First Policy No.:

Y F I_ I fe % @1% Kﬁ F— RIS -

Second Policy No.:
BT IREARSE ¢

LIFE CLAIM APPLICATION FORM A SE{REZEMEHLEE (C03)

Name of Insured (“the Deceased”) : 1.D. Card No. :
ZIRALER(TEE") B85t

Important Note:

The issue of this form is in no way constitute an admission of liability or waiver of any right by YF Life Insurance International Ltd.(“the Company”) under the policy. All the following
questions must be fully answered, and further information may be required if necessary.

FHILHRFEF IR TS B RREIEA PR AT (AN ") EAR R IG EE E BB R R A RER] » THI& RIELN RS - A RN - RAF R ZRHARE -

In the event of the claim involving any payment to be made by the Company, the Claimant must provide valid documentation proofs (such as identity document and address proof) to the
satisfaction of the Company for the Company to conduct due diligence pursuant to the Anti-Money Laundering and Counter-Terrorist Financing (Financial Institutions) Ordinance, Cap.615.
BEERE (] R T R AN B e AR ATROE - RIE AR R S AN B K 2 ARG S (G0 B 558 B Rt IR ) - SBA A EIREIZIRN TR S FE S H
SECRRIRRE) RG], 56 615 TRTHUEITH FERmRESE -

Death Benefit will not be payable for policy(ies) in which the Continuation of Policy Benefit Option (if any) is in force at the Insured’s death. . Please refer to the terms and conditions of the
Continuation of Policy Benefit Arrangement for details. To exercise the Option, please submit the required documents according to our prevailing administrative rules for our handling.

A2 RN G AGRE 2 (R B 25 ME SRR £ (A1) R A28 » AN BN GRZ AR A S BT S (A CRELY B iU ORIE © 360555 2B (RELFIRR R ZEHEAU RN - AR ZS - S5IE
AR AFERATERAIPT RS T AR AR -

1a. Date of death : la.
JECHEA / /
MM H DD H CCYY 4
1b. Place of death : 1b.
FELHEG
1c. Cause of death : 1lc.
FECHA
1d. Signs and symptoms : 1d.
TREURIR
1le. When did the symptoms first appear? le.
[BLE=BAGRET R EN

1f. 'l:\ll'lamDe and agdress of the attending doctor who lastly treated 1f.  Consultation Date 3234 HH]  Name of Doctor B&4:#:44 Address of Doctor & 4= fittfil-
e pDeceased :

Wik IasL B B L Rtttk

2a. Occupation of the Deceased at the date of death : 2a.
SEH AR

2b. Name and address of the employer of the Deceased. If the 2b.
Deceased was self-employed, what is the name and address
of the company?

FEH LA R E AR - WA R - SRt s 2 AT A

el
2c. The last date of work of the Deceased : 2c.

Y S / /

MM A DDH CCYY 4

3. Was a death inquest or post-mortem examination held? 3. O wNo et

B AT SER B REGE R 5 ‘

D Yes F=1
Details 3%

4. Has the death of the Deceased been reported to police? If 4. D No et
YES, what is the police reference number and the name of the =

&

police station. |

BERIEILC S W W - F SRR RS Yes  H#E  PoliceStation:  FileNo.:
EA WEEELE TEZERS
5. Name and address of all doctors and hospitals which the 5. Date Name and Address Reason of treatment
Deceased had received treatment, the date and reason of HEA 2 R sk JERRIR R
treatment.
WE2IaEILE Z FRIA R AL - BhenyM S stk - DAROERRY HHEA K
JREA

6. Was the Deceased also insured by other insurance 6. [ No et
companies? If YES, please give details.

FERRE TR MR AT? 02 SR O ves #

Name of company /% 5] %7 Effective date (BS54 HHH Sum Insured {RZH
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Claimant’s Information ZE{H A\ &t}

English Name T I TE# Chinese Name T TE# ID Card No. G {7eaoRhs Nationality BdZ&
Permanent Home Address [&] & {3-HE: Occupation TaE Contact Phone No. WG48 ham

Individual Tax Residency of Claimant Z{& A W{E A& RS 52

Note:

(1)
()
(3)

(4)

(5)

(6)

)

All parts in this section must be completed (unless not applicable or otherwise specified). If space provided is insufficient, please continue on Form G03.

