BB =EHMAF O P EA S | 5 4p

X3 B | 9T SR RIS CHINA LIFE
i AREmeRE -

REHEREBERARE/BEBEPRFER
WAIVER OF PREMIUM / PAYOR BENEFIT / DISABILITY CLAIM FORM

{REERFA A Name of Policyholder SRAMEFE B Z Name of Insured / Payor  {REESEHE Policy No.

RN/ E BhiE/EIB5RNS 1.D./ Passport No. of Insured / Payor

fRbES 7T AE 1 INSURANCE INTERMEDIARY INFORMATION

REED T AL Name of Insurance Intermediary

R A#RSE Insurance Intermediary Code Bt 4% ZERE Contact No.

EZ/EX IMPORTANT NOTE

BUERESRBFR - EUERMNEAESN SRARREFANREALREELNUEZEZ(FE - Please complete this form in BLOCK
LETTERS. All amendments should be endorsed by the Insured & Policyholder / Claimant in full signature.

KPFRFPFABZ "AAT ) 5% "ERE ) 2FiEFPEAZREBECEINKHBIRAE] - The expressions “the Company” or “our Company”
used in this form refers to China Life Insurance (Overseas) Company Limited.

RBEBERF MOV ERREANREFENRENES  TRRERHEZA—+XAELDER ZRBBXHEERARAT] - Partl of this
form must be completed by Insured/Policyholder/Claimant and returned to the Company within 210 days (both days inclusive) from date of incident along with
all relevant supporting document(s).

MBRBERABTN\RIUL SRARGEFAAVERBERBRRBZERRFER WRRAST/\GEUT - XEFEREAREFEA
RERAZGEEZENERERZE  NRXRANREFEARGEAEES  HEARBUNRERRRBRART - WRMHEGKE
BA& B8 458 HR - If the Insured is at or above age 18, the Insured and Policyholder must complete and sign this form by his or her good self. If the Insured is
under age 18, this form should be completed and signed by Policyholder and the policyholder and the insured's legal guardian. In the event that the Insured/
policyholder is physically incapacitated and prevented from signing, this form may be completed and signed by an immediate family member with relevant
relationship proof and physician's statement provided.

REFBEAZEZENERKRNT 2L EEAEE - The signature of the Policyholder must be the same as the Company's record.

RPN ATIRTELBWRAPERLALEAR LSS UE - Receipt of this form by your Insurance Intermediary or bank officer does not
constitute receipt by the Company.

MAEMERM - FEER MREP T ABIBRNER AT R P IRFEEAR(852) 3999 5519 B - HZMRE KB HHFEEEET
HEREB B RPEAASAE 24 F18 | PEFRIIMEHEREEES 24 5B FIREKRE 35 12 - If you have any queries, please feel free to
contact your Insurance Intermediary or our Customer Service Hotline at (852) 3999 5519 for details. Completed form(s) and required document(s) should be
sent to China Life Insurance (Overseas) Co. Ltd., 24/F, CLI Building, 313 Hennessy Road, Wan Chai, Hong Kong or 35/F, Hai An Huan Qing Building, 24 Futian
Road, Futian District, Shenzhen, China.

ARSI EREBIREMIEBRFER  WERBRTERATRKBFER - FEARLQTAIE www.chinalife.com.hk 28K NS E=HThRZS © The
Company has the right to update this form from time to time and 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.

MNP AR ABEIEER AT ZE - — 8L PSTAR R #E - Ifthere is any discrepancy or inconsistency between the English version and the Chinese
version, the Chinese version shall prevail.

EF—EMD - REEN @HSREA/MBEREA/RENER)

PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder/Claimant)

A. IBEZER Claims Details

1 R{EePEEEER Benefit(s) of claims [] 24112 Waiver of Premium [ i34 S #4F 2 Payor Benefit O ts5:25 Disability Benefi
2 Z{EETEEL Type of claims [J &% =& New Claim [J 732 8222 Pending Claim [ ®==& Further Claim
[ =3t/ # Review / Appeal
3 BEREE—SHEBEQHMERBATIRE ? N2 - FIRMHEFMER - Have you claimed/ will you [12 ves [ =
claim from other insurance company for the same incident? If yes, please indicate give details... =
{RBE/AT)ZTE Name of Insurance Company ~ {REEZEHE Policy No. RIZEERI R ERIEEEE Type & Amount of benefit

TEASRE (85 ROBRAT (RPEARANMBEZEMR L ZROBRIF)

China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability)
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B. 2R A/MAREFLBER TEFF#1E ACADEMIC QUALIFICATION AND WORKING DETAILS OF INSURED / PAYOR

1 BETZEE - Rol#l# R4 Your academic qualification, qualified knowledge and training

2 ,\E)/{& % &% Company/Employer Name E 55 3RHS Telephone No.

ik Address

3 IRBEMIREE(GES R —TE 2, 55588 A I {1 5 18 3) Position and duties of present occupation (if more than one, please state all).

4 FEAEEEESDERRR Filed any sick leave application to employer? £E Year A Month H Day

[ 25BN O % Yes B4 From

2To

Bx1& 3T H A Last Day of Duty

7818 H HA Resumed duty on

5 WNERGD - FRUEHERBE -

If you are still on sick leave, please provide the expected date to resume duty.

C. MEEEZTIMNER - FFFFHMMT : IF DISABILITY WAS DUE TO ACCIDENT, PLEASE STATE:

1 BINEEHHEIKESE Date and time of the
accident

. EFIFF
Y. Month D] BFH 43 Minut
F Year A Mon H Day % Hour 2 Minute o

2  BYMNEEMEBL KRR Location and details of the accident

3 BEHUMBEINZSSAIRISELER Please describe the part(s) of body injured and the type of injury.

4 MEBRE?MA - FIRHELITER Did you report to the police? If yes, please provide the following information
& Z 13 Police Station K& 4R 5% Case Reference No.

O zaNno O 5B Yes

it AN L ERRE/RBRIMRE/OHA/ BB RESFHNE -
Remarks: Please attach a photocopy of the Police Report / Traffic Accident Report / Police Statement / Alcohol Test Report.

5 BEEHMREIINOTEEHZE/E TEPFEIER ? Did you apply for compensation from Social Welfare Department / Labour Department for the
same accident?
O BN [0 & #FREAEH/EE2558 Yes, please provide Social Welfare Allowance / Labour Assessment Certificate

D. MNEEEEREE - FFFUT : IF DISABILITY WAS DUE TO ILLNESS, PLEASE STATE:

1 FRIRMIEE SR 2B LN EEREN - Please provide details of usual Physician(s) / Hospital(s)

B2 4 /B2 P72 T8 Name of physician/hospital

B4 /BaPithil Address of physician/hospital
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D. MEERERER - F5-F1UT : IF DISABILITY WAS DUE TO ILLNESS, PLEASE STATE:

2 FBIFEREL Please describe symptoms

3 BEREIRFE A EA Date of symptoms first appeared

4 a)BE K2 HE Date of first consultation

F Year A Month H Day
I S I E— | I E— I I
b)E K2 2 BE At %2 /22 B Name of physician/hospital first consulted for the above condition
B4y ) BiRSE ik #2734 H #A Date of attendance mE
Physician / Hospital Address % Year | B Month| H Day Disease or condition

E. BEF730 PAYMENT METHODS

AEMETREERFEEREESNAR - RAFRER  BESLUBRERZRETN - WABRRBR P T AEIE - Please selectone
settlement option for each claim submission. For any unspecified instruction, the payment will be issued by crossed cheque in HKD and delivered via Insurance
Intermediary.

