Please read the following carefully before you retrieve, print or complete this form.

FEZRE - PIENSERRER - FRA T EFB T

Disclaimer

Any form downloaded/printed via any electronic media provided by Chow Tai Fook Life Insurance Company
Limited (“CTF Life”) (e.g. corporate website, interactive voice response system) is done at your own
discretion and risk. CTF Life is not responsible for any printing error that results from the form download/
printing and any loss or damage howsoever caused as a result of such printing error. In the event that there
is any printing error in the downloaded/printed form, CTF Life may require you to fill in a correct form before
starting to process your application.

For forms download from the Internet (the “Internet Printed Form”), upon completing and signing the Internet
Printed Form, you shall be deemed to have read and understood the contents of the form displayed on
computer screen (the “Displayed Form”) which shall prevail in case there is any inconsistency, contradiction
or difference of whatever kind between the Displayed Form and the Internet Printed Form and have agreed
to all provisions contained therein and to have agreed and undertaken not to raise any objection whatsoever
in connection with any inconsistency, contradiction of difference of whatever kind between the Displayed
Form and the Internet Printed Form.

CTF Life reserves the right to update the forms from time to time as it sees fit and also reserves the right to
accept or reject the form submitted by you.
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Accident Claim Form

ERUNFERFERETERELREFEL TR TIAABAZSREERARAUTEHE BABAR RALBEREREZHREREGRFHETAHR
o

By providing this claim form and subsequently investigating the claim, Chow Tai Fook Life Insurance Company Limited (“CTF Life”) shall not be
held to admit the validity of the claim nor to waive any requirement as provided under the provisions of the policy.

Important Notes: EEHEH:
For the required documents for claim, please scan the QR code.

EREREAE X RS -

Q HXREE QBREE
New Claim Further Claim
REF B Benefit to Claim
Q E5MEE A BB Weekly Indemnity Q=B E AREE Medical Reimbursement

REESEE / fSREEAFE Policy Number / Benefit Name

1 ( ) 2) ( )

3) ( ) 4) ( )

R A REEERRERF - AR ARERIBEIRF
CTF Life will determine the claim sequence if no claim sequence is indicated.
BARBASRERERLEE TR o
CTF Life reserves the right for determining the final claim sequence.

BE AR (REPFSHUT ALIRE)

Contact Method (Claim application will be followed up by below selected person)

AT =3 — Choose 1 only
& Notes:

MAFEERBERILL  ROABUBT I AERERESEABE o

If no Consultant or Broker is selected, we will contact Policy Owner directly via mail.

O RISERHEL FEBUTER

Consultant or Broker (Please fill in the details below)
# £ Name
{RIBEERI S £R4C 495 Consultant or Broker Agent Code
E 559585 Phone Number

QREFEA GEEBUTERY
Policy Owner (Please fill in the details below)

# % Name
EFE9E1E Phone Number

A EENEEREEERMEXS — MR FAL AR IYHE o it A AEEIEIEEE 123 3425 NEO K[E 742 - B35 2866 8898
Please send the completed claim form and supporting documents to our Claim department. Address: 7/F, NEO, 123 Hoi Bun Road, Kwun
Tong, Kowloon. Tel. 2866 8898

By Claim Settlement Arrangement

& Notes:

WREEARAAR  BEREREE (WEERRE) SERARARE BN T -
Default Faster Payment Service will be applied (if registered) if no option is specified.