IR IR A B E AEER (BRI AARE) « A2 R » MRS Go3 NTERK °

Taxpayer Identification Number or its functional equivalent is abbreviated as “TIN”.

M5 amaRE A 5 5 DhRERTER HrRaR L N R Ry T ROBSERaR ] -

If the Claimant is a tax resident of Hong Kong, the “TIN” is the Hong Kong ID number. If this number is stated on the claim form or shown in the submitted Hong Kong ID
copy, there is no need to repeat it below.

MEBNBHEERBER - H TRBRIR Y F S DRSS > SRS CHEE N R E RS SNEENE A B &ES R A A » RILUT ek H A
";‘_33 o

If the Claimant is a tax resident of Macau and no Macau ID number can be provided, please provide the “TIN”; otherwise, the “TIN” is the same as the Macau ID number
stated on the claim form or shown in the submitted Macau ID copy, there is no need to repeat it below.

MR EMEE)E RMDZ AR S 589505 - DUT AR E TRBERSR S 3% TRUSSRIR ) &R EE SRR E RS B NEEI K E 22 [mry7R e
S SERIANI B sRasAENE - DU EE R -

If the Claimant is a U.S. tax resident, please submit relevant U.S. tax status form(s). For details and downloading of the required form(s), please visit U.S. IRS website:
http://www.irs.gov/.

MR EBBSE R - R ERRI RS RS - 55275 S EIRM4EH http://www.irs.gov/ DVRIEEE K T BAHRRFL S 2245

If the Claimant has any questions regarding his,” her tax residency or related information, please seek independent professional advice from legal or tax expert(s) or visit
the website of the Hong Kong Inland Revenue Department,”Macau Government for details.

MR NEAFRBSE R 5 SRR A (R B - 55 AR B R SR B B R R S F RS BV 4 H LURHGEE -

In the event that you make a statement in this application that is misleading, false or incorrect about tax residency or related information, you may not comply with the
relevant taxation law(s) or regulation(s) and shall bear any legal liability(ies) arising therefrom.

P T2 A B et A A8 B B 4 B B ) RIS » S0/ L BV ~ R (s IE BRI » [T O R A B 8 S 7 BRSO 5 (R B K Ay B S T 5 A A B
HYARRE -

Please complete the following table indicating the jurisdiction of residence (including Hong Kong/Macau) where the Claimant is a resident for tax purposes together with the Claimant’s
TIN for each jurisdiction indicated. Please indicate all jurisdictions of residence.
*iiﬁci%Fﬁffﬁ > AR B EAEEE - SRR E ARG EER (RS BMEN) REZEY DAEEEES AL TRSGER) - #Y Ui E " s
EEEE
Please note that if the Claimant has any indicia of the jurisdiction(s) of residence (e.g. nationality, place of birth, residential/mailing/business address, contact number) in claim form(s),
must declare the jurisdiction(s) of residence.
FEEMRRE NN RFEEA EOE G DAL (B0 - BIFE ~ KRR ~ (52 50 B Atbh: ~ BRteEsE%) > BRRtE e AEERE -
Please provide TIN for each Jurisdiction of Residence. If a TIN is unavailable, please provide the appropriate reason:
Sty — B EDAE RGN TTIRsMmIR ) SCRREERAL TRUS4RTE ) Wia SRR -
Reason A - The jurisdiction where the Claimant is a resident for tax purposes does not issue TINs to its residents.
Reason B - The Claimant is unable to obtain a TIN. Please explain why the Claimant is unable to obtain a TIN if you have selected this reason.
Reason C - TIN is not required. Select this reason only if the authorities of the jurisdiction of residence do not require the TIN to be disclosed.
B A- REAWEYEVEEEEIIA M EERED TRFmER) -
B B- RIE ARG [RIFEmIR) o (ISEHUE—PH » MEARRERE N ARERUS THRIGSEmR ) HI o
M - RIEAGARM TRBER) o BEEDATEEN EERMATEREANE TRBER) -
Please tick v the appropriate box. If the Claimant is not a tax resident of the jurisdiction, please tick“NO”and provide reason.