AEFUBETEIEIE PAYMENT CURRENCY OPTION ( #N#ERTHR - BERUIELUEBBEESI - If not specified, payment will be issued in HKD. )

O ®=msus policy Curency [ 3% Hong Kong Dollar

1 EEIABR DIRECT CREDIT

#8472 Name of bank $R 17 4% 5% Bank Code 2¥T#R5E Branch Code  F [8%45 Account No.
L | | | | | | L | | | | | | |
IRPRBALR(FX) WBERREFBEA) IRPRBALREX) (MWARREFTBAN)
Name of bank account holder (Chinese) (Policyholder Only) Name of bank account holder (English) (Policyholder Only)

[ @ Fes
D EBIREAHIRIT 2B 7TFE O TRANSFER TO HKD ACCOUNT IN LOCAL BANK
D EIREANTIS B 2 FERUFERE TRANSFER TO DEFAULT PAYMENT ACCOUNT REGISTERED IN OUR COMPANY
i-EE 3N
1. IRITIRPRHBANERREFFAA - Bank Account Holder must be the Policyholder.
2. WARAEHERBRRITEPHAARGRERBANABKRERINEBAR - BARIEZLBIRZZFINED - If there is insufficient

information to identify the ownership of bank account belonging to the Policyholder or direct credit has failed for any reason, the payment will be issued in the
form of a crossed cheque.

3. WNEEREDL TEEEIR , B If you choose to receive the payment by “FPS”,
3. "TEER, REAREBNEEAEB TN ARBNESE  BERXSHTHLRAHEITHARY 5,000,000 - “FPS” isonly applicable
for payment in HKD or CNY. The maximum amount of each transaction is HKD/CNY 5,000,000.
32. IR ARESHEIEEBANARKIRE - Please note that CNY currency is only applicable for CNY policy.

4. YD TEREAMIRT VRS L FTUSE Ifyou choose to receive the payment by “Transfer to account in local bank”,
41, BIRHIEFFZPAXY - MHBRFIFB AL R/IZHE KR RIBIRITR/B 4/ - Proof of bank account document(s), such as
bank card/monthly statement/ passbook with account holder name and account no. is required.
42. MEERRBITHARBELIINETE - RITAAWIN KN FEE REXBREHERABITAE (WER ) - If the payment is not in
HKD or CNY, bank charge and losses caused by exchange rate associated with the transaction would be borne by the recipient (if applicable).

4.3, WEERAMRIN  HRAFEE R KERBEFIRANRIET BENHIBR ( N4 ) - Administration fees and losses caused by exchange rate
would be deducted from the payment amount in case of remittance failure (if applicable).

HK-CL-ICLA13/202511-01 P.30f5




{REESRHES Policy No.

E. B (48) PAYMENT METHODS (Continued)

D ZE[E TELEGRAPHIC TRANSFER
T AR https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim T & " IBREE RIS RBER L -
Please download “Claim Remittance Service Application Form” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim
D = EEEIRTTIEIREFIRFS GREATER BAY AREA CGB CROSS BORDER REMITTANCE SERVICE
AR https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim & "I2REEIEEMRIFPHER (REBARSAENE
EERIRITIREEF) 1 Please download “Claim Cross Border Remittance Service Application Form (Only Applicable For Greater Bay Area CGB'’s
Account Holder)” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim

2 KiiRITEIARSZZE HK LOCAL CROSSED CHEQUE

[0 HRBE2EZFZFRE PO Collect cheque at Wan Chai Customer Service Centre in person
(INREZEBALHESNEE  MEEFAABMKRTHRENRE @ BN EAUZERALZN  UHREFEATESHERN G
REANTEFIRISTOUWEIZE - Ifthe Policyholder purchased the policy online, and has not completed the identity verification, the claim payment
will be made by cheque. The Policyholder should collect the cheque at our Customer Service Centre by presenting the identity document.)

