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Request for Policy Change Form
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¥ st FHEE AL BREAEL
Palicy No. Name of Palicyowner Name of Insured
RIE X G RIEA T RIRLLFT

Agent Code Agent Name Servicing Bank

v - i AFH/RIEE L PartA- Changeof Personal Particulars/Change of Policyowner

O %85«
AT A Policyowner
Insured O] A4 (R * >0 aiE)
Second Insured (for joint life only)
1 v/ t#
" Name
Liigm e RBE L] &k ¥ irayim L h 2L 5 L] #EmRyiem L] 4B ¥ i@ U B Eeesm (] &peyum
P HKID No. Birth Cert. No. Passport No. HKID No. B.R. No. Passport No
2. ldentity
Document No. ( ) ( )
3 24 pip
DaeonBinth Day p Month * Year & Day p Month ? Year #
‘l"_i_,‘_"]/_ﬂ # L L N oA
4, Sex/Others J % Male O Female 1% Male O Female [] =& Company
e TS
5. Relationship to Not Applicable
the Insured PP
6 WETHLM
Ceritzsi FiEmshe iz Home nd 7 3% Mobile v 3 Office iz Home d 7 3 Mobile v 3 Office
AMEF Grgg?)
7. New Signature
(if applicable)
8 WRF H
* Mailing Address
He
S Others

v - {:xi%HE P % PartB-Changeof Policy Details

1 L [] &% Annually [] £ &3 Semi-Annually [] # %* Quarterly* []* % (% p # # &) Monthly (By Autopay)
Payment Mode

[] #x%+te ¥ Direct Billing

N>

2 If;: r:’:rf]f Method | L) # ¥ ** (454 4 E) Credit Card* (By Autopay) (] &7 # ¢ (igf # &) Bank Account (By Autopay)
43 F- #® v Authorization Form must be signed and returned
e AR A SR A N RE R E L o Y SRR S LM 2 284 If Payer is not the Insured or Policyowner, pledselare the relationship and attach I.D. copy
5 BB 0o 2 [ 16" s ] 20"
* Autopay Day*
£ % g 4 f iRkt 3] (for Citypack Outpatient Plan only)
g FERE J # = HKD [J #= USD
. . "
POIICy CUETLS) 9w i A2 5% 1 16502 75§ * Please return original policy and administrativarge of HKD150.00 is required
; : . B A MR . .
RVES RS EEE/PEE R | Ew ;e”f;'.onsf.' o | T (5 100%)
Name HKID/Passport/B.R. No. Age ' P Percentage (Total 1009
the Insured
£5 TR
5. Benédficiary
Information

05 % 4 12 X F A 35 p #5esd All previously named beneficiaries will be autoivally revoked
i 4 w4 4 324 fe Unless otherwise specified, multiple beneficiasigis share the proceeds evenly
dettp AR AR HREE P REP 2 Eal A i Ak a2 { R F If no direct relationship to the Insured, pleasevigle 1.D. copy, mailing address and changingaesas

*2 i R Fipd A &5 Not applicableto Investment-Linked Products

POS-F001 (10/2008)
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6. Release of
Assignment

ZELE L d2xp (P2 I1E)
Signature of Assignee Effective Date (dd/mml/yyyy)
Ao A RS EF 0 TEAF R L RPN R SRR 0 T et p A ok
The assignment benefit of this policy will be abaned if assignee signs here and it will be effectim the date indicated above
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oA AAFR LA B AREEG LD ? i fe??ﬁi FAOP ) RhFAAMIAPYTE R FFRER AT IR

E% SRR e AA NP AE pdop SF YL ARE Lgaﬁ ?Jﬁ NP o RA N AR EAIEYTE L B L

S ”5 >E fil,«’a o

AA AP B R E RS AR (‘%?L;;ﬁ’\%?‘i? FIEF) TREFAMPAT BB AR ﬁ"l’?l;rﬂ‘%"‘

I/We hereby declare that the original copy of thexee-mentioned policy has been lost thus request fuplicated copy which

EHRE (] | will by law replace the lost policy. In considematitherefore, I/We hereby undertake and agreedenimify and hold harmless

Re-issue Policy HONG KONG LIFE INSURANCE LIMITED (“the Company”) adnst all losses, claims and demands which mayifiered by

or made against the Company in consequence ofdh®ény acceding to my/our request. I/We furtherenrzdke in the event of

the said lost policy ever being discovered to retuto the Company. I/We make this solemn dediamatonscientiously believing

the same to be true and by virtue of the Oath<Dmudarations Ordinance.