JAREE TPV S » fE R AR SRR R AR B - SRR TR MRS & A -

Jurisdiction Confirmed Enter Reason A, Bor C Explain why the Claimant is
. to be tax . if no TIN is available unable to obtain a TIN if Reason
of Residence . Pl de TIN :
R R L resident? e?;;%%tgj WA TR B has been selected
iglﬁ L R SR1 WUEUSHEEM A~ | AIEERCEH B RAFRERHEA
fl R B C RREHU(S MDA A
o The Claimant is not required to file a
tax return Z AT BRI
= Unless the TIN is stated above, it is the same as Hong Kong ID number of the Claimant 0 Other reason HAFA :
0 e stated in claim form(s) or shown in the submitted Hong Kong ID copy of the Claimant.
Hong Kong HNGEHIET » Mt TRUZSARSRE ) PRI AT H I PSRl
it Il A Y B (3 SR A 5]
If no, please provide reason for not being a Tax Resident %175 » FRIERSE R IFA
o The number of days | lived there was less than the minimum requirement for becoming a tax resident*
o & P NFRIE LR H O HA RS R P E St b 2ok H WUk D>
o Other reason H:AJF[A
o0 The Claimant is not required to file a
o & Unless the TIN is stated above, it is the same as Macau ID number of the Claimant stated in tz:‘x return ﬁf@\;%ﬂﬂﬂﬁﬁlﬁ
claim form(s) or shown in the submitted Macau ID copy of the Claimant. o Other reason ZALJRIAL -
WIAESEES » I CRUPSARTR ) BB AR AR s o A sl 1 22 [m A £ ) 6
"{';fggju HIA P G (SRR )
R

If no, please provide reason for not being a Tax Resident #[175 » S54@{itIERR 15/ B9 A
O The number of days | lived there was less than the minimum requirement for becoming a tax resident*

o7 AN (Lt H B RS R P 1 5D BK H SRy /D>

o Other reason HAMFIA

o0 The Claimant is not required to file a
- tax return Z AT EHIHRIE
0 Other reason HAMFIA :
If no, please provide reason for not being a Tax Resident #17 » &4 H ik ERTBSE B IA
O The number of days | lived there was less than the minimum requirement for becoming a tax resident*
o & AN FE LTSI H e RS BT RE 2609 i/ R H ks b+

o Other reason HAMJFEA

eI

Signature of Claimant

C03 - 04/2020- P.2 of 4




Declaration and Agreement &

NT
I/We understand and agree my/our personal information (including a record of my/our image or voice by whatever means and my/our health information)
collected by or held by YF Life Insurance International Ltd(“the Company”) may be used for the purfoses of: (1) approving, evaluating or processing my/our
insurance application/policy service request; (2) administering, maintaining or reinsuring my/our policies; (3) adjudicating my/our claims, or conducting any
investigation or analysis of my/our claims; (4) data matching; (5) investigation or prevention of crime; or (6) fulfilling legal or regulatory requirements. I/We
understand and agree that failure to provide any information requested by the Company may result in the Company not being able to process my/our insurance
application/policy service request.