O ssE=2rE A3 TR SR /04SEE Pick up cheque at Wan Chai Customer Service Centre by authorized person

REALEE AN B REANB R FIRHEIRS
Name of authorized person Contact no. of authorized person I.D. no. of authorized person

2R E RN ML Mail to correspondence address registered in our Company
#£4RBR P T ABEIE Deliver via Insurance Intermediary

RBRRITHITEI (FBIEEIRTTH17T) Collect cheque at branch in person (Please state the branch)

Oo0oa0

#R47 247 Branch

3 Hfth OTHERS

E] EFECZ{RE FUND TRANSFER TO POLICY
BEARB—ERAB NENZRE - BEERERDE - IBNRERCSSHFEFRERE - Onlyapplicable to inforce policy under the same payee,
please specify the policy no.. The Premium Levy has been included into the Premium Payment.

[0 &%= / EEE UNCROSSED CHEQUE / DEMAND DRAFT
BJH https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim & 4% BlI<EEN 5 T EB3E %< 1 - Please download “Special
Payment Arrangement Request Form” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim

F. RIEPTFRXHBE CLAIM DOCUMENT CHECKLIST

v EA# Basic Documents ; @ FiANSZ# Additional Documents

R/ MRE R IRE/(SIEREE
Waiver of premium / payor benefit/
disability benefit claim

RIEFFBXH(XHHRBERUREFATNEF RIS D OHIE)

Claim Document (Documents can be certified at our Company’s Customer Service Centres)

HE MEZIHE 2 AREBERE—EBD Part | of this form completed and signed by your good self v

HEZBtER /RERFRE_EMHEZEEIRESZ Claim Form Part Il - Attending Physician’s Statement to be
completed by the attending physician

B8/ X ¢/ BSIRHE WHRIR OEE HERIERE RS (UEAE) Laboratory/ X-ray / CT Scan / MRI/
E.C.G. / other Pathological Reports (if applicable)

FH 3 72 0 B 88 K AR R F5 BB = Sick Leave Certificate issued by your attending physician.

&£ 85 1 7 /R {ER 7% BB (= (W03 F3) Employer confirmation letter for sick leave period, if applicable

MREZHLTRIEAFEZRE ZEIANRBAREE R Original Death Certificate or certified true copy for
thePayor. (for Payor Benefit only)

e o0 | X

BEEFHZE ZBIA(RBERARHRE 248 Letter of Administration / Grant of Probate (Certified True Copy)
(for Payor Benefit only)

HEPRAER Z BFHFEARRE Self-Certification Form for Common Reporting Standard (CRS)

LRBE/BRIMNRS/OMEAE Police Report / Traffic Accident Report / Police Statement

EEREEEBIPEFRBE A t) Certificate of Employees’ Compensation Assessment (Form 5 or 7)

L|lo®|l® | 06| O

O0000 0000 0o

SIRANERNREANSDBIASHZEIEZA D of Insured/ Payor/ Claimant (Certified True Copy)
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G. B AEULEEERR PERSONAL INFORMATION COLLECTION STATEMENT

AANEMEICEHBERBR "HEASRE (85 ) ROBRAT ., WREBAENER - BEASMRANWERAERER - o)
https://www.chinalife.com.hk/zh-hk/privacy-policy/personal-information-collection-statement-clio ™ &2 a1 o0 B A SR ( 5850 ) RHBPRASTIREN - 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 https://www.chinalife.com.hk/zh-hk/privacy-policy/personal-information-collection-statement-clio or is made available upon request.

H. UWZERE A SPE{REZ EIZE COLLECTION OF PREMIUM LEVY ON INDIVIDUAL LIFE INSURANCE POLICIES

RNHMEEWT  EATMRBEEERERLEROBURESFSEAMGENBVRERN "REHE , (TH "HE, ) AW
HHNHEREZHELITZE - RREEERTYLREBHERKA  SERNXNRIEARSEEADHEFENRERAAEBN IRLE
HEHWIIN - BREWEEENFE  BRBERBASZS(BINKRNBIRASIMAE https://www.chinalife.com.hk/zh-hk/customer-service/useful-
information/premium-levy ° I/We hereby notified that: China Life Insurance (Overseas) Company Limited, as an authorized insurer, is statutorily required to collect
Premium Levy (“Levy”) from policyholder on behalf of the Insurance Authority ("IA") and report to IA. IA may take legal proceedings against policyholder in respect
of any outstanding Levy as civil debt and may impose pecuniary penalty. For details of the collection of Levy, please refer to the website at
https://lwww.chinalife.com.hk/customer-service/useful-information/premium-levy.

