RKF FAZERBRHFPR>FT
THE PACIFIC LIFE ASSURANCE CO.,LTD.

THE PACIFIC GROUP (INCORPORATED IN HONG KONG IN 1960)

DREAD DISEASE CLAIM FORM

%%ﬁﬁﬁ%{g EE E% < Agent / Broker Name {CHE A/ X4 447%
PART I - CLAIMANT STATEMENT Agent / Broker Code YA / (R4C4R5E

Enclosure [ff{4:
[ ] Receipts Wi#E [ ] Sick Leave Certificate JE 4% [ | Discharge Note H[58HHZ [ ] Report (please specify)i#ids (&55EHH )

A) Information of Policy and Claimant {RE &8 N &R

1. Policy No. {REE4R5E 2. Name of Insured “Z{ A k44 3. HKID Card No. / Passport No. 4. Sex MR
TGl [ LIRSS

5. Date of Birth 4= HHf 6. Place of Birth 4=t ®BE 7. Occupation J§z%

8. Nationality [S%E 9. Citizenship (If other than Hong Kong SAR and U.S. citizenship, please specify.

If more than one citizenship, please provide details.)

SRS (ﬁﬂiEE}%T«%’AE AW ER BB R AR - A0 H—(E
NRE > FEEHEE - )

[] Hong Kong SAR citizenship FHEFHITTEIE A RS0
[] U.S. citizenship (including “Green Card” holder)

EEARE (B T4 FEEA)
[] Other than Hong Kong SAR and U.S. citizenship HAWHIIE RS

10. Tax residence' (If more than one tax residence, please provide details.) 11. Are you subject to U.S. income tax on a basis other than that applicable to a
FITSHIE | (M —(ERR S - SR At eaToR - ) non-resident for any other reason?? If “Yes”, please provide details.

TERIEEBITER - BN 2O R EGEREAR 2240 T2, - sHIRIrE
-
[] No &
] Yes &

12. U.S. Taxpayer Identification Number (TIN No.) (If applicable) 13. Foreign Taxpayer Identification Number (other than Hong Kong SAR and U.S.,

RGN A SR RISERE () please specify.) (If applicable)
TSNS NSRS (BREER TR KRB - SEat B R B A )
CEEM)

Country / Jurisdiction [|%¢ / SEE

Taxpayer Identification Number %75 A 5% A11550E

14. Correspondence Address  #@ [tk

Room/ Flat = Floor 18 Block J&&

Building / House KB / #

Court / Estate %1 / B

Street / Road 784 fH

District / Area Hf7[& [ HK &k [] KLN fLEE [] NT #HR
City 37
Country / Jurisdiction [f|5¢ / TJAlE Postal Code I 4R5SE

1 You are also considered as a U.S. resident for tax purposes if: i) you are a lawful permanent resident (“Green Card” holder) not eligible for treaty protection; or ii) you qualify as an income tax resident of the U.S. under the “substantial presence test” [£] #4157 A F5Ef
BIER 5 ) BITREEKABR (GISRFAAN) A SERZ XM - 2 i) BITH TEEREEN ) MitERRBEER -
2 As an example, are you a dual tax resident? Have you elected to be treated as a resident of the U.S. for any purposes, including an election to “file jointly” with a U.S. citizen spouse? Have you expatriated or given up your “Green Card” during the last ten years and are

subject to special “sourcing rules”? f] : (4 MEEHEERBER S ? B T AERIMEATEE HAERBER - QEEARARZ RSSO ? BT AERNEE-HERBREINEUIEE T4 ) fi s AR FriRs 2
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15. Please provide Residential Address / Permanent Address / Registered Address (if different from Correspondence Address)
FiefEEbE / Ak J3hEE / Sl CERAANERS) CGnslEsithRE)
[] Residential Address {EEHHE [] Permanent Address 7k Z Mk [] Registered Address B zCHhE

Room / Flat & Floor #1# Block JEE

Building / House KJE / #

Court / Estate E4ti / EH}

Street / Road {8

District / Area Hf& [] HK FHH# [] KLN Ji3 [] NT 5t
City i
Country / Jurisdiction %% / ElJA& Postal Code F[EL4R57

16. Telephone No.  FEEEENE
Home Telephone {FEFEEE - )

Country Code [KZZ551H5 Area Code I [Z5EHE Telephone Number ZE:H57HE
Mobile Phone T2 &% - .
Country Code [KZZ551H5 Area Code 1 [Z5EHE Telephone Number ZE:E57HE

17. Have you granted power of attorney or signatory authority to a person with a U.S. Address? If “Yes”, please provide the mailing address.