I/We understand and agree my/our personal information collected by or held by the Company may be transferred or disclosed by the Company to any of the
following persons (whether within or outside Hong Kong) for the purposes as specified above or to governmental/regulatory bodies (whether within or outside
Hong Kong) for them to carry out their governmental/regulatory functions: (1) = YF Life group companies and their associated/affiliated companies; (2) financial
institutions, insurance companies, intermediaries and reinsurers; (3) claims investigation companies or any companies/persons necessary for claims
assessment/investigation; (é(l} industry associations/federations and their members; (5(} governmental/regulatory bodies and law enforcement agencies; (6) crime
prevention organisations and their members/participants; and (7) service providers and selected persons which are under a duty of confidentiality to the Company.

I/We understand that |/we have the right to access to, and to correct, any of my/our personal information held by the Company by wri_tinl_% to the Personal Data
Protection Officer of the Company. (Address : 27/F, YF Life Tower, 33 Lockhart Road, Wan Chai, Hong Kong (applicable to policies issued in Hong Kong) or Avenida
Doutor Mario Soares No. 320, Finance and IT Center of Macau, 8 Andar A, Macau (applicable to policies issued in Macau)). The Company may charge a reasonable
fee for the processing of such request.

DECLARATION

e, being the ultimate beneficial owner of the proceeds, the undersigned, hereby declare that all information deposed hereinabove, whether they are written
b\/Nme/us or not, is true and complete to the best of m¥/our knowledge and belief and I/we have not withheld any material information connected with this claim.
I/We also have read and understood the Personal Information Collection Statement stated above. I/We provide the information herein on a voluntary basis.
However, |/we understand that failure to provide information as per the Company’s request may result in the Company being unable to process with this claim.

Y
This claim form and all other documents submitted to the Company for this claim shat1l be the property of the Company, and will be non-returnable under all
circumstances.

If there is any subsequent change to the information provided, I/we undertake to notify the Company as soon as possible.

I/ We hereby agree and authorize the Company, according to the Insurance (Levy) Regulation, to deduct (%) corresponding levy on unpaid premium (if any); and
(2) outstanding levy of the policy(ies) (if any) from the claim payment of the policy(ies) payable to me/ us. The levy will be remitted to the Insurance Authority by
the Company‘%AppIicabIe to policy issued in Hong Kong)

ACKNOWLEDGEMENT AND AGREEMENT RELATING TO REPORTING AND WITHHOLDING OBLIGATIONS UNDER APPLICABLE REQUIREMENTS

1/We acknowledﬁe that the Company may be obliged to comply with any applicable (local or overseas) requirements of whatever nature prescribed by any (local
or overseas) authorities (regulatory, self-regulatory or otherwise) (the “Authorities” and each an “Authority”); and/or any (present or future) commitments or
agreements with any Authority; and as amended from time to time (the “Applicable Requirements”) including but not limited to the implementation of the U.S.
Foreign Account Tax Compliance Act pursuant to the intergovernmental agreement between Hong Kong/ Macau (where applicable) and the U.S. and the
implementation of the Common Reporting Standard issued by the Organisation for Economic Co-operation and Development pursuant to the Hong Kong Inland
Revenue (Amendment) (No. 3) Ordinance 2016/ Macau laws and regulations (where applicable).

In this connection, notwithstanding anything contained in this form or any policies or agreements between me/us and the Company, I/we irrevocably agree to
provide the Company with all assistance and/or to waive all applicable (legal, regulatory or otherwise) restrictions as may be necessary to enable the Company to
comply with the Applicable Requirements. In particular (but without limitation), I/we irrevocably agree that:

a) |I/We will provide the Company with further information and/or prescribed documents within such time as may be required by the Company;
The Company may disclose to any Authority (such disclosure may be effected via the Head Office of the Company if applicable) any information about (i) any
policy(ies) which I am/we are entitled to receive any benefit payment; and/or (ii) me/us;

(c) The Company may withhold any payments otherwise payable to me/us (and pay the withheld amounts to the relevant Authorities if required).

The Company shall not be liable for any costs, loss or damages that |/we may incur because of the Company taking any actions for compliance with the Applicable
Requirements. If |/we have any doubt on the impact of the aforesaid on me}/us or my/our legal or tax position, I/we should seek independent professional advice.