Q HEEEERIRTS Faster Payment Service

0 X E Cheque(s)

Chow Tai Fook Life Insurance Company Limited
(Incorporated in Bermuda with limited liability)

BAXBEAZSREERAR
(REREHMR L2 ERA)
P.1/6
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F—B-HZRAREE (WREAKM 18 5%, ARKRESEAARE)GEREE 2 HAMEY5)

Part | - To be completed by the Insured (or Policy Owner if insured is under age 18) (Please tick the appropriate box(es))

A. SR ABAESE Personal Particulars of the Insured

1. ZRAHSE 2. B% | BRRARIE 3. FH#e /15
Name of the Insured ID / Passport No. Age / Sex

4. RIFWERFARE 5. EX EWAMETERRIBTE - FAAKETL)
Current occupation and job duties with details Name of the Employer (If the employer is different from the one stated in the

application, please state when it was changed)

6. X bk
Address of Employer

B. BN 4EM Occurrence of Accident

1.a. BSNEEI(RIAIF): 2. a. ESMNNA 342 How did the accident happen?
Date of accident (DD/MM/YY):

b. B/MEENTRERM:

Time of accident: b. EEHRE?
Did you report this case to police? Q& No O 2 Yes
c. BN £ B wE - BN OHESIERREFHA
Place of accident: If yes, please attach a photocopy of witness statement or police report
3. ZEE? 4. ZERE?
Which parts of the body were injured? What was the extent of the injury?

C. 347153 Medical Treatment

1. BRERBH (B/IRIF) 2. BRRNEE /Bt
Date of first treatment of the injury (DD/MM/YY): Name and address of the doctor who first treated the injury:

3. a BERRKRZEMATER?

Was the Insured admitted to hospital due to the above injury? a4 No Q= Yes
b. nF - FHAARRHE B : =] (BIRIFE) = (BIRISF)
If yes, please state the exact confinement period: ~ From (DD/MM/YY) to (DD/MMIYY)

c. Bl MK bt Name & address of hospital:

D.HE&¥$l Other Information

1. ZRARBNEBEEZAE ? Any further treatment required? 2. ZRARELZC EE? Has the Insured recovered yet?
Q& No Q2 Yes Q & No O & Yes
3. &% TYEAH (B/B/4E) Date you last worked (DD/MM/YY): ABRBEERBREINREL TRE?
Does / Did the Insured file a claim for Employee's Compensation
for this accident? O&No Q2R Yes

ASRETHE (NE - HEERRETE) (B/AF): WA - FRERS TRBHN [HEMEEAEE] (RK5) R

Date you returned to work (If no, then give expected date of return) [FHEBEAE ] (RE7)
(DD/IMMIYY): If Yes, please provide the Certificate of Compensation

Assessment (Form 5) and Certificate of Assessment (Form 7)
issued by the Labour Department

5 BARDBKEEZTAYEBEALAR? 6. BT HERHMRE R FIER RN RIBEEE?

Does / Did the Insured attend physiotherapy/occupational therapy Did you submit this insurance claims to other insurance company?
for this accident? Q& No 0= Yes

Q& No Q2 Yes R AT BB Company Name:

e - EREYEREREAERE {RF3ETE Policy number:

If Yes, please provide the physiotherapy/occupational therapy

report ZR{E)XF Claim sequence:

P.2/6
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F. A AE R ER B Personal Information Collection Statement

A BAERESA I RMEHERPAARBASRBARAE (UTEHRB BABAE) 2EAAERHREEY (RBH) &~ A/ RMAEH
LEARELQRARBELBAPFIANEMEWRER / RFE - ERARBWE/Z ZEABALSR (THRELBRLERBIUEM 5TXEET) - AA/
EMAARA [ RALEREREREFTAEL - FAELAKTHELINTZEAZENR | AL /| HMRHEE RBRE - AA 1 RIFHE
AREEAAN | BANEABR TERBEAZRZERMEANE =T, SEEE, REEFREENMYEMEYE WEMER 2 TAREmER
NBEEIETMEHRNEZBRAMANEMEN - RARAHOZBANKHIRATREAABASHRL TH © www.ctflife.com.hk - A&
DNRARE -

| /We confirm that I/we have read and understood Chow Tai Fook Life Insurance Company Limited (“CTF Life”)’'s Personal Information Collection
Statement (“PICS”). I/We declare and agree that any personal data CTF Life may collect and/or hold, use and/or disclose/share with (whether
contained in this form or otherwise obtained) in accordance with the Purposes as set out in the PICS. I/We understand that if I/we do not provide
the required personal data, CTF Life may not be able to perform the Purposes and/or provide products or services to me/us. I/We acknowledge
and agree that my/our personal data may be disclosed/shared with specified parties in the PICS; law enforcement authorities; databases or
registers used by the insurance industry to analyse and check information provided against existing information for any of the Purposes stated
in the PICS. I/We understand the updated version of the PICS is available for download from CTF Life’s website: www.ctflife.com.hk, and will be
made available upon request.

