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

E: BEARREREEH/NTL00007T, H<APHAFEE.

Note: If the claimed amount is less than RMB 10,000, columns with “ A” are optional.
WA NEEAAS B

Basic Information of the Insured

W 4 1) A [EEE AN

Name Gender Nationality Occupation

TR o BONE o PR o Rl T
ID type: ID card _ Passport  Others ID No.

A0 & H H = & H H

ID validity period From YY MM DD to YY MM DD

RS RIS

Policy No. Pre-authorization No.

R AR LT HS A HIs 2

Tel E-Mail Zip code

I AR Mtk

Contact address

BREHEH

Authorization and Statement

1. AAFEHUTHRSEEEMEL WHER AANEEABERIE.
I declare that the statements and answers below are true to the facts, and I am willing to undertake the legal liability for any false
statement.

2. RANEBORCF BRI RA TR AR ENATH R S HRSERETEE; SAERE RIRERS R INA K
78, ANRABHRERIUE.

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. ARNT AT 2 BT M ARK A R T4 58 MR B AR STAE TR, A A\ A2 1 A7 2R 45788 HH R 0 AR S B R R4
BB A RA T MAHRER RN RIE . HREERER, RAEZAFHRERR REBMA RATEILHEXMARRE SRS
BERREAT S Z RS-

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. In case of overdue repayment, I agree that Pacific Health Insurance Co., Ltd terminate the direct billing service of benefits
payable with hospitals.

4. EABP RN EZDIETT RAERBRAG R AR ABRELCROEMASIPESE. Bk « 2. A%, REAFSER
HAR, WAL ZER . BINEBIRZ AT IR AR RE. SERWRA. BB, UREAER. W7 WA e
REA R AR KR AT RN AN . ZABSAEBESEN—VERER. WRNBHEE4S5IELREREN.

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. | shall undertake any legal consequences arising from this authorization. The copy
of this authorization have the same effect as the original.

5. A NFESF D ERRE SRAREEARIMEARRIEA AN EHRES BNERER, JFELETIAE. FERRERBEAR
BEARFEA T RAMBANE BRRANEEASRNAERKAR, HE BTEER.

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« ZANABEFEKRR. FEEARESBHEARAEEEGRFEAFTBRLEBERALES . 5] IERE. EASY. BRAEE. #

ik, BE/BIAEAERH. BT EE, BTHFRRNANSRE BMREERENRE, EHNEETRE X%

| agree that CPIC and CIITC can collect and process the information of the name, gender, ID type, ID No., contact telephone No.,
address, nationality/occupation/ID validity period and medical information of insured for the purpose of identifying correctly the
insurance application information of myself and filing for claim, but such information must be kept in strict confidence.

BTN N/ N) IEARREA :

Signature of the claimant (Insured/ Guardian):

% H -

Date of application:

BT B -t ST R IRE

Medical information — to be completed by qualified dental practitioner

H A Type of incident:

VI HE (FEHED

Hospital for the first visit

& PAccident O FiDisease XA Others Date of first treatment (YY/MM/DD)
W2 B B RYIRREVIR AL R GRATHD

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

THPAZ BB IR 2 ) E 25 1 Please describe the details of the event:

BHEHAUTHESRETHER

Please fill in the dental chart with the abbreviations below:

ZF#EFEDental Chart

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

R, TR S R B S R ?

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

HRight /e Left

VA7 Treatment
& Finding
E#iUpper jaw | 18 17 | 16 | 15 4 | 13| 12 1| 21 | 22 | 23 |24 | 25 | 26 | 27 | 28
TallLower Jaw | 48 47 46 45 44 43 42 41 31 32 33 34 35 36 37 38
K I Finding
VA7 Treatment

Finding K3 Treatment Y847

b | bridge ZF i gs | gingival swelling 7 R i fik AF | amalgam K& &7 O | orthodontics i %1% 1E

c | crown FiEEE i implant 1 7 CF | composite & &1 RHH7E ON | onlay kit

ca | caries Wik in inlay /4 D | denture &% OR | oral radiograph 15 X Y6 A

da | decay M7 m missing tooth 7 14 ik 2k E extraction PR | panoramic radiograph 4=5% X J6
dn | dental necrosis #tA¥k p periodontis 7 & % I implant & F* RB | replacement bridge 7 #f 5 #t

cl | calculus F47 pu/od | pulpitis or odontitis 14 % IN | inlay ki M | metal ceramic crown 4 J& % & i

g | gap closure [k Al RC | replacement crown 7 it & it NB | new bridge 7 4 #F

gb | gingival bleeding ZF %R ! 1fiL RCT | root canal treatment AR 597 NC | new crown ¥ i@

gi | gingivitis FHE 4 S&P | scale and polish 235 fl#f ¢

W EEEEZ T NCE RCHITT, /&BMH T REmMBCEREE? o Yes ot No

If the treatment was NC or RC, was precious or semi-precious metal used

WRE, FH TSRS REE R EE?

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

WREEEZT INSBONRIT, £EMH T RERSEnem? o Yes o No

LT BEIMNAE T
Dental practitioner’s signature:

P AN UILE LB B R B PRIR A R e B HSERE IR (1

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

HIE (GE/H/HD:
Date (YY/MM/DD)

REG RS- #ER: 4008695500
Insurance service hotline: 4008695500

AHE]PHE:  http:/health.cpic.com.cn
Company website:http://health.cpic.com.cn