AEEAFEEMAE Y TREA B TREA ) BB T ZRE 2 T shRR At Ll A\ L #hEr sk o
[] No & [1 Yes %A - *PowerofAttorney {XEEA / *Authorized Signatory (XZE A *B-REFIEMIEE Delete as inappropriate

Room / Flat = Floor 18 Block J&E

Building / House KB / #

Court / Estate E4ti / EH}

Street / Road i &4

District / Area & [0 HK #Hi#& [J KLN JigE [] NT 35t
City i
Country / Jurisdiction %% / ElJA& Postal Code F[EL4R57

18. Do you have any “in-care-of” of “hold mail” address? If yes, please provide the address.

A TG, BT REE L, 20 T SRR VAR -

[ No & [] Yes 7 *In-care-of address HEi(Zihik / *Hold mail address (R{FESAME  *FER A E MR Delete as inappropriate
Room / Flat &= Floor ## Block J&&

Building / House K& / f#

Court / Estate 31 / E1f

Street / Road 344 FE

District / Area Hhl& [1] HK &% [] KLN JuEE [] NT &
City it
Country / Jurisdiction 2% / E)jAl&E Postal Code FFEI4makE

B) Nature of Dread Disease and Related Details BREFRER

1. Name of Dread Disease

FH SR R E Y B EE A A T

2. Describe the major sign & symptoms from date of onset

AR 3 H R — U] EZRERIR

3. When did the symptoms first occur?
fafBs B AR R ERR
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C) Consultation History 26515

1.

The physician first consulted for the illness

AR AN Z FIR2 B A Y

Name/Address #:4 /s Consultation Date 3¥22 HH

All other physician consulted for the illness

SR AU B LAY B AR A B A

Name/Address #E:54 / Hidil- Consultation Date K52 HHH

Physician seen for the same/any similar or interrelated
condition in the past

B LA R R S BRHR S AT a2 A B A HY kY

Name/Address #:44 /s Consultation Date 3¥22 HHf

Details of all hospitals or clinics you have attended or been
admitted to for this condition. (including date admitted and
date discharged)

SR G SR AL A IR Y B R 2 BT (G AR B HiBe
H )

Name of Hospitals or Clinics/Address S&iekvz2 2% Hihlk

Details listing names, addresses and reasons for consultations
of all medical practitioners consulted in the last five years

AL M B AL SRR A4 - ik KRR

Name/Address #:54 Stk Consultation Date and Reason K2 HEA R A

Name & address of your usual doctor

TEH KB A 40 Ktk

Are you current confined to :

IRREE T I

[] Hospital fFE&f5¢

[] Home fEZH

D) Other Information HE&k

1.

Has any of your blood relatives suffered from a similar or
related illness?

HAHE A Y R ASER 5w ?

[(JYes H

If yes, please give details

[] No }8F
wET R

2. Have you ever suffered from/ been treated for any other [(JYes H [] No }&F
illness prior to this illness you are claiming for? If yes, please give details G 7 =3
F T AR R HERE WA R BA 2 a HAME
Tk
3. Have you undergone any tests to confirm the diagnosis? [IYes H [] No 2H
Bl N A G DR AR E HatpfE 2 If yes, please give details e “F o EEEk
4. Please give details of your habits in relation to alcohol, drugs
and smoking?
FHEFMETEUE - IRAZE s B 2 55 2
5. Are you insured for similar benefit with any other insurance [(JYes H [ No }&F

company ?

P T R A 2 PRI ELAth PRk SR EL 2 OrfE 2

If yes, please give details

woE -
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Declaration and Agreement relating to “Foreign Account Tax Compliance Act” and other Applicable Laws Al (S/MEEIRUESHUAZE) M AR ENEEE