G. B KIZAEZ Declaration and Authorization

HRBRHRE AN/ ZMBPREEACERINRERERFREE  MASURERZSBAREMREBAR / #EEERE -
For reimbursement claim, I/We declare that the payment of the claiming medical expenses have been made to medical service providers, and
such reimbursement claim(s) amount(s) will not be and have not been claimed at other insurers / institutions for duplicated reimbursement.

FATHEMBA LA —DRARBRENFAAER - AN RAFARELBREEZEE - AHREE -

I/We declare that the above statements and answers made by me/us are true and complete to the best of my knowledge.

AN EMEEEALNERETEAEEAARNZRACENET - TAEMEE - &k - 277 - RO - HORBIAL - JUEZEER
REEBARBASRBBERAT c MERARZHRAZTHREEED - WREEDMABY > FEFARZIRAZERARBEZATSZUILRE
EHNR - AERENHNAREREBRERS °

I/We hereby authorize any employer, any registered medical practitioner, hospital, clinic, insurance company or other institution or person, that
has any records or knowledge of me/us or the Insured(s) named to give such information to Chow Tai Fook Life Insurance Company Limited.
This authorization shall bind the successors and assignees of me/the Insured(s) and remain valid notwithstanding the death or incapacity of
mef/the Insured(s). A photocopy of this authorization shall be as valid as the original.

AN BPAABREEMISEERFEND - AXWEREEEMEBRTEFZE - BUARSURERZE
I/We understand that if there is any inconsistency or ambiguity between the English versions and the Chinese versions of this Accident Claim
Form, the English versions should prevail.

REBFEAUSR (KE) BOFE | ERRE
Name of Policy Owner (in block letters): ID / Passport No.:
REFBEAEE HHE (B/BIFE)
Signature of Policy Owner: X Date (DD/MM/YY):
ZRALSE (KE) BOF RS
Name of Insured (in block letters): ID / Passport No.:
ZRABE WRREFAATBRER 18 5%) BE (R/RIF)
Signature of Insured X Date (DD/MM/YY):

(If different with Policy Owner & attained age 18)

REALA (KB BO% | ERNE
Name of Witness (in block letters): ID / Passport No.:
RBAZE RE (R/BIF)
Signature of Witness X Date (DD/MM/YY):

RESEER] / RBREEL | IRE B A#EE Consultant / Broker / Policy Owner’s Remarks

P.3/6

LC005901/2409



x106590007«

MU RTRA

2409

EoBO-PHFAHEHIDELEE

Part Il — To be completed by the Attending Doctor at the claimant’s own expenses

1. a. A E Name of the Patient b. B33 / ¥ ID / Passport No. c. &F# / *£ 5] Age / Sex d. B2 Occupation
2.a. BSBH (B/AIF): e. R & BRI #A
Date of accident (DD/MM/YY): External and visible evidence of
A No A Yes
. a a A i
b. BAMB LI T AR Bruises
Where and how did the accident happen? = a fERR Swelling
u a 25 / #45 / 50 Laceration / abrasion / wound
Q u #48 Contusion
c BTERDAREEZAE (B/IAIE): Q a MAEHM - 55188 Others, please specify

Your first consultation date for this injury (DD/MM/YY):
52H A2 G - EERHEE o If yes, please describe the
location, size and the severity.

diEM@ BTRZZA - MABBREMERRD ?
Did the patient consult any other medical practitioner before
consulting you?
0% No 0 & FiRHESE Rt
Yes, please give the name and address of
the medical practitioner

3. a WMAEBE X XHEMZEMRE ? Had the patient been X-rayed or undergone any diagnostic examination? Q& No QO £ VYes
8 FBETH . Ifyes, please give details below:
®BEBM (B/IAEF) 5l #R
Exam Date (DD/MM/YY) Type Result

0

b. BRERBIMNBHR/ASZERRLIEES ? Was there any bony / ligament injury or degenerative change detected?