I/We certify that the above-mentioned policy is notv assigned (except as indicated below by theasige of the assignee) , if

any, and that no proceedings in bankruptcy or iresaly have been instituted or are pending agaipstisn

S € = 1502 75y *  Administrative charge of HKD150.00 is required
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8 Other Instructions

fdn - I A%@E Part C-Term Conversion

O =8 &4 Term Plan Flep4R w3 [] # = HKD s
&? f’v"l ) (] & %4+ imH  Term Rider Remaining Sum Insured [] # = USD
Existing Policy o 2 A ARV R I RE D A 5 frf AT Y g A T ATE
Please return original policy and any unearned premium wilidmsferred to the new policy if full conversion of the Téthan is selected
H A A3
Policy No. Basic Plan
i wHp FEIR [] #& =~ HKD $
New Policy Policy Date Sum Insured [] %~ USD

4 derE 2§ ¥ % §  Please settle the initial premium required
AeBf AR FE B E AT R AT A 2 AT RY FF Please complete Needs Analysis Form and new Applicatian Fancreasing Sum Insured
dodEt PGP NN ALY L R TERd [ B 2 H 3 ES | “DDA/ CCPA Form” is required if monthly mode or autopay dopted
#-p 13248 Declaration and Authorization

hRE N (f‘§).vsm s kA /ﬂir'i,%{m BERRRFANT AR (D) F AP RERGERA TR AEG Eied AL/APREG AL/ A PR
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2 MEISPRIE S RSRTERERN H G M AT AP A EA L e R L2 ik - SEWELN LE-E e FHE/ A LEL () AL /APG EE S ?i?#»’y?\*s‘h 'i’ﬁiﬁﬁ 3
74 S MAL /éhr'm;wz}ns*w/;w- BEAF PRI (2 FRETELET ﬂf(ﬁ&’*’?i}npk/r'ijﬁ’w DA A A/ Jmfs!*‘ﬁ@ii\i
FoRERAS AP R FRARAY S 38 ] PTHEY T e e g AP T B FATG RpAREAAT LR S e

AA/ANPA I (1) ER A ~F4 S FR B imgad ,y(ﬁ-rmr“ Hi ﬁsﬁg\l/\iv L‘-i{éé%@h@éﬁ* A/ R A TR (7,@{?}%%ﬂw ;-1») ijT'ré«'g‘ SR NH A N
BN E T LT AR A )ﬁ‘ﬁﬂrsLnR—ﬁﬁ.*qu’?* F (2)%";'11??&4@2{1 HEAR A Hr W ikﬂk“;ﬁ"if'v;;ﬁ-ﬁﬁ.*»:fﬂ“’;‘*ﬁf***4/‘\ RCACEL - ?E“)Llc Bl

WIFP AL /AP GEER T R A A /A e 4 ) Li;fgﬂ»rsi‘f.:" vmﬂk&/é\:irﬂi.’s‘&vli*iiiikffg CEER GK o ARET 2B AE D K355 R E s o

Under the Personal Data (Privacy) Ordinance, |/\&fely declare, understand and agree that: (1) Arsopal information provided by me/us whether iegato me/us or other persons named herein (wheth@rined
herein or otherwise obtained) is collected or tgldhe Company to enable the Company to carry surance business and may be stored, used, disctetesised and transferred (whether within or datslong Kong)
by the Company to any individuals/organization®aisged with the Company or any selected parthasCompany may consider necessary (including amra@ompany carrying on insurance or reinsuranieéec
business or any intermediary or claims investigatasther service provider providing services ralevo insurance business or professional advisgowernment authority or any association or fetieneof insurance
companies) for the purpose of processing this egfidin or any other application for insurance paficial related product/service and providing agming services related to such application, claiotessing or any
analysis of it, statistical or actuarial reseadifect marketing and data matching, and commuminatiith me/us or any relevant organization/persotha Company may consider necessary;

(2) I/We have the right to check whether the Corgplamids data about me/us and the right of accessidb data and require the Company to correct atgy élating to me/us which are inaccurate. I/Vée &lave the|
right to ascertain the Company’s policies and prastin relation to data and to be kept informethefkind of data held by the Company. Such reqeesstoe made in writing and addressed to the Date&ion Officer
of the Company; (3) The Company has the right axgh a reasonable fee for the processing of aryataess request.

I/We hereby authorize: (1) any employer, doctorsgiil, clinic, insurance company, government efftr any organization or person who has or mayatiterehave any record, knowledge or informatiomu/us
(whether medical or otherwise) to disclose, releaseansfer to the Company or its representatiseh secord, knowledge or information pertinenthis gpplication and any reinstatement or claimirsgisherefrom; (2)
the Company or any of its appointed medical/paracatéxaminers or laboratories to perform the nemgsmedical assessment and tests to evaluatedlté Istatus of me/us in relation to this applmator insurance
and any reinstatement or claim arising therefrohis Buthorization shall bind the successors andresss of me/us and remain valid notwithstandingthlier incapacity. A photocopy of this authorizat&hall be valid
as the original.

A FARE X BT (R 1) TR
Signature of Insured Signature of Policyowner (If other than Insured) Signature of Second Insured
Ak
Hong Kong
%% LT CRENES) EECRVEE R ZRATHHELEZA(IrF)EF
Signature Place Date (dd/mm/yyyy) Signature of Agent/Witness Signature of Assignee/Irrevocable Beneficiary (ifg,
& |

_ * hd EEAESREERADE Hong Kong Life Insurance Limited
- EBERKEF1835EFEKE154 15/F Cosco Tower, 183 Queen's Road Central, Hong Kong

#811t Website : www.hklife.com.hk Il EEB E-Mail : info@ hklife.com.hk Il Z&8%44R Hotline : 2290 2888 Ml {8 K Fox : 2530 5682



