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Direct Billing Dental Claim Form
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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.

BRI NEERF R
Basic Information of the Insured
I 4 P A [F 5 AU
Name Gender Nationality Occupation
R o GHE o P o Hih EFF 5 A
1D type: ID card Passport Others ID No.
AP0 o H H = 4 H H
ID validity period From YY MM DD to YY MM DD
TR i TR
Policy No. Pre-authorization No.
IR AR R TR M A Hs Zh
Tel E-Mail Zip code
T 2R M ik
Contact address
B fE -k 2y BIMEE
Medical information — to be completed by qualified dental practitioner
HIBS 25T Type of incident: Yz H (A -
O A Accident  OJfiDisease O ABOthers Date of first treatment (YY/MM/DD)
YINEZ B AUIRRERI O R A H ) CGET/HD
Hospital for the first visit Date of symptoms occurring for the first time (YY/MM/DD):
THPEINZ B L O ) 1225315 Please describe the details of the event:

EHEHMUTHERETRER

Please fill in the dental chart with the abbreviations below:

¥R} % Dental Chart

4 Right /e Left

V697 Treatment

& WiFinding

FfiUpperjaw | 18 | 17 | 16 | 15 | 14 | 13 | 12 [ 11 | 21 [ 22 | 23 [ 24 | 25 | 26 | 27 | 28

“NillLower Jaw | 48 47 46 45 44 43 42 41 31 32 33 34 35 36 37 38

&M Finding

A7 Treatment
Finding R Treatment YAJT
b | bridge FHf gs | gingival swelling FiRfITK | AF | amalgam K& 48 O | orthodontics ti 4115 IF-
¢ | crown FiEER i implantf{ CF | composite &A1 EHE 7 ON | onlay fifkfA
ca | caries WAl in inlay %44 D denture 4" OR | oral radiograph I1fE X Y6 H
da | decay m missing tooth 2 iAj it 2k E extraction 4 PR | panoramic radiograph 4=%5t X Jt F
dn | dental necrosis 4 Aifk p periodontis 4 fiifi % I implant £ RB | replacement bridge 2" 5 it
cl | calculus 1 pu/od | pulpitis or odontitis i fi 4 IN | inlay If% M | metal ceramic crown )@ k% % el
g | gap closure [H] [} 4] RC | replacement crown 4 il &4t | NB | new bridge #1 4 #f
gb | gingival bleeding 5 #fd H ifil. RCT | root canal treatment fRE7597 | NC | new crown #r 4 it
gi | gingivitis F#R%& S&P | scale and polish 35 Flffl




WEREF LS T NC B RC iR, 2 T iteEei-tiie/m? o Yes o No
If the treatment was NC or RC, was precious or semi-precious metal used

WRGE, AEH TR e Bt B 2

If yes, what precious or semi-precious metal has been used?

W BHEERZ T INSBON WYY, A H T ReEaise)m? oJt Yes of% No

If the treatment was IN or ON, was precious metal or semi-precious metal used?

WIS, A TR R Bt S ?

If yes, what kind of precious metal or semi-precious metal has been used?
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Declaration: I declare that to the best of my knowledge and beliefs, the statements made on this form are full, true and complete.

BITBEINAE T HI G HD:
Dental practitioner’s signature: Date (YY/MM/DD)
BREHEY

Authorization and Statement

1. ZANFYPU LR SEELMHESE, WHER SANERABERFT.
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. BRABBURTFERRAR RO R A TR ARR G ENA RS EESEREITEH: RATME RG22 as 4 5K
VE, RANRABEAHSERTE.

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. RANT MR BB R & F B4 E K RIEAUE R R RESTETE A N0 B AT A58 820 B 5< 3 I HOR T
AR AR A BR A R AR R SR R IR AR
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. B NFBE R N BRI VG 7 B e A A AR B RIB S R MRS BB « 88T, A%, REAFRIBEMAR,
BT R RPN A . R ARRIE L. W ERR . BB, DLRAEMERE. W7 KR RRHE A A
Al KA T RERI AN . A NBEAE B AN —ERER. WRRBHRE4SERARFRERT .

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. ANRRESH M EARS ERAREEARFVEA AREAANSHRELEBNEREFER, FELETIN. TEEARRFBEAR
EHARTEATRMBANE BRI ELSAANTREOER. B BTEFER.

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. AAFBEFEAKRE. FEHARGBRAEEFRTEAAETAFRARRRAFARERSHOTE, X kG R#TBRERER
ESHRNMHTEBILE, BN KBITREXE.
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.

RPN INEE Y NE-22h B H

Signature of the claimant (Insured/ Guardian): Date of application:

G SER B FER R R R I 2. R TE R HX R 0E 1229 SHELARAS 1 & 13 #
KEFBRBRRABE R AR BT MEE (60O R % 200122.

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