4. a. BRAEITEMEE? Was there any treatment administered? QO&No QO£ Yes
£E  BRMFEHE EEAEEHRER -

If yes, please give details, including treatment dates and progress.

o

R EEEREEEMRR - RETFM? Did injury require hospitalization, or surgery? Q&F&No QOLfVYes
£H - FEIRMEES o If yes, please give details

5. a. I AR B2 4 & Patient's occupation and exact nature of occupational duties

b. 5 5IBER AL L 285 THERE D MRS RE(B /A /5) Please state period in which patient is not able to perform some of his job duties
(DDIMM/YY)

c. EBYIBR AT RS E TGN HEER] (B/B/4F) Please state period in which patient is not able to perform all of his job duties
(DDIMM/YY)

d. FIAAESRIBERE - HYE  SERENSERHE (FRERIBAREREERHM)
Specify all physical or mental impairment - impact, severity and duration as a result of this disability (Provide documentation supporting
the degree of disability)

e REZRARRZEE - AAHMBR IR FEZRARBUS 2 TERBE -
According to the Insured's academic qualification, qualified knowledge and training, what duties of the Insured's job is he/she incapable of
performing?

—h

EIRME EE2NTRE(WER)
Provide the prognosis for each of the above (if any)

P.4/6
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6.a B%E2®ABEHA (B/B/E) - Last consultation date (DD/MM/YY):

b. REZERDE  hTtRERER % Recovery at last consultation was estimated to be %.

c. R ZEETEl o What is the future treatment plan?

d. mARBEREERE FA[EFEMEER ? Has the patient reached maximum medical improvement? O% No O£ Yes

7. EREMRREREGIRER ? flM BGOSR BRE  BAZREIEMBER ?

Was there any contributory factor that lengthened the disability period,

e.g. wound infection, diabetes, re-injury and other underlying disease? Q& No Q=2 Yes
#8555l ¢ If yes, please state the details as below:

R B 4] BLERER

Onset date Diagnosis Name of doctor/hospital

8. HftisR B MR

Subsequent consultation dates & details:

R BH (BIBIE) ERE
Consultation date (DD/MM/YY) Progress

9. MARERHEMEBEREREN ?
Was the patient referred by other doctor or hospital? Q& No OR Yes
B2 SiRHENEEN LR REBRMI o If yes, please provide name & address of referral doctor or hospital.

10. IRERENMZWATH BB R 2
Did you refer the patient to other doctor or hospital? Q& No Q=2 Yes
2h SRR g KRkl o If yes, please give name & address of doctor or hospital.

11. K ZELEEFHUTRERZEER ? Was such injury caused by the following factors?
BYes &No

o u BHEE (FER&LB) Self-inflicted injury (How it happened & underlying cause)
Q Q BNE R R 2R Y (EE/EY 28 - MERER/IIRE % X) Drug abuse and Alcohol abuse (Name & dosage of

drug/alcohol, quantity and duration of consumption)

RACMES (3% B B R R2EE15) Degenerative changes (Onset date & consultation details)
BEZEEE (RERRZES) Past injury or illness (Cause and details of consultation)

51895 (34 B HA R SR 22 5$18) Psychiatric condition (date of onset & details of consultation)

u M E M4 % AIDS and/or other sexually transmitted diseases (date of onset & details of consultation)

0O00Oo
000D

BB iEt o If yes, please give details

12. & ¥ Other remarks

RAZNEBRRACHERWBAR LR ZFERZEETRERAE » TEFE LIBFARKRBENERDEAMANEEREE -
| hereby certify that | have personally examined & treated the patient and attended to his illness or injury, and that the information about his
current and past condition as stated above is true to the best of my knowledge and belief.

