAR 282 TR A" Payable to the Policyholder in full amount by specified payment method*
O e =145 A Payable to the Assignee by a crossed cheque?
1. SZEEALER/ZTE Name of Assignee

2 XERXRERAKRBAANEE RN

Cheque Delivery Method and Phone No. of
Contact Person

3. TR B2 Payment Allocation

[J 22228 Full Amountt [] #5428 Specified Amount* $

APIRIE TRYEEE,  |AEE TC RIS L 3B - If select “Full Amount”, you are not required to fill in section “C. Payment Method”.

* AR EINTRERBA  FES "C. AFAR L 2815 - Ifthere is remaining balance / an amount to be paid to the Policyholder, please complete
section “C. Payment Method”.

* MBI ZLIMINES M FZEA - FR TC MRAR . SN "4 BEisR, RHBEFS -

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. &A= Payment Method

1. EERZE A 118R17 5 O Transfer to Local Bank Account

[0 A @EEZ=7as8 Ut R778E 5 Transfer to Default Payment Account

(] B. @EEZIEFERURIBTIRS(EREHES L T R1TEREEH) Transfer to Non-Default Payment Account (Please fill in the below bank information.)
#R17% Name of Bank #R17 #m5% Bank code 73 1T 4R 5% Branch code ﬁﬁ'ﬁﬁ?ﬁ%ﬁ? Account No. | l

2. BEZ;85MR1TF OTelegraphic Transfer to Overseas Bank Account
#R1T & 5> 7778 Name of Bank and Branch

$R1TER B 52 HE Account No.

NN EEEEEEEn

U Z R 47 #h 31k Bank Address

REEFLAS SWIFT Code BREE A ARBIMNE A4S ERE Overseas Contact No. of Bank Account Holder

IREEAE ABESNMERHE Overseas Correspondence Address of Bank Account Holder

3. ZEXM (MBIRZEZ N FIRERAA) Cheque Payment (Payable to the Policyholder by a crossed cheque)
[0 MUFEZMZZENMUE By surface mail to correspondence address
O &=/ A3 Deliver via Insurance Intermediary
O MRBRSTEREEBREIRTTIZIFAIRES) Tobe collected at Branch in person (Applicable to policy applied via by bank only)
317284 5% Branch Name/Code
[0 HRBEIEFRFE DL %EE Tobe collected at Customer Service Centre in person
[[] RE#EE AZEE Tobe collected by the Policyholder
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{REEEEHE Policy No.

5 )\ER{5 (YFIER (48 ) Part 8 Payment Instruction (Continued)

(] 3% A %BE To be collected by the Authorized Person

BEALE G YN = REANBMDERS RS
Name of Authorized Person Contact No. of Authorized Person 1.D. No. of Authorized Person

L1 7 wanchai T finit®5# Other Location®

# 2B 5 www.chinalife.com.hk BRI E B IREAE Mt EEE0E B ARFE D /O(HF) - *Please visit our website www.chinalife.com.hk to
obtain information of other Customer Service Centre location(s) in Hong Kong (if any).

4. E {57~ Other Instruction

7EE Note :

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

2. ARSI EE R IRTIRPRERIRITIRPREIA M - MIRTIREB/ANHNEBRRIRPHAAGZ KRB - WolIRN XX HIEEH
A ZERIE 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.

JMNEEREEBPSIMIEEENREBENAR - MIEFRUNREEEFRANTNERETRZE - REFAARBTHRIERERS
EfTE AR R R R IR P A RIE 18 55(207) - 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 BERZRFESREERNRITMAZE - dJ[@BRIRITER - The actual time for receiving the funds may vary depending on the bank, please contact
the bank for details.

5 MARAEHNERBRRITIRFFAARREFB AL EMRERINAR - ARAMERUARZERA AN - #EZENEIRFB R
IRITEERB 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. MREFBAEENNEB BTN ARBLUIINGS - BIFEMFEN - HENRTFEEWER) REXEEWER) AREFET
EIE - AR AN FIEDS B IR - 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.

S NEB1D E{RE AR Part 9 Policy Replacement Declaration

SEE 1A Notes :

MELFPEPFAVREEATERE / EXSHABREBIRDFHELSRIE - FBETULELS - 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.

BTEaERAIEFEREASRBRENSEINENES - AEAIIEERBEBEVEASRERENENREMASNEE - LU
EETRBENREARFRFNASRBRE (MF) ? 00 - ZEETHSRUEREBVE T B ASRBREEBIRGEEMS R
B ESFIERANEILASRBREERFENRE / EXATEMEAENRE - 1E - ZFBENRHERS "EIR 5 -Are you 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.

L 2 Yes

O & No

L 2R3RE Not Yet Decided

O FEA (BEARBERERRNILLERERNASRGIRE ) 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 :

Fi(R, ORESE NEREERERIEX - HRER TWER - BHALBIRAREENRENGER  #2ERESHERINRER
@ BTRESREBEEZRMN T RAARERREBRNAFNER - WAR AR ASIAIALL www.chinalife.com.hk AIESFEEELRZEEN  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
Replacementis 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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{REEEEHE Policy No.

55+ E01% E2HR K = #E Part 10 Declaration and Authorization

AN/ RPBRPHENIE P 7B NEIE - ENBRTERMARHEZERNRAZERRR HEERREEZEH - LH

ERAA / BOPFAMKEFAEMIEER - XA / RALESHSELSZIHEARFENERTS FNIMBIRERE EABE - 7

BEAERY 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. IBREEZREAXHCRRTF EATMA SATIUE - Al required payment and documents have been submitted to the
Company and duly received by the Company.

2. EERFESRATETDATERIEGR - & SRSHMEHREE - The requestis accepted and approved by the Company
during the lifetime and continued insurability of the Insured.

3. TUPRHEHRR EASIFMAZEMN MY HER Y —tERNKBR - #RALREZ M (FRIFERAEMIETR ) 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, BNERBLIEETMEER BB KM - Acceptance of the request for change shall be confirmed by the Company in writing
or endorsement.

5 AN/ HMARUTES SATERZBIPXXG (FMW . BoEBRRMIIER ) T EAF - # SATERER ]
BERBARMODFESEE (TREE ) KA, 5 615 EMEHE - WAAN/HM -  REZELKEZEBSA (A ) K
AN/ EAZEEREEAL (WNER) ETEFEMEE - 1IWe 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/ BEZERAREAARMERRARBRRIZRE : I/We hereby agree and authorize on behalf of myself and/or the Insured that

1. HfEE - FEMEE - Bt - 2F7 - REAS] - IR1T - BUSHERE - SUEMEE - AESiA LT - NAEBESFAEOUERA
ARZERASE A —AIRRAZCHTEE - &/ AE2RAUEREZRAAREA—ARERAE - HuEZEERIER
# &/~ 8 - 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. BRI OHEIEE ZEBESERAT - A REENRFERARTAZERANE TR 2B G LAE - FREZ
AAREARRAZRENRRD - IRERARAZERARZZARBAORS ; BIERALTNETREEAN - WERED

a

BYA - KIREFEAEIEARIGERZEXT - 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.

E1+—Ep 5 UEBUE A S {RE#E Part 11 Collection of Premium Levy on Individual Life Insurance Policy

KA / FIP9:E S UL/ We hereby notified that

EATMRREEEREXRKIZEOSUREFBAMSFENBEIRERK "REFE . ( ME "#E, ) - ARUERRE
HEREZHERITZE - RBREEERTILURBERRS - BERNIXNRESESERKAHBENRERFAEAER
RAWEHERHWE R - AREWIEENS - FABPEAS (85 ) ROBRATIAAIE www.chinalife.com.hklevy - 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.

B+ "85 B A ZE R UIEEZEAR Part 12 Personal Information Collection Statement

KA/ BMABEICEBEER "HREASRRE (785 ) ROBRLASE . HRERAEZSRNER - BASMERANRERAE
RIEZEE - BIAY www.chinalife.comhk T &E;sk[@ 4 /A=) ZEEY - 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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£ SR HE Policy No.

B+=3Mp BIAREE (B

EZERARE LFEE ) Part 13 Declarations and Signature (Please DO NOT sign on BLANK form)

1. IERBUNERREFBASZEZEHILEI0RARREAR/AT] - This form must be received by the Company within 30 days from the date of its signing.

\"tss

2. REFBA

(WER) RA T HIR R S A(ER)NRZ ARV RAR AT W EATT

applicable) and Irrevocable Beneficiary (if applicable) must match with the Company’s record.

3. EREFAANUEERINRE  VAEF—URRBA - BEAZEABNIAZGAR

RIEIEPBERERBUIRERZEANZHZA -

> The signatures of the Policyholder, Assignee (if

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.

RNFPEUER CRE MR P BRI B IR IR -

TRESRE R

RARR - ANRPELRR L EiH#RER -

|/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.

REFAAZEE REEEE
)
Signature and Stamp (if applicable)
of Policyholder

S2RAEIFREFT A AR
el )% 8 R BN (AN )
Signature and Stamp (if applicable)

of Insured (if different from the

Policyholder & aged 18 or above)

ZEAAOBIAZ A

ENg (N )

Signature and Stamp (if applicable) of
Assignee / Irrevocable Beneficiary

BEN

REAZZ(WER)
Signature of Witness (if applicable)

BIREFRFA A 7Btk
Relationship to Policyholder

O R

EEA=]

Ints%rance Intermediary/Bank Staff/CS Centre
a

4o
Code.

N NERTTHE/Z PR PO

I:] Eﬁﬂ)\j:(nﬁ H}EH)
Others (Please Specify)

Sy EE R RS

Identity Document No.

Y£%/#5 78 Name

$£%/#2 7 Name

$£%/# 7 Name

Y%/ 78 Name

H#3 (4/5/8)Date (YYYY/MM/DD)

H# (4/5/8)Date (YYYY/MW/DD)

H ¥ (4/5/8) Date (YYYY/MM/DD)

H# (4/8/8)Date (YYYY/MM/DD)
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{REESRTE Policy No.

ErE&E X #4$55| Documents Checklist

ERHER

FREEN (7B B T ER RIS

Customer Hffi E(iiﬁgj Documents Required (Please v against the documents you submitted)
Yl l =
Type REFFANA BB Z = A (MER) e ; . I
request Policyholder / Irrevocable Beneficiary(if applicable) 52 (B FH) Assignee (if applicabe)
BAEE | REEERIW ([0 SHRBBAXGHZERIAIRZIELR) (BRBIAEE - B (RERKER)) -3
Individual REE Certified True Copy of Identification Proof (If not submitted) (BRBEEE-EA (REREER) MAF
Customer #RIERE] 1] #SARTEEEAAUSRESEENRTER IRt L )
Policy Value /$RATE / B 3 EARREHALLSEES “Self-Certification Form — Entity (For Policy Service Use)’,
W|thdrawall , EE) / HthAMIRTIREEFRIA (MEAER or “Self-Certification Form — Individual (For Policy Service
Po[ll%rrlﬁci)r?gt/igr?“cy FEBEERNZSR) Use)’ (If there is any change of the tax residence)
= Copy of bank book / bank card / bank statement which is
IIFR MY 01R
%Jg}}g%ﬂgfﬂ/ issued within the past 3 months (including e-statement) /
ﬁz&%gﬁ other valid account proof showing the bank account
(FNAEER) holder's name and account no.. (If select bank transfer or
Deletion of Riders/ telegraphic transfer as payment method)
Reduction of Sum | ] <§%§‘*‘EH§,EF‘ - A (RERBEER) B
ATz TARBHELE)
Basic Amount

(Refund,if any)

“Self-Certification Form — Individual (For Policy Service
Use)” (If there is any change of the tax residence)

BEREER [0 BES
Policy Loan Payment Proof
Repayment
ATEEE | REEERW [ ASEMXHREMASINN - H#EHESEEAR NEAEMXHREMASTI NG - FIEFSEERA
Corporate REER/ S#3uE www.chinalife.com.hk (AR#S > 48 - B BNARTE S)#AUE www.chinalife.com.hk (AR 75 > #8_ B BNAR#S
Customer #BIFRE REETEH > BN REN > RIRGREMRIE) 2 RERETE > BT RER > RERERIE) 2
Pl Vel (REFERAMBERARRESBAR BRI (REGRAMBEARREBBARERH
Withdrawal/ 1)) 1))
Policy Lgan/. 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
T BRI 0 R B/ (Service > E Self-Service and Form Library > Payment & (Service > E Self-Service and Form Library > Payment &
AR LRER/ Collection > Request For Policy Value Withdrawal) for Collection > Request For Policy Value Withdrawal) for
AR information on “Policy Payment Application Guidance information on “Policy Payment Application Guidance
5 I(yt[']ﬁi%éﬁ) ’ Notes (Applicable to Entity Policyholder)” Notes (Applicable to Entity Policyholder)”
Raductonof Sum | ] TARTRSHBARERESHBORTEE |[] (HRBWEE - B (REBHER) 105
Assured/ /RTR/ &RIEIEARNBLEMNBHEEEREE EAIRBMEEE)
Basic Amount EE) / HtARRITESEERIA (MNEAER “Self-Certification Form — Entity (For Policy Service Use)”

(Refund,if any)

HEER/MARN)

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)
(BREBIARE - B2 (RERBER)) (08

EAREEEE)

“Self-Certification Form — Entity (For Policy Service Use)”
(If there is any change of the tax residence)

(If there is any change of the tax residence)

EEREER (OO0 BEER
Policy Loan Payment Proof
Repayment
HK-PS-CHG-07/202506-01 P.110f 11




	Policy No: 
	Name of PO: 
	Name of IN: 
	Name of II: 
	Agent Code: 
	Contact No: 
	P5: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 
	8: 
	9: 
	10: 
	11: 
	12: 
	13: 
	14: 
	15: 
	16: 
	17: 
	18: 
	19: 
	20: 
	21: 
	22: 
	23: 
	24: 
	25: 
	26: 
	27: 
	28: 

	P8: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 
	8: 
	9: 
	10: 
	11: 
	12: 
	13: 
	14: 
	15: 
	16: 
	17: 
	18: 
	19: 
	20: 
	21: 
	22: 
	23: 

	Box1: Off
	Box2: Off
	P1: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 
	8: 
	9: 
	10: 
	11: 
	12: 
	13: 
	14: 
	15: 
	16: 
	17: 
	18: 
	19: 
	20: 
	21: 
	22: 
	23: 

	Box3: Off
	Box4: Off
	Box5: Off
	Box6: Off
	Box7: Off
	Box8: Off
	Box9: Off
	Box10: Off
	Box11: Off
	Box12: Off
	Box13: Off
	Box14: Off
	Box15: Off
	Box16: Off
	Box17: Off
	Box18: Off
	Box19: Off
	Box20: Off
	Box21: Off
	P2: 
	1: 

	P3: 
	1: 
	2: 

	Box22: Off
	P4: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 
	8: 

	Box23: Off
	Box24: Off
	Box25: Off
	Box26: Off
	Box27: Off
	Box28: Off
	Box29: Off
	P6: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 
	8: 
	9: 
	10: 
	11: 
	12: 
	13: 
	14: 
	15: 
	16: 
	17: 
	18: 
	19: 
	20: 
	21: 
	22: 
	23: 
	24: 

	Box30: Off
	Box31: Off
	Box32: Off
	Box33: Off
	Box34: Off
	Box35: Off
	Box36: Off
	Box37: Off
	Box38: Off
	Box39: Off
	P7: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 
	8: 
	9: 
	10: 
	11: 
	12: 

	Box40: Off
	Box41: Off
	Box42: Off
	Box43: Off
	Box44: Off
	Box45: Off
	Box46: Off
	Box47: Off
	Box48: Off
	Box49: Off
	Box50: Off
	Box51: Off
	Box52: Off
	Box53: Off
	Box54: Off
	Box55: Off
	Box56: Off
	Box57: Off
	Box58: Off
	Box59: Off
	Box60: Off
	Box61: Off
	Box62: Off
	Box63: Off
	Box64: Off
	Box65: Off
	Box66: Off
	Box67: Off
	Box68: Off
	Box69: Off
	Box70: Off
	Box71: Off
	Box72: Off
	Box73: Off
	Box74: Off
	Box75: Off
	Box76: Off
	Box77: Off
	Box78: Off
	P13: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 
	8: 
	9: 
	10: 
	11: 

	Box94: Off
	Box95: Off
	Box98: Off
	Box97: Off
	Box96: Off
	Box99: Off
	Box100: Off
	Box105: Off
	Box101: Off
	Box102: Off
	Box103: Off
	Box104: Off
	Box79: Off
	Box80: Off
	Box81: Off
	Box82: Off
	Box83: Off
	Box84: Off
	Box85: Off
	Box86: Off
	Box87: Off
	Box88: Off
	Box89: Off
	Box90: On
	Box91: Off
	Box92: Off
	Box93: Off


