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Pacific Health Insurance Co., Ltd.

Pre-Authorization Request Form

F—RBD WIRIEASR * FIEIR

Part I Patient information *Mandatory

*P4-42 Patient name:

*HAERHR (/B /B ) Date of birth(YY/MM/DD):

*451 Gender:

*BRZRERIE Telephone:

*UEASERY 1D type:

E4-S13 Valid ID number:

MIEHERER g A = # B H
ID validity period : From YY MM DD to YY MM

*HR{EEIE E-mail:

*REAE Policy number:

*ER{/ZFR Company name:

FEHD ETHEER - HEEISTEINES * J9REIR

Part II Provider Information — to be completed by attending physician *Mandatory

*Ef7HIK Medical facility:

*EE 549 Fax number:

*BEXZ A Contact person:

*BXZFB1E Telephone/Contact number:

*Hih / ETNEERS Attending doctor:

*HR{4ttbE E-mail:

FB=En ETER -

LA ERIZIT EEIMES * 9u5EIR

Part III Medical information — to be completed by attending physician * Mandatory

*==

EIABITAYESE (ICD 10) Condition/Diagnosis(ICD 10) requiring treatment:

*2o  FREELEIREA (/B /H)
Accident/Symptoms occurring from ( YY/MM/DD ) :

*FRZANBE Underlying Cause:

SRR, BUARSIERFRESIRE. B SBIE
Please indicate if there have been chronic diseases, acute attack or symptoms of chronic
diseases, acute symptoms or accidents, etc.:

ofEMERRS Chronic disease

OIEMRE M AE Acuteattack of chronic disease

B R AR IXMERE IS B0
Has this or any similar condition existing previously?
o& No o2 Yes

ANRZ, ERMHERET{EE If Yes, please attach details)

o2 MEEE Acute disease
oEHdh Accident SREBE
oo
th XEiZBER (/B /8)
OBt Others Date of this visit (YY/MM/DD):
*Fif Chief complaint:

MR EELESR Physical examination results:

*SLIG TG ETLEER Laboratory test results:

BRI /BT 5B Pre-existing conditions and medical history:

*BITTTEE / 11K Treatment plan/ procedure:

*EHIRZ9¥AYT Medication currently taken:




FIIERS ( FEZRFS - IBETHUSERER RS ) * J9RIEI

Part IV Expenses estimated-To be completed by relevant medical facility *Mandatory

U, Admited as : 0l Ji2 Outpatient ofFBzInpatient

*{EBEHER Admission date : *EREREL Estimated length of hospital stay :

*I7Ji2F K% Outpatient surgeon fee : *FREEZR Anesthetists’ fee :

*FARBAEXKERF Surgeon’s fee & relevant cost : *H{th#Z& A Others :

*ZER N BRI R Prescribed drugs and dressing fee : *ERAZRFIRERZE ( =H ) Hospital accommodation(per day) :
*}§EZ8 Examination fee : * a2 Ward type

*R 21T Hospital charges (Approx) :

1. ENERRASEETTESEEMOEMNEES , BRIRERREAKEETHMNETIRSERRS. TIeRRARSRERFRRARN
TUEN RS | IAERIRIE A TR B TURBRIG S (ERVEE. EREEHETRESENERT | RFERRIEARR IS RIETURNEE
EBEREARIKGREARDSAEY  ZRARSFEINE , SHREASRE—ENB R,

Pre-authorization is an important way for the insurer to review the rationality and necessity of the medical treatment, whose purpose is to enable
you to obtain more effective medical services and claims services. Regardless of whether we agree with your pre-authorization request or not, it
will not constitute the guarantee for claim payment. When the event is within the policy liability and if you have not applied for the pre-authorization
or obtained the approval of pre-authorization, you will bear the co-payment accordingly pursuant to the terms and conditions of insurance contract.
2 REASSSTUEN BRIER ENETEEHTHEZ , WA ERES RATE RS oAU AN B s A g H R e TT S SR HRERBTRIER | 3%
TRIG N EE HT BB TR,

Please note that the insurer will only assess medical information stated in the pre-authorization request form. If there are any changes to the insured’s
diagnosis or proposed treatment, or if there are any complications that would require a change in treatment or extended hospital stay, you need to
resubmit the pre-authorization form to us for future assessment.

3 . BRI AT ERER R ETERS B R EFLIEE RS MR R REMME | Vipclaim@cpic.com.cn BifEE +86 (21 ) 5596 1781, J1R
REESTUSNRIBERYETEERMRE | TR NS AL ERRE,

Please submit full medical reports and any laboratory test results along with completed pre-authorization request form to Email :
vipclaim@cpic.com.cn; or Fax: +86 (21) 5596 1781. Failure to complete and submit this form or lacking important information could result in
substantial loss for this patient.

4 FABRUEAETIE. HRERETE. RIERE). QTHX. ERiaOEFERNLR —IHABRREASAREIR. BEXEHHOA
T, AR AR AFENRIETFEATFHRE ( £6 ) ROBRATREEESNEEERNFLAESETFERE TS, FERK
EERAEEEREEAT. REXZAMRESEFKEETEANRMERNAEIEGNSR M. AARSREREEN—IEEER.

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
incident 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 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 cooperative partners. I am willing to
undertake all the legal consequences arising therefrom.

5. WNXAREEEEN  RXEHENMHESE,

Chinese text has legal effect and English translation is for reference only.

8/ FTIEEESE Medical practitioner/surgeon signature: ARG / 53R AZE2 Insured/ Guardian signature:

*HHADate: *HHADate:




