C A EREE AT ERERRBOERAS

Pacific Health Insurance Co.,Ltd.
CPIC

FRhar BB EBEREM)

Non-Direct Billing Dental Claim Form
FIXARERERS, FEXMFEHESE,

Chinese text has legal effect and English translation is for reference only.
HAEARRERES: o BAKR o AR
Type of coverage: oGroup Insurance  olndividual Insurance

. BHARREEEHDT100000T, A FIAAEE,
Note: If the claimed amount is less than RMB 10,000, columns with “ A are optional.

BREANEAER
Basic Information of the Insured
o 4 sl A [F5E AT
Name Gender Nationality Occupation
EAFRAL: o B o I o HAb UEFF A
ID type: ID card Passport Others ID No.
AETFA RO & H H = & H H
ID validity period From YY MM DD to YY MM DD
PR AL S
Policy No. Pre-authorization No.
B A LT HIS A HIs i
Tel E-Mail Zip code
I AR ik
Contact address

FIEARAEL HEREANERBRAELN, NEFRS)

Basic Information of the Claimant (Not required if the claimant is the insured)

R Y5 A[HEE AR
Name Gender Nationality Occupation
5%&1%@A3’6/% o B} Parent; ofic {8 Spouse; oFL& Child; oAt GEWIED Other (please indicate)
Relation with the insured
R o BE o 38 o Hih UEA 55
ID type: ID card Passport Others ID No.
AR RO GE H H = B H H
ID validity period From YY MM DD to YY MM DD
T 2R L1 i HS 2
Tel E-Mail Zip code
B A bk
Contact address

. REAJUARK S Z 0 AR T A

Note: The claimant must be the beneficiary or the beneficiary’s guardians.

HHRE ST H K&
Claims item and amount
% H 2R H3H5 2% Guidance for type of expenses: 1.%% % F} Emergency dental 2. 7B 197 Prevention 3R RHATY Basic dental
4 ERFFHAEIT Major dental 5. 3AMEA Others
Zin Y GBS Wik Wiz R A WA A RBRM RAESH o)
Date of treatment Type of expenses Hospital Reason Number of receipts Original or not Claim amount (Yuan)
&t Total: IS HE SR Number of receipts: ik piece: I M 4% Total claim amount: ¥
HAt#EM B Other application documents: BEEH Return original copies ORVes O%No
A SEAE FAF S
Original Copy Original Copy
off BAESE Insurance Certification £y 0 | ofZBEETT Power of attorney i 1y
ofEH B MIEN 1D Of the patient i | oL Diagnosis statement i i
okbJs Prescription 1y 3 | o, Ml X t#ih Pathological, blood test, and X-ray 1y 1y




reports
ol IT 45 H N5 5 Ttemized expense list £y 4 | ofili. HBE/NgE Medical record or discharge summary £y £y
0% i A RIEW Proof of relationship to the i | ofREEANSHEN ID of the trustee {5} {5}
insured
OEAPFEHGIE Certificate of accident £ 3 | ofR4TKBifEIF Bank card or deposit book £ £y
oF B H1EE Claims form i fr | oAt Others i i
HE - RS ERES
Medical information — to be completed by qualified dental practitioner
i/ Type of event: YHRSEW GEAED
o0& YhAccident 0% Disease 0 HAthOthers Date of first treatment (YY/MM/DD)
VIR b AVHREVIRORAE B (SE/A/H)D -
Hospital for the first visit Date of symptoms occurring for the first time (YY/MM/DD):
WARRE N 4853 Please describe the details of the event:
EERAUTHSHES T RER
Please fill in the dental chart with the abbreviations below:
4 FHE % Dental Chart
H i
Right Left
VA JT Treatment
& B Finding
T #Upper jaw 18 1| 16 | 15 14 | 13| 12 | 11| 21 22 | 23 | 24 | 25 | 26 | 27 |28
7
T llLower Jaw 48 4 | 46 45 44 | 43 42 41 31 32 33 | 34 35 36 | 37 |38
7
% B Finding
VA JT Treatment
Finding &I Treatment J&J7
b=bridge FHF gs=gingival swelling 7 §R i ik AF=amalgam & &7 O=orthodontics 14 %1 % IF
c=crown A iEE5E i=implant 5" CF=composite & &M kAT ON=onlay F& i1k
a/da/dn=caries/d /dental il N
¢ caries/ecay/denta in-inlay {514 D=denture OR=oral radiograph 1 X YA
is UG/ F F DRI —rmici s
necrosis W i/AEA A il m=missing tooth i GRA E=extraction " PR=panoramic radiograph 45 X
1= l l ’f_l . : . A
cl=calculus " p=periodontis 7 i % I=implant 7 St/ RB=replacement bridge
g=gap closure [ I 1] puw/od=pulpitis or odontitis ti & IN=inlay ik Wi gimgingivitis T4
b=gingival bleeding 7 D
go=gmglvalbleeding Ak # RC=replacement crown i & #: M=metal ceramic crown 4 JB % &
H I
gi=gingivitis T L% RCT=root canal treatment fR & /&I 7k
S&P=scale and polish IR NB=new bridge #1 F Hr
NC=new crown 3 4 &
IR BF R TNC, RC, INSONIRYTY, A 7 te/maiita/m? np oy
If the treatment was NC, RC, IN or ON, was precious or semi-precious metal used? Yes No

WAL, AT R B S )R ?