This section shall survive any benefit payments.

ERNE et L]

TN/ FAFTHH 9 e o) 2 ol B R A R 8 1) (55 8 =) P USCBE Rd  A A /R AP A BN BDRH LR (E T i 1 8 ~ T e LR I A R B PT AL e
MR THIEE = (1) #4% ~ 5P SREEAS A /3AM 2 2 ORat R/ DR IR EK ¢ (2) A A/Heff 2 PRER B TEL ~ Fe@skirrbamiRss « (3) s
NBARIE > Bt AR N R 2 R AT AT ¢ (4) BORAZH : (5) ENERITILIET ¢ 8k (6) RFE ARG HIER « A /B0 5 R el =
TRt B A EIFTRAE N ER > B B AT AR A A/ HA Z 5 R s sl A A\ /3 2 PREL SR AE AR -

AN /BAMEA 9 e 6 75 85 2 ] BT AE Ry 22 2 bt H By R BN /B A (A S A T B B0 SN B T B T 180 DL SR — )5 (AR fE A B SR NSRS s 88
HH 8 AR T A BN A N AR R EDRY (1) 6 208 O B3 Rl 5 A ) B HLBHIRERAHRR A =] ¢ (2) BRBEA ~ Prba A ] ~ thy sk Rk A E] : (3)
SRR &0 &) PR A A B R I 2 A F] /s L5 (8) 7SR SHBR/ IS Je LR R ¢ (5) BURFBRFISRER EHMFIHOAMENS « (6) MIRIRHB R L e R/2
Bl ¢ e (7) BAEAEIA ORE R RS SR R A A

AN BAMBH B A /B A RE B SE S AT P 55 A BT A T IR A A/ BR8N AR » A A /B T Bl 5 /N SR B Orat 5 (E 12 LA R
R~ WMLAE T2 (M : FEE(FE LA 33 SREUAIRERAIE 27 M (N EEERAVRE) SORMIERR AR 320 SERMIITE o0 8
T A (B YRR A IR ER)) o BEEE EAUEORI - BAE] I REE UL S B E A -

LAl

FNBV RS E I A A » BT T3 EE > SRR Ll g~ — DTk » iR S A /AR FET - A A/ SR R A R Bl (549 5 4
Sl ELAREARERL o AN A /B MRIEEZR (5 AR il SRR (L (T R R o A A /BP0 R s W L2 (A RS SRR © A A/ BfPIE LR (A 9
E o FORAEIRIE 5 0 B BRI AR » KA /BB &S8R A SRR IR - ILREPEE R —VIHAM S A E RS A B A TR EE iR EH 40
Al o R MY A SR -

HEARN BRI ER A SR - A A/ FAMRE R P ERIE A R A B R -

AN /BAME L B B N B CORBRZE(BRIEN RGBT (ST PR N /Bl 2 B BB IR R L (1 ) R OR BRI AHBREE (A ) 5 Ke(2) RV
BEA) - WHEAFIEEEEN 2 ARERER - (EARTEER RE)

SRR R PR, TR EE(EAR R R ik ) .

BN/ B R A HEGEH (AHE0RIN (Frins (R - 1R B - DUNTERG T bR ) ANIRrEAN s (&8 T B Ryl
YK - sREL{T T B R (B Bl R B9 7R S ekt (LU RTRE DasFIEVARSE 1) » EIEER RIS &8/ P (U088 ) B 52 B BORF 3T AL 2 BEBURE
Tlﬁé%fiﬂﬁ CRIMBEFRIEHUEZR) SARIEEE <2016 FRUFIEET)EE 3 SRIRG) /R R G023 BT 6808 & (R B St s 3 tH 2 4
] DR S A A o