|. E2AAK #% 4 DECLARATION AND AUTHORIZATION

5 ¥ Authorization

KNEM  RRAMREFBAREBA - ARTNEMERREZRERA (HMF ) EUEE (1) £OUEE - EMmE - 8Bkt 27 &
RNT] -~ IR1T - BUTHLE ~ BUTEEPT - SUN D sERIBNE AT MARANEMIEARMEZZRAZLCH - REERNE S - A8
PAL - HURZEEREH - BRERBERGTEASRE (85 ) ROBRAT (UTEHE "E828.),; 2 EQATNEUEBEEZER
BB EME S LN - IMAREPBERNFMIERRNEZZRAETRZZEEI G - FRERZRNEPIBRREZ
RRAZBERR  WEEBHAIA/IRMAZEAAREZAEANRY - EEESENFHNABEREEFENT - IWe, the
Insured/Policyholder/Claimant, represent me/ us/ the Insured under 18 years old (if any) HEREBY AUTHORIZE (1) any employer, registered medical practitioner,
hospital, clinic, insurance company, bank, government institution, government department, or other organization, institution or person that may be aware of or has
any records, knowledge or information of me/us/ the Insured under 18 years old to disclose, release and transfer such information to China Life Insurance (Overseas)
Co. Ltd (“the Company”); (2) the Company or any of its designated medical / para-medical examiners or laboratories to perform the necessary medical assessment
and tests to evaluate the health status of myself/ ourselves/ the Insured under 18 years old in relation to this claim application. This authorization shall bind the
successors and assignees of me/us. A photocopy of this authorization shall be as valid as the original.

AR Declaration

ANEM  SRANREFBEANREA - ZELBREER() F—FAREENMAEE - MReaANEMRFRE - mAAREM
FRHIFR{S - RSB EZ 2T EEREN , AA/REMBEMERNTO-IEEEEE  AAHKMIERESEEARPHFRLHRA ; QRN
P AR 2R - BREARPFER LERS N REE QS BRMAS - ERTAREZELNR - BHEBA T AERGAED
KBBERFABENER - AT BRI AEEZREBARESRFE ; (3) MANHMRUNENBEUABEREHERZE - EASHE
ERARERBERAEREANEMROECACHEEZEEE - (4) AANRMAREREEAETHTEARNEMRER ZENRER  REHA
SRR BT AIEL - RETEEITE I We, the Insured/Policyholder/Claimant HEREBY DECLARE and AGREE that (1) all the foregoing statements
and answers to all questions whether or not written by my/our own hand are to the best of my/our knowledge and belief complete and true; I/We also understand
that in the event of doubt as to whether a fact is material, it should be disclosed here. (2) The Company is not bound by any statement which I/ we may have made
to any person unless it is written or printed here and is presented and approved by the Company. If any relevant persons fail to provide any information requested in
this claim form, it may result in the Company’s inability to process and deal with this claim; (3) I/We understand that if any information given is untrue and/or has
been withheld, the Company reserves the right to decline my claim application and/or request a refund of any claim amount paid. (4) I/We agree to indemnify the
Company against any loss, claim and action resulting from any false, misleading or incomplete information provided by me/us.

J. BEFRREZBRIE _L3EE) SIGNATURE (Please DO NOT sign on BLANK form)

ZRA REFAAN | REA BA
Insured Policyholder / Claimant* Witness

%5 Z Signature

2 Name

B {38/ BEEH 1.D. Card / Passport No.

F Year | H Month H Day IF Year | B Month H Day £F Year | H Month H Day

B #A Date

*REANERFEARRER G

*Relationship with Insured/ Payor Benefit
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