IHBEMR(EXER) HE (RHE)

Name of Attending Doctor (with qualification) Signature (with chop)
Hht R BFEREE HE (R/B/F)
Address & Phone No. Date (DD/MM/YY)

P.5/6
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BFEREIS (BRIUR) BES CTF Uife

Electronic Certified True Copy BRXEAS
(Medical Receipts) Request Form

(REESRH:

Policy Number:

PIREF#T / ABx / SMEIHA (B/B/SE):
Date of Outpatient Surgery / Hospital Admission / Accident (DD/MM/YY):

BN EPBEERBAREASRERARAAR AP BERFPEER 2 BRBBEUAEHEA B HEFRERIFRGUTHREA 1 (2B —)
I / We hereby request Chow Tai Fook Life Insurance Company Limited to issue Electronic Certified True Copy for the medical receipts submitted
in the captioned date of claim to the following recipient: (Choose 1 only)

Q REQE

Insurer

REBQREH

Insurer Name:

IREESRAS
Policy Number:

Q FA
Self

EEHbLL
Email Address:

o

Phone Number:

A E LW EREH Personal Information Collection Statement

BAIEMABEREA/ BPECHERPABAABASRBERAR CUTEB AAEAER) 2BAAEBRKRERR (ZBH) - BA I HRMAZH
REESEQATTREZEHMRNIMBENKER / HiFE - FAR | FHE /| SEFAEAEE (FTREFRUREIUELLHRES) -
AA I BMPEAERA I KPS BRERGEEREER  GREQASAIREEIATZEEZENR I HRARA / RFPIREERSERE - AA/
RIFEAREEAA | ROGEA DL RS | 1282 HISE=T, YUREE, RRERBEER MY TR EREL 2 M
EMEANBEBESRSEEMELERZBAMANTMEN - XA | AP AZBEANEBRTFREATRAABASHRULTH -
www.ctflife.com.hk » & A[ A& A FEE o

I/We confirm that l/we have read and understood Chow Tai Fook Life Insurance Company Limited (“CTF Life”)’s Personal Information
Collection Statement (“PICS”). I/We declare and agree that any personal data CTF Life may collect and/or hold, use and/or disclose/share
with (whether contained in this form or otherwise obtained) in accordance with the Purposes as set out in the PICS. I/We understand that if
I/we do not provide the required personal data, CTF Life may not be able to perform the Purposes and/or provide products or services to
me/us. I/We acknowledge and agree that my/our personal data may be disclosed/shared with specified parties in the PICS; law enforcement
authorities; databases or registers used by the insurance industry to analyse and check information provided against existing information for
any of the Purposes stated in the PICS. I/We understand the updated version of the PICS is available for download from CTF Life’s website:
www.ctflife.com.hk, and will be made available upon request.

REFAEALSE (KE) B8 | RIS
Name of Policy Owner (in block letters): ID / Passport No.:
REFAEARE RHE (A/R/F)
Signature of Policy Owner: X Date (DD/MM/YY):
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PEARLMBIMES ( “FHH" )
The People’s Republic of China Addendum (this “Addendum”)

REEBAR B DT - AR PIE EEAERHREN/SEA R BB EEREAR S MEENBEREE - WAEREE - HMAH
AT HGCHEE  REMN/SERE (VWEIERR) META o IRENMESEEAN/SREEHFTA - BERPIRAERITE A/
AERHEmERY - M EEHNEFRMAIZAN/ZEE (RIEAME) LA P E HRA o

This Statement may be updated from time to time to reflect changes to our policy with respect to personal data protection and/or changes
to personal data/data privacy laws and regulations. Where there are significant changes, we will notify you and obtain your acceptance of
the changes, consents, and/or opt in (as necessary or applicable). If you do not accept the changes and/or provide your consent, then we
may not be able to perform the Purposes and/or provide goods or services to you. You are advised to check the Application and/or the
Website (as the case may be) for updates to this Statement on a regular basis.

