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Pacific Health Insurance Co.,Ltd.
CPIC

] R B R I R

Group Insurance Claim Form
N AR, FOCREHