China Life Insurance (Overseas) Company Limited CHINA LIFE

= -~
B A SR BRI R A IR F O REAS | NI\
(R AR ETE MM 2B HERA D)
(incorporated in the People's Republic of China with limited liability)
FREERENEGEE (IX) Request for Change of Policy Information Form (IX)

(B BN B BiEiRIER)
(Applicable for Cancel Autopay Instruction)

CS-CHGO09

{REE%%EHE Policy No.

HUEABIEIS AT - (M ERIAE L fRERA ARAE E I EH R -
Please complete this form in BLOCK letters. All amendments should be endorsed by the Policyholder in full signature.
FERPFAZ TARAE ) B TEAE ) ZRlE R EAZRER O8N BAIRAT -

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

HE_is (R Part 1 Policy Information

BRI Name of Insured (= [:1HE] Optional)

#: Last name %, First name
{2 B35 A\ #:42 Name of Policyholder
#: Last name %, First name

SHIEEERE 2 2244 M Please tick the relevant box(es)

Ty SEEEIERST  Part 2 Autopay Instruction®

4] HUM E #hiElE 1< Cancel Autopay Instruction

B R AR TR R R AR A - T A TR R B AT O (R R R -
Autopay instruction will be effective only after your request is accepted and completed successfully by the Company. Any premium paid prior to the
Company’s approval of the request will not be refunded.

E=ERGy B ESHE  Part 3 Declaration and Authorization

ARNFA AR EE R bl > ST o R LU IR NG HES P SR (it 2 R AN B - L MR EE 28 I R AR NP R K P (E e
A NIERAF N B e S B A B TR R S T & YT R R 88 AT - JTREAERL
1. FEBREZICERCUHRRE T BAE TR, -
YRR EEEZ IR AR RTT S 2 OnlR N - &8 B SRS Rtk -
TEREFREER R BATEIFTHZ Bt S fF B — V)R R SR - R R IR B 2 — 3 (BRI RS A HAFEoR)
BT B SR =0m AL S i -
ANBEMRERTE  BARESR AREEHSFGI0 © BR80T HAE 3 HAERERRN TR AN T ESER(E
RIES) (RO, 55 615 ZfTHL - WA - (REZ RS H A N (UA) BN Z P RE 5B N L (WU ) TR R -
RNFLFRERLAERAN BT Z IR G R
1. {EffEE - FEMPEE - BB - 207 - (RbgAE] ~ ST  BURTERRG » AR - SHEREC AT ~ NUAIEEEAA (A B A B2 IR NS AT — i 2 0
NZ ekt /B 2B i R g2 AR A AT — 2 R A - aRZ S E s JAH -
2. BEREEAEMHISE 2 B A BERAT - AR OREE S O SR AR BTS2 R AT T TR Z BTl SO M R SATATT 2 N Z (IR
Lo AREBI AN Z R N FOZ BN ER RS 5 BIEEARASEC ST RRe 00 HAHEI BT o ARREZA B AR BLEAST AR S0 -
7 N IR R R R AT A 2 A A R IR A A M i -
I/We hereby request the above change(s) be effected and declare that all statement, information and particulars given herein are accurate, true and
complete and are given to the best of my/our knowledge and belief and no material information has been withheld in relation to this request. I/We agree that
such change(s) or service(s) will not take effect unless all of the following conditions are met and approve by the Company.
1. All required payment and complete supporting documents have been submitted to the Company.
2. Therequest is accepted and approved by the Company during the lifetime and continued insurability of the Insured.
3. The information and statement made in this request and in other documents as required by the Company shall form the basis for this policy
alteration request and form a part of the policy(ies) unless otherwise specified.
4. Acceptance of the request for change shall be confirmed by the Company in writing or endorsement.
5. I/We provide valid documentation proofs (such as identity document and address proof) to the satisfaction of the Company for the Company to
conduct due diligence on myself/ourselves, the ultimate beneficial owner of the policy (if any) and my/our authorized signatory(ies) (if applicable)
pursuant to the Anti-money Laundering and Counter-Terrorist Financing (Financial Institutions) Ordinance, Cap. 615.
I/We hereby agree and authorize on behalf of myself and/or the Insured that:

aokron

1. Any employer, registered medical practitioner, hospital, clinic, insurance company, bank, government institution, or other organization, institution
or person, that has any records or knowledge of me/the Insured and who has attended or may hereafter attend myself/the Insured to disclose
such information to the Company.

2. The Company or any of its appointed medical examiners or laboratories may perform the necessary medical assessment and tests to evaluate the
health status of myself/the Insured in relation to this Application. This authorization shall bind my successors and assignees and remain valid
notwithstanding my death or incapacity. A photocopy of this authorization shall be as valid as the original.

I/We declare and agree that I/we have the full authority from and consent of the Insured to make the above authorizations.

I
6092000901
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{REESERE Policy No.

BUUE T EASRIgEREE  Part 4 Personal Information Collection Statement

ANBMEREREEIAA TR O8N B ARAFIIUERE N E R ("AE") - ARSI E A E B > 7T www.chinalife.com.hk
Tk E A G B ARA TR -

I/We confirm that I/We have read and understood the Personal Information Collection Statement ("PICS") of China Life Insurance (Overseas) Company
Limited. For the latest version of the PICS, it can be downloaded from www.chinalife.com.hk or is made available upon request.

EHEH &= Part 5 Signature

EIRERTA ANBCZ A B EZRNEE - WA LR - RSN ZEAER R & R A R 5 AR S R B AN S 2 -
If the policyholder or Insured uses signature chop, the witness is required. The personal particulars of the witness will only be used for the purpose of
verification and confirmation of the identity of the signatory of this form.

HRAEE (WIHRAEA AR 18 kL) A / /
Signature of Insured (if different from the Policyholder & aged 18 or above) Date H/DD H/MM FINYYY
IREEFRFA NS H A / /
Signature of Policyholder Date H/DD HIMM FEIYYYY
ARAFHE (WEH) HHHA / /
Signature of Assignee (if applicable) Date H/DD HIMM FEIYYYY
HEE NS

Signature of Witness

SEE N4 B B 56 B SRR HEA / /

Name and Identity Document Number of Witness Date H/DD H/MM FEIYYYY

#F : Remarks:
1. ERBOVENREEZ R 30 RNAAZARAFEFIREFOIHE » FRAR - 2. ST EARE LEE -

1. The application form must be submitted to our Customer Service Centre within 30 days from the sign date. 2. Please do not sign on blank form.

HEAR RS A For Insurance Intermediary Use Only

(G N Hias BB ARG W Z4RaE TGN
Name of Insurance Intermediary Contact Telephone Number Branch Code Insurance Intermediary Code

B $RfT For Bank Use Only

AT EES e b T TR Prbg b 7o A gk
Name of Bank Staff Contact Telephone Number Branch Code Insurance Intermediary Code

HELNEREER For Internal Use Only

%R SLERE FEEREE it
Checked by Recorded by Signature Verified by Remarks
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