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Non-Direct Billing Medical Claim Form CPIC Client
b AERGERR), EXWER S E.
Chinese text has legal effect and English translation is for reference only.
HAEARRRERER: o BIRRER o MR
Type of coverage: oGroup Insurance  olndividual Insurance
H: EHAREREEHNT100007T, A AT NEE.
Note: If the claimed amount is less than RMB 10,000, columns with “ A” are optional.
BORBAZEAE R
Basic Information of the Insured
o 4 451 A EE A B
Name Gender Nationality Occupation
AR o Bk o P o Hih RG]
D type: 1D card Passport Others 1D No.
RS AL 5
Policy No. Pre-authorization No.
AR S HBAH S
Tel E-Mail Ziip code
I F Ak
Contact address
FIEABERGEE CERBARBERRAEN, WEFES)
Basic Information of the Claimant (Not required if the claimant is the insured)
[C el A [F 5 AT
Name Gender Nationality Occupation
5%&1%@}\9%/% o B} Parent; D@Eﬂ% Spouse; oF& Child; Dﬁ\:@, G Other (please indicate)
Relation with the insured
IEAFZERY: 0 SOHE o $71 o Hik A5G
1D type: ID card Passport Others 1D No.
AEHA Y] iF bE| H = 4F H H
ID validity period From YY MM DD to YY MM DD
AR HE 45 HIS
Tel E-Mail Post code
I R

Contact address

E: HEASARKEZBAREETA; SHERRSRBAAL AN, XBATETELRBARINELD,

Note: The claimant must be the beneficiary of insurance or his/her guardians; when there are multiple beneficiaries of death benefits,

the beneficiaries are required to fill in the Power of Attorney for Multiple Beneficiaries.

WL T E K&

Claims item and amount

W HZAIHS 2% Guidance for type of expenses:

1.I"]24Z Outpatient and emergency care 2.{£[5% Inpatient care

3.1'1#%2 KJi Outpatient care for critical illness

4.4 Maternity care

5.0 %} Vision care

1276 H i GBS WAL EERL Wiz R SR H T AT KA (G
Date of treatment Type of expenses Hospital Reason Number of receipts Original or not Claim Amount
(Yuan)
Arit Total: IS HE SR Number of receipts: K piece I 5.4 Total claim Amount: ¥
H At FriE#1 Rl Other application documents:
JE A S JEAt S
Original Copy Original Copy
offH5EIE Insurance Certification 1y ofZ A ZEHE A5 Power of attorney 4y 1y




i
o G 0riE ] ID Of the patient 1y 1 | ofmiZHi 1 Diagnosis statement 1y 1y
ofb 77 Prescription 1 | ofEL. 1M X Yk Pathological, blood test, and X-ray 7 7
reports
olRJ7 P45 52035 5 Ttemized expense list 1y 4y | ol HBE/NSS Medical record or discharge summary 1y 1y
052 2 N 9% R 3E W] Proof of relationship to the Ly 1 | ofREEA S HER] ID Of the trustee L By
insured
oAb EGIER Certification of accident 1y 3 | ofRATREFHT Bank card or deposit book 1 Iy
oFEIE i R Claims form ﬁj\ | oAt Others ﬁj\ #r
H A= B-eat B2y R HES
Medical information — to be completed by qualified medical practitioner
H K258 Type of incident: MEAm GEAED
o 4bAccident oOfifiEDisease o AhOthers Date of first treatment (YY/MM/DD)
B2 B ARUIHRERIREH I R/ HHD
Hospital for the first visit Date of symptoms occurring for the first time (YY/MM/DD):
W ARR: N HIR: 238 Please describe the details of the event:
HRE RO SHFEENEEY (BFL2BEEUTHAREEAR)
Authorization and Statement for Claims Benefits Transfer (pls. be sure to complete the following table in its entirety)
A NAZAL BT 7] PR 50 R IR 0 B e A AR NS R ARAT IR T - (R BE AL —B0D:
I authorize your company to directly transfer the relevant claims payment to the designated bank account (tick one only):
oA NRATIK
Transfer to personal bank H5HARBARR ok N oZai A olid A
account Relationship with the insured: olnsured him/herself; oBeneficiary; oGuardian;
P AT, B N BB TP R e R BE G R A K B P A B B U T, F R
RN R AR N