[RIE o (5 A PG El T o OB SR T L A /BRI B A 5] 2 [IRTE T Wohad A (EfeT ELA AN ERRRR > AR A /BRAMAS o] J8 el e [B] F 1e 5  B] B it — U7l
K /SRS A 7 FH R (a2 2 ~ DR AR ) - DUl 2 Bl AR BB A RIARUE o 5 B R (B AR L) A A A ol m )3 E] .
(FF) AN BRI 555 B BESR A IR P 1] 85 S B — 2D B R/l e S )

(&) B e o i (o] S B 45 B L 5 488 o LA 55 4 W] 4 B EAT ) EE T AR ) A A /35 RSB PRIGEREF RO FE (T OB B /ladin A A /35T

14
() B2 G E] PR 8 52 P A A/ BAPIE R (A2 A7 0 BRI T 1604 o S A S (3% T T 2 )

AT G AN BRAMTAEYE (A0 BT AE DR /A SIERIUE T 1T B AALHE 28 P AR 8 P AR B ~ BROREREE o ANSRA A /B APl b e A2 A /3R
A A /H A B BRI 2 A B B (LR - A A/ BRI = sk T R R AL

A B RAHE A (R ORI RS (R T -

Signature of Claimant
XN

X
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Authorization I &

I/We hereby authorize any individual or organization (including but not limited to the Insured’s employer, registered medical practitioner, hospital, clinic, insurance
company, bank, police, governmental department, public or private institution) that has any record, statement, information of the Insured (whether medical or
otherwise) to release, disclose or transfer all the information to YF Life Insurance International Ltd.(“the Company”) or its representatives for the purposes of assessing
and processing any insurance claim. |/We hereby acknowledge that a photocopy of this authorization shall be as valid as its original. I/We hereby grant my/our
consent to the Company to collect, use and transfer the above information in accordance with the Personal Information Collection Statement.

FN/BAEIZREAE TR Z IR N AL TR ~ i) ~ B (R R DR ER) 2 A Lo (B E AR Z IR AR (EE ~ R4 - B0 ~ 2257 ~ Rk
Ove] ~ SRAT ~ B~ BURFERT ~ e 1) B A ORI R A PR ] (B 2 ) B OB ~ SRR Rl e (L (o BT, B R B R R (L FR A BRI I
o AN /BRI A BN S 2 BIABIEA BARIERT  AN/HMEILERER AT nlie TE A ERHEEE ) AR E I ~ (A RS AU RHA A
(BRI -

Cheque Collection Method 37 ZEXZ {51 /574

O Through the Consultant REIEITEEY

O Collecting by the Claimant(s) ERESRUN I
Signature of Claimant ‘BRI A% & Relationship to the Deceased FAYE# 2 B4
Name & ID No. of Claimant Z{& A1k [ 517 575 Date (MM /DD /ccYy) HI (H / H / %)

Signature of Consultant % &

Name & Code of Consultant R [S#: % K BRI 4R 597 Date (MM /DD /ccyy) HIH (A / H / )

Declaration of Loss of Policy 75 2k {: BEEEHH

I/We hereby declare that the policy numbered (“the Policy”) issued by YF Life Insurance International
Ltd (“the Company”), had been lost and | have tried my / our best to find it but cannot be located.

This declaration is given for the life claim application of the Policy, and in consideration of this application. I/We agree to indemnify the Company for any losses which
may incur on account of payment to me/us or the assignee, if any, who has been assigned to receive all moneys payable under the Policy by virtue of any assignment
of that effect made prior to the date hereof.

BN /BRI B A ORI PR A E] (B8 E]7) S CRE SRR (“GaPREL") DB - AAN/HEME
WhEHEZ IR - HAEE -

ARSI NSRRI MIEL - A A /B0 5 5 R A SRS A I A A /B M BRGE A (P B H IATET 17 AR SO b CARER BRI T A s R
B EARER]) IR 0] BES | B 155 - (RHIARIE -

Signature of Claimant R{E A\ %% Date (MM /DD /ccYy) H#H (H / H / &)
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