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

P AN AR BB RS AR L RIR N AR e B . USRI AR B

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

BITEME T (IER) - Hi GFEHMD -
Dental practitioner’s signature (Regular script) : Date (YY/MM/DD)




HBERRSHKENEHH GFFLEBHSUTHEREAR

Authorization and Statement for Claims Benefits Transfer (pls. be sure to complete the following table in its entirety)

A N B 5T ) R A 2% BRI R0 B AA S B M ARAT IR v CRBE A — T -

I authorize your company to directly transfer the relevant claims payment to the designated bank account (tick one only):

o ANBRATIRP

Transfer to SRR ALR o N oZai A olid A
personal bank Relationship with the insured: olnsured him/herself; oBeneficiary; oGuardian;
account

RJEATR, B NSRS ORI BB A PR 2 R A BRI e NS LR B FARATIR P, e RO
SO R EAN . AIEATFR M (RS AR .

o BBATRTIR

Transfer to the By ticking this box, I authorize and agree that Pacific Health Insurance Co.,Ltd. shall transfer such claim payment to the|
employer’s bank bank account of the employer. By ticking this box, you shall provide the Power of Attorney for Transfer to Corporate
account Account.

TEFERAT TEE R I3 AT

Bank name Details Branch/Sub-branch

I IRE ERIESF 1Y

Account name ID No.

HRATIK 5

Bank account

BRAFEY: AANRIE ERRTIKSBRAE. #l. TR LEAFARBEHIKSEEERT SBOFEIKAL . BAREKE
TSRS, HhANEE, 5RFETEXK,

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.

RARBIK SR

Caution against Insurance Fraud

WRERARREFREARN, REAREERNE, REIKERAET 5HE:
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:

ORE3E] TR VERWIBTEIES, FTRESR B, AHIREM, FabTEsE Bdu ™ Kml L. REFHHERA. EH
ABERMEEBBRIER I, AATERREEGR, DREERERIE R,

[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.

[TBTRAT] AT R VERRIES), WAMABRIETER, ATAES2E 15 HUTHE. 5 Tl FRsRKTEL . AREFRHLEEA.
TE AR R BRAER S, A ERRAER N, BN ATERT

[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.

[RFHE] HEREERSRRBITWLERNNLS, REARNRKABERAHRGENFE,
[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.




BREEH

Authorization and Statement

1. ANFHUEFREEESMEE, WHER SABSABEEERE,

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. ANEBUEMMETIE . HRERAIA . REEAF . ALK BB OEH R PR — TR BREA S i (g BOR 0L
MARBHHANL, HTEERBEREATR A ERR [HHEPFERR (RED BRHFRAFAREERRAZEERNT AR
(L EXREPESEEAE 1 BiEdTERRTLHS. PEREESEREEARITEAT . RO ZFTEAEGIEKES
HEARFERANGEIRNSERGE. SABBREHESERN—IERER.

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(subject to the publicly disclosed
information of CPIC official website), or through cooperative institutions entrusted by CPIC 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. AANFES A A EARRSESEREEFRIVELA FREAL AN EHRAEENEREL, FELETIH. HEERRREBEAR
HEHEARFTEARERAMBANE BNRMNMEG SR AT RIAR. EE. BTEER.

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. ZAARFERR. PEEREBEAREEE RIEA T WRLEB RN/ FEN/FRAEL . 5], EFRE, 5. B
FRME, Hihk, EE/SNEEER. ERETEE. SRS, m2ER. W, REGEE, ATHERIRAARARGRE SR EE
JEHIRE, (BN HBATREE 55

I agree that your company and CIITC collect and process the information of the name, gender, ID type, ID No., contact telephone No.,
address, nationality/occupation/ID validity period, claims event, financial account, medical treatment, case of illness and invoice of

insured/ claimant/payee 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.

5. EOMREFIUE, WHHMSRRREREN. BERMRAREEMEZARREFRRM TR, RRRSS5HFRESFNRY
4y, —VIERTERRABANEE, 5RAER.

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.

HEAZS (B - BE HI:

Signature of the claiman (Regular script) : Date of application:




BRZERT (HEAZBMARADEEREEN FEHE)

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

KNI S b/ BT VE A e ORI e 3 IR R AR 70 B B
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”).
44 PET A [EFE AT
Name Gender Nationality Occupation
AT RESEE]
ZHEN | ID Type ID No.
FE | AEMFEROH KR IS
Eﬁ:ﬁi ID validity £ A EES C H | Tel
tion period From YY MM DDto YY MM DD
B 2 ik g
Contact address Zip code
H5HEAKRR: olk%i oEE ofik ot GEEWSHEEALR)
Relation with the applicant: oSalesperson ~ CORelative  oFriend  oOther(pls. indicate the relationship with claimant)

FARRFRBR Specific scope of power of attorney:
o A LG G Bl Submit claims application materials;
OAEHIE: FIE ZERB A Collect claims application materials returned;

oK (F UL AZHER A Collect claim payment (*pls. provide the reasons for authorization):

TEERAT HAER I3 AT
Bank name Details Branch/Sub-branch

RATIK 5

Bank account

ZRNFAW: £ B SSS I RET, ARNRBUZFE NI E R R B8 AR A NI E SR R, WA AN 9245 5
BH 5B 5 AR A R IE ARG R A NRAE B30 . AU SOH IR 22 F6 N e HE L |

HEH L.

Declaration of the trustor: While handling matters regarding the above claim, the corresponding documents and signatures made by the
trustee with the authorization of myself 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.

TN (ER - ZHEANEL (ERD -
Signature of the trustor(Regular script) : Signature of the trustee(Regular script) :
H - HiA -
Date: Date:
TRKIAR S5 #44%: 10108686 « 95500-5 /] Mk: http:/health.cpic.com.cn

Insurance service hotline: 10108686 « 95500-5 Company website: http://health.cpic.com.cn


http://health.cpic.com.cn/
http://health.cpic.com.cn/