Transfer to the L . . .
By ticking the box to the right, I authorize and agree that Pacific Health Insurance Co.,Ltd. shall transfer such

employer’s bank account | ¢l3im payment to the bank account of the employer, which shall collect the claims payment and transfer the

payment to the insured, the insured’s guardian or the insured’s beneficiary of death benefits.

FEPRAT TG 7T AT
Bank name Details Branch/Sub-branch

T 44 LA 55

Account name ID No.

AT S

Bank account

BRANFEW: AARIE LRBATKS BB RSE . A% LBAARMGHIKSEEERMSBNEKAL . BRG] KN
EMERRETAUS, HEAAEE, 5HRALR.

Authorizer’s statement: I hereby guarantee that the bank account information provided above is truthful, accurate and valid. All
transfer disputes arising from the wrong information provided above and any legal or economic disputes triggered by this
authorization shall be undertaken by myself, which are irrelevant to your company.

RRBIRVERR

Caution against Insurance Fraud

WERRR G RERREN, REEEENE, REKEREELTRE:

The insurance contract is formed on the basis of integrity. According to relevant laws and regulations, those who have committed
insurance fraud should bear the liabilities as follows:

[HFE3E] #ATRKERIETEES), WaRSZIMA. FH/EM, FabileEREmREH=rmEed. RREEREEAN. IEH
NEERMBEBRAUEB S, AAERRARER, DUREERERILERL.

[Criminal Liability] Those who are involved in criminal activities of insurance fraud will be subject to detention, fixed-term
imprisonment along with criminal penalties of fining or property confiscation. An appraiser or certifier of an insured event who

intentionally provides a false certificate for others to commit an insurance fraud shall be punished as the accomplice to insurance
fraud.

TG AT RS VERIES), MAMBINTEN, FTRERZE 15 HUTHM. 5 Tl FHKNTBLT. REEHHLEEAN.
TER N SRR GUBRAER S, A TEWRARER, BaREMEMRNATELET .




[Administrative Liability] Those who are involved in activities of insurance fraud that do not constitute a crime will be subject to
administrative penalties of detention within 15 days and a fine up to 5,000 Yuan. An appraiser or certifier of an insured event who
intentionally provides a false certificate for others to commit an insurance fraud will be subject to the corresponding administrative
penalty.

[REFE] HERREERSRRBATWEEMNE, REARAREREERAT R SHFE.

[Civil Liability] The insurance company shall not be liable for compensation or payment of insurance benefit in the event that the
claimant withholds the truth intentionally or due to gross negligence.

RS EY

Authorization and Statement

L FAFHUERRSEEL2MESL, NAER, AANERREERTME.
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. AANEBUEMBETHA . AHRBRRHA . REA R ARHLR BIRETIEH OFF XY UK —DIREBR RN SHiA BRI
FRBEHIIA L, HADEE SRR A BB A R AR (36 P BT ERER (RED B IRA R R ERRAZER K T A 5 B8
HHEERTLS . FERRGEEBAREEFRIELF . REZH I EEEEKESEHERRRRENSEIETERME. &
ABEABEB AN —UERER.

I authorize all relevant institutions including medical establishments, social insurance or rural cooperative agencies, insurance
companies, public security organs and centers for disease control and prevention and all persons familiar with the physical health
situation of the insured and relevant event to provide relevant information and materials of the insured truthfully to CPIC, which
refers to China Pacific Insurance (Group) Co., Ltd and it direct and indirect controlled subsidiaries, through cooperative institutions
entrusted by your company including the Insurance Association of China, China Insurance Information Technology Management Co.,
Ltd.(CIITC), insurance exchange and their partners. I am willing to undertake all the legal consequences arising therefrom.

