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Chinese text has legal effect and English translation is for reference only.
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Note: If the claimed amount is less than RMB 10,000, columns with “ A” are optional.

BRBANEALR B
Basic Information of the Insured
o 4 £ A [FEE AT
Name Gender Nationality Occupation
PR 0 SGO0E o I o Hb UEAF 55
1D type: ID card Passport Others 1D No.

AT & H H # &2 H H
ID validity period From YY MM DD to YY MM DD
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Policy No. Pre-authorization No.
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Tel E-Mail Zip code
BX A Huhk

Contact address
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Medical information — to be completed by qualified medical practitioner

{1 KA Type of event, MIBEm GEAD |

O Accident  ofiHiDisease ot AhOthers Date of first treatment (YY/MM/DD)

WV IZBE R ARUIRFEIRR A A GEJ1/HD

Hospital for the first visit Date of symptoms occurring for the first time (YY/MM/DD):

12 553 DR A 75 T 52 A R B AEAR 2 Has the patient had the same or similar symptoms?
O /& YesO 15 No
7;‘5'5, fﬁ“ﬁ%fﬁﬁééﬂl‘%% If yes, please provide details:

THPEMZ B OIS 1 201 Please describe the illness, injury or symptom of the patient for this consultation:

WAL / A2 W 4518 Please provide the diagnosis or the nature of the illness, injury or symptom:

THPEALIAIT EN Please describe the treatment:




ZEH BT HEIZ Does the patient need a follow-up visit?
o 1

O z£ Yes No

Fire, ERMEEZHI (45 / H / H) IF yes, when (YY/MM/DD)?

EIBE K, 1ZIRE BRI E In your opinion, is this condition:

O PEIR) Acute disease O TEIK] Chronic disease O E IR S K AE Acute attack of chronic disease

P AN WA SRR FiE R LR PRIR A A2 e . SUSERE R B 11

Declaration: I declare that to the best of my knowledge and beliefs, the statements made on this form are full, true and complete.

BT BEINAE T H39 G T/ HD:
Attending practitioner’s signature: Date (YY/MM/DD)
BREHEY

Authorization and Statement

1. ZAFEHU LR S &2 RE, waRR, ANERAEEERTIE.
I declare that the statements and answers above are true to the facts, and I am willing to undertake the legal liability for any false
statement.

2. BABBOR R A PR A L A R BB N AT R S HR S E BT E, AN LR R A S e 4K
¥E, RNRRIEA ARSI

I authorize Pacific Health Insurance Co.,Ltd. to directly settle due benefits with the medical provider. I understand that I shall
undertake relevant legal liability if the claim is found to be complete fraud or partial fraud.

3. ANTRWPTEZ L BT B A R P4 E KRB B R R ST RS, A N A AT 7K $E8 Y 300 BRI AH G B O A
ORI 63 PR 2 ] A AH S B R T I IR 38

I understand that for treatment I receive exceeding the agreed benefits or liabilities in the insurance contract, I should undertake the
exceeded expenses by myself and timely return relevant expenses in accordance with the requirements of Pacific Health Insurance
Co.,Ltd.

4. AANBRBBRENEZDGT RERRA G HRARNERECRAEMASBES. ER . 2. A%, REATRSEMA
R, WAL ZHR . B EERZ AT BARBAMEEEN . SEMHG. BB, DREMER. BT RRTER R
SR AT RSTAT RN SN . ANEEABEBSER—IERER. WRNBHEEHEEARGRERS.

I authorize all physicians and surgeons who have health situation records of the insured and relevant institutions including hospitals,
clinics, insurance companies, and public security organs where the insured is treated or receives inpatient treatment and have health
situation records of the insured to provide details of the event, the accident, and the illness, health situation and medical records of the
insured, medical advice for the insured, and any details of hospitalization, treatment and medical records for your company or
entrusted cooperative institutions of your company. I shall undertake any legal consequences arising from this authorization. The copy
of this authorization have the same effect as the original.

5. AARERE EHERRE BEAEHTRIEA T RERNKSRAE BB ER, FETETHM. PERREBBEAR
EHARFEATRMBANE BRNEMINAEASEANTREER. B BETEFER.

I agree that your company shall report all of my insurance policy and claim information to CIITC, and inquire about underwriting,
claim and medical information relating to myself through medical establishments, CIITC and other institutions aware of my personal
information.

6. AANFABEFEKRR. FEHAKRSEBHAREEFRTEAAETASARRR AT RMRSOFE, 0 LR EREATLEKEH
R SR HATR BIEE, (D=4 FRAT (R & X 55

I agree that CPIC and CIITC can make necessary use of the information above and share such information with relevant institutions

based on the need of your company and CIITC to provide services for me or the insurance company, but such information must be
kept in strict confidence.

BiFANENBET NS HiEH -
Signature of the Applicant (Insured/ Guardian) : Date of application:
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Please send the original claim forms and relevant claim documents to: Provider Network Dept.of Pacific Health Insurance Co.,Ltd., 13/F Century Metropolis Tower,
1229 Century Avenue, Pudong New District Shanghai 200122 P.R.China