(1) I acknowledge that The Pacific Life Assurance Co., Ltd (the Company) may be required by legislation or regulation, as promulgated and amended from time to time, or by agreement
with (the Applicable Requirements) local or overseas authorities (the Authorities and each an Authority), including but not limited to, Internal Revenue Service (IRS) of the United
States of America, to report certain information about me and about my relationship with the Company: (a) to the Authorities in the jurisdiction where the Company is registered, which
may then pass that information to the Authorities in another jurisdiction to establish any tax liabilities in such jurisdiction pursuant to orders, agreements with regulators or Authorities or
otherwise; or (b) directly to the Authorities in other jurisdictions (such as the United States) to establish any tax liabilities in such jurisdiction pursuant to orders, agreements with
regulators or Authorities or otherwise. (2) In this connection, I confirm and agree that the Company, for the purpose of ensuring its compliance or adherence with the Applicable
Requirements may: (a) disclose such information to (i) the Authorities and their agents; and (ii) the agents or sub-contractors engaged by the Company that have adequate protections for
keeping its customers' data secure and operate under a strict duty of confidentiality to the Company; and (b) withhold a proportion of payments otherwise payable to me. (3) I also
confirm and agree that: (a) If any of the following information provided by me to the Company changes, I shall inform the Company of such change in writing within 30 days from the
date of such change: (i) where I am an individual, my personal identification number, addresses, telephone number, nationality, tax status, and tax residences; and (ii) where we are a
body corporate, our registered address, address of our place of business, substantial shareholders, ultimate beneficial owners with 10% direct or indirect of our shares or ownership
interest or control, tax status, and tax residences. (b) Upon the Company's written request to me, I shall, within 30 days of the date of request, provide information, documents or
certifications requested by it and that, to the extent permitted by applicable laws I waive any confidentiality rights under the applicable data protection or similar laws in respect of all
information the Company holds or obtains from me which it needs to disclose to comply with the Applicable Requirements. (c) In the event where I fail to provide the Company with the
information, documents or certifications specified by the Company within the time period stated in the request, and if the Company reasonably believes it to be necessary for it to comply
with the Applicable Requirements, or I become a citizen or tax resident of any foreign jurisdiction, the Company has the right to: (i) disclose my particulars or any information to any
Authority; (ii) withhold a proportion of payments paid to me as required by any Authority or the Company is otherwise required by law or pursuant to agreements with any regulations or
any Authority to do so; or (iii) terminate my policy. (d) The Company may transfer my data to another jurisdiction or jurisdictions for processing by or on behalf of it and use agents and
sub-contractors to process my data to comply with the Applicable Requirements. (¢) The Company will not be liable to me for any loss I may suffer as a result of it complying with the
Applicable Requirements with the Authorities. (f) This consent will override any consent provided by me under any agreement(s) with the Company, whether before or after the date of
this agreement.
(1) RNFEFIAHEASORBAIR AT (ACFEAE) FRE AR B3 THYAR BRG] - SClA B0 EE R (BRE ) - EREEARIRSE
CHEFIRUE ) » £ NHIFEIL T B B E A R A A S A BRSNSl (2 B0k © (a) MRS BTS2 M P HUE SO IO T - B AT NSt Mt E)A
BT Z BUE R - KA N R A B A S B TR DA T R N IS B  B(b) AR R A i P U BRI P L T LR B SR E R (03
B BB 2 AR A N UL « (2) BEERCEEAZETEARUE - AAMEEAFE B EAE © (a) [0 NIEHEEREAANZER () BB
ARELA 5 Fe (i) RPN FHEH 2 A ABGRER @ 2B SORER N A SR RRERIRE e o 1A St frEs P 2R IR © R (b) fORTERYIESZ (45
NI - (3) ARAJMEENEE * (a) HA NERCERAFHRA LU M EFEOR AP E R » RN A RIS E LS 30 KA - KA RN DL 5 USRI AF
(i) BN © AN MBS 38905 - il - EEE - BUEE - USRI BRI 5 R (i) EFfRA NERS © o SEMtl: « S edstal - FURER - B R
PEURE 10%ME0)  PTARESCEEIRE 2 IR IR Z e\ ~ FUBSIRDUR ST - (b) FEACTFRE AR A NSRBI EORZ - A AR (E H ST 30 RN - A EA SR
LR 2 &) > STIFEGEEHT - DUBS TR FILUE » SPGBl sy i RS MRV BRIV RIA N 2 B0R - IR AEARTAIERIEN - A R B A e R s (L
TERE N ZOREHER © () BEANPNEDR HEANARAERAL TR 2 Bk » SO EEE I TACTHEASFMACHEA S SR EA R EZETEANE - S AT B EAIMEEEE
a2 NREFTBER » ACTHEAFARE () [EMEE AT A NGYE A SUEMER () MSEEE MINE - SR A N ZHIH © 5 (i) XAz
ORER © (d) ARSNGB} 1 A w2 R - G A RER A\ SR B R R A A\ 2 0k > DUESP I AITRUE - (e) AR A REST B R UE
SIEARNEEZIEE » TP AFARKIEEMEE o (f) HEEEHERFIRAR NSO A BBk AR THE RS -

Declaration B2

I hereby declare that the answers given above are true and complete to the best of my knowledge and belief. I consent to The Pacific Life Assurance Co., Ltd. or its representative
seeking and receiving medical information about the Insured with reference to the illness/the accident, his/her health and medical history and any hospitalization, advice, treatment,
disease or ailment from any physician, hospital, insurance company or other organization or person, that has any records or knowledge of the Insured or his/her health. A photostatic
copy of this authorization shall be as effective and valid as the original.

A KGRI DL B KUK RS AR NI (S - 3R 52 R ERE - AARBAE A S IRRA IR A TSR M EAria sE 2 I NBCERHIR AL i 2
B4 B - RO T EHASRE S L - RIUEEIARIZ IR STOBR, BN - BTSRRI R R st - AREE ZRIARBEARARER] -

Signed at on
FEN Place 75 Year/Month/Date 4/H/H Signature of Agent/Witness f{E A/HZE A %%  Signature of Insured / Policy Owner / Beneficiary
ZRAN | REFFAAN | ZmAEE

Please return this completed form to The Pacific Life Assurance Co., Ltd. at 10/F, Dominion Centre, 43-59 Queen’s Road East, Wanchai, Hong Kong.
Should you have any queries, please feel free to call our Customer Service Hotline at 2876 0876.

S EFAR WA IR ASB IR A TR A S (Ml © FAE 25 RER 43-59 SRSt 10 1) - A %5ER - FEEER S IRESEER 2876 0876 -
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