3. AANRARFE AT ERREBEAREEARIEARARIELANNEHREEEMERELE, FEIETIH. PEERRESZAR
HHGRFTEAT RABANE EHRMANAELESENFTROAR. EE, BETEER.

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

4. FANARTEAR. TERRESEREETRFAEARNETASARRRATRBRFHTE, X LRGSR T LERER
R EHRNMBATE BIEE, HBN 4% BATRE 5

I agree that your company 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 insurance company, but such information
must be kept in strict confidence.

5. YRR HIUE, WERMSHREREZEA, HEe PR NBEENE ZERESERO I, RRKRE S5 FRES N
ALy, —VIEEFERFABANAE, 5RATX.

Upon receipt of the claim benefits, in case of disputes or controversies over insurance benefit with your company by other beneficiary
of death benefits, legal heir or subject entitled to the right to claim insurance benefit, all legal liabilities and expenses arising therefrom
shall be undertaken by myself (the claimant), which shall be irrelevant to your company.

FRIFANES: LISk E

Signature of the claimant: Date of application:

BREHEH (RIEAZRMMAAHEEBEERN FIHS)

Power of Attorney (to be filled in when the claimant entrusts another person to handle the claim on his/her behalf)

RAIZESE Je b/ R PE g e DR IS B 3 A PR = A9 A0 B B R
I hereby entrust Mr./Ms. to handle the matters regarding the claim on my behalf with Pacific Health Insurance Co.,Ltd. (herein

referred to as “your company”).

SN 4 531 A [HFE AN
Xg & Name Gender Nationality Occupation

Trustee | G 367 wsm | | | L L]




inform | 1p type ID No. | | | | | | | | | | | | | | | | | |
aon AT A R
ID validity 4 H Hz @F H H R HLTE
period From YY MM DD to YY MM DD Tel
B R bk HS
Contact address Zip code

5HiEAx&: olb%ER oER ofik o

Relation with the applicant: oSalesperson ~ TRelative  oFriend  oOther

HARRHEAPR Specific scope of power of attorney:
o A2 B F 1 B2k Submit claims application materials;
oA R IGE FiE B RHE 1F Collect claims application materials returned;
oA EE I 2R G UL B R R 33 5 LR P48 B Collect claim payment (*pls. provide the reasons for authorization and fill in

the following tables for account information):

T FHRAT AT B 9347 547
Bank name Details Branch/Sub-branch

RATIK 5

Bank account

FBFEANFEW: EHFLL EFRES SR, KA E I PAT 4 K-S LR AR IR RSP 7 B R R AR NI L
RMBER, WEASRAUA L5 IR 51 B0 5 ARG S8 5 R A AR 5T . ABAUNE RORIR B2 FE N Jp B e R UL B
HEENT Ik

Declaration of the trustor: While handling matters regarding the above claim, the bank name, account name, and bank account designated by
myself and the corresponding documents and signatures made by the trustee all represent my true intention. All legal consequences arising from
any false statement in this power of attorney shall be undertaken by myself. The term of this power of attorney shall expire till the completion
of claim settlement by the trustee.

TIENEA: ZAENEA:

Signature of the trustor: Signature of the trustee:
H . H# -

Date: Date:

BT REG P EREGRARER RIS E: RETHIERXKER 688 ST 3% A B 25 Z 01A BT
AFPHBREREBMNARA TG (KD HE % 200082 KRS LR : 10108686

Please send the original claims form and relevant claims documents to: Claims Dept. of Pacific Health Insurance Co.,Ltd. 01A, 25/F, BaoLand Plaza Unit A; No.688,
Dalian road, Yangpu District, Shanghai, 200082, P.R. China