AP EE AT NEGIEARE RIEE) PrEEeER -
Nothing in this Statement shall limit your rights under the PDPO.

INRIERE -
If you are:

(i) ARAFRBEIRHEIEA - B B A i B AR A SRR Ak s i A A KR A SRR R Eh e AR Sk e B U st 38 8 F A ST el Eo At
AEAEARBASERK/SRY K/
an individual located in Mainland China who visits CTF Life’s relevant website(s) or uses relevant mobile application(s) of CTF Life,
or otherwise uses CTF Life’s products and/or services by phone or any other means from Mainland China; and/or

(i) FHEFEAMERK/ZERFHIENEA @ JFERRBASEEEOFRT OREMEEIS AT EBEF RS E M LA
JARBARE R M/EIRT
an individual holding a Mainland China passport and/or resident identity card who visits the service centres or other physical premises
of CTF Life in Hong Kong or otherwise uses CTF Life’s products and/or services by phone or any other means in Hong Kong,

B (1) B RIR A S AL R B A (i) A B LA Kt Bl A8 A BV BUBR R IEEBIVERSN - ARBASFHRE "PEARLMBENE" EEERAE
ANEH - BB BN E - PEAMRIEREE - PEARINMBIRPISRITHEMEGZUIMNIE -

your personal data will be processed by CTF Life in accordance with the “People’s Republic of China Addendum” in addition to the (i) CTF
Life Privacy Policy Statement and (ii) this Statement, as well as the applicable data protection laws and regulations in Mainland China which,
for the current purposes, excludes Hong Kong, the Macau Special Administrative Region of the People’s Republic of China and Taiwan.

R AR FMEHS2 : hitps://www.ctflife.com.hk/tc/disclaimer/prcaddendum
The People’s Republic of China Addendum: https://www.ctflife.com.hk/en/disclaimer/prcaddendum

hEE A REFE K% 2 i4E1 © https://www.ctflife.com.hk/tc/disclaimer/prcaddendum/appendix1
Index 1 to the People’s Republic of China Addendum: https://www.ctflife.com.hk/en/disclaimer/prcaddendum/appendix1

REE A RRFME K 8242 : https://www.ctflife.com.hk/tc/disclaimer/prcaddendum/appendix2
Index 2 to the People’s Republic of China Addendum: https://www.ctflife.com.hk/en/disclaimer/prcaddendum/appendix2

R AR FE M 622 43 : https://iwww.ctflife.com.hk/tc/disclaimer/prcaddendum/appendix3
Index 3 to the People’s Republic of China Addendum: https://www.ctflife.com.hk/en/disclaimer/prcaddendum/appendix3

i A REFE K2 HEA-BREE AR EABAZERBRE : https://www.ctflife.com.hk/tc/disclaimer/prcaddendum/annexA
Annex A to the People’s Republic of China Addendum — Rules on processing minors’ personal data:
https://www.ctflife.com.hk/en/disclaimer/prcaddendum/annexA

B ERREFBAR/IZRA (WER) R/SAKFANXGSEFEZEA (WER) BHERRLRERAABASHTEARLNE
M (7 MEET ) RIMERZBHEA ( CIEAT ) (AER) 2HMAR o

I, as the Policy Owner and/or the Insured (if applicable) and/or the parent or legal guardian of the Minor (if applicable), have read, understood
and agreed to all content contained in the CTF Life’s People’s Republic of China Addendum (“Addendum”) and Annex A to the Addendum
(“Annex A”) (where applicable).

EREFHHA ERA RACE AR E

Policy Owner |  Insured SUETEEA
Parent or legal
gquardian of
the Minor
O O O RARBRE M8 K CMEAT  (ER) BREEARESRKFANBEAGES (B
BFUREAGER) AU - (ERANERE
| consent to the collection, use and processing of my and/or the Minor’s personal data (including sensitive
personal data) in connection with the Purposes set out in the “Addendum” and “Annex A” (if applicable).
u 0 u RARBHRARSARKFANBEAEE (BEHFREAEL) BEREHEAMUIMNDE o
| consent to the transfer of my and/or the Minor’s personal data (including sensitive personal data)
to outside Mainland China.
O u u RARBRAZ=ZFREAAREIRKFANEAGES (BEGFREAER) -
| consent to providing my and/or the Minor’s personal data (including sensitive personal data) to third parties.
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B ERREFRBARSZRA (ER) MEAKRFANXTLETEEA WER) - BREASADE “RE" () AERE M
Ko CMIEAT BEEAAMERRERAE AR/EZRA (EA) R/EARKFA (WEA) HEAESEEEREASS)MHYE - £R KRR
Ko/ak (i) BERAERREFEAR/EZRA (WER) R/EARKFEA (WER) HEARE (@Tﬁ&;ﬁl”ﬁ BAME E)E P B A MR K/ (i)
RE=DRERAERREFEAREIZRA QER) KEARKFA (NER) NEAESEEBERREAES)  bE "EE" SEARE
A#ﬁ%}?‘:ﬁﬁf;ﬁ ARISZRA (WEA) RERREA (WER) ERABASERSRESEAR/IZRANAERTERR/HERERH
&E (4 o

I, as the Policy Owner and/or the Insured (if applicable) and/or the parent or legal guardian of the Minor (if applicable), confirm my respec-
tive consent given above in relation to (i) the collection, use and processing of personal data (including sensitive personal data) of myself
as the Policy Owner and/or the Insured (if applicable) and/or the Minor (if applicable) in connection with the Purposes set out in the “Adden-
dum” and “Annex A” and/or (ii) the transfer of personal data (including sensitive personal data) of myself as the Policy Owner and/or the
Insured (if applicable) and/or the Minor (if applicable) to outside Mainland China and/or (iii) providing personal data (including sensitive
personal data) of myself as the Policy Owner and/or the Insured (if applicable) and/or the Minor (if applicable) to third parties, shall be

Qpllcable to aII existing policies whlch are |n-force and/or waltlng for reinstatement of myself as the Pollcy Owner and/or the

AERAZEBRENORILIFEEITRE o

This Statement shall be governed by, and construed in accordance with, the laws of Hong Kong.

| have read and understood the above Personal Information Collection Statement of CTF Life.

O BRABELREEAEBASHERZRH  FHEDEN LXTEN EAERRERE) -
| consent to receive direct marketing from CTF Life, details of which have been set out in the Personal Information Collection
Statement mentioned above.

0O HKRZBZHUCREAXEBASH@ERARN/HEAXEBASHEHSIERHOERERE  FBEENR Eis (EAERRER
BH) o
| consent to receive direct marketing from CTF Life’s Affiliates and/or from CTF Life’s Marketing Partners, details of which have
been set out in the Personal Information Collection Statement mentioned above.

X
BB AMRERE AGSE (NFFEZRA/ZRA) MEANREFEARE (MIFLEZRAZRA) #ZEHE (B AIF)
Name of the Applicant / Policy Owner Signature of the Applicant / Policy Owner Signed on (DD / MM / YY)
(if other than the Proposed Insured / Insured) (if other than the Proposed Insured / Insured)

X
EZRANZRAMLS (BAMN 185K L) BEZRANZRAREE (BAMN8EA L) HEHE (B AIF)
Name of the Proposed Insured / Insured Signature of the Proposed Insured / Insured Signed on (DD / MM / YY)
(Applicable to age 18 or above) (Applicable to age 18 or above)

X
EZRNZRARXBEAIOETFEEA EZRANZRAXESETEEEARE #ZHE(B/AIHF)
(IAEZRA/ZAR A1BERIAT) (;zu/&ﬂ%/\/xﬂ%msmxﬂ Signed on (DD / MM/ YY)
Name of Proposed Insured / Insured’s parent Signature of Proposed Insured / Insured’s
or legal guardian (if proposed insured / Insured parent or legal guardian (if proposed insured /
aged 18 below) Insured aged 18 below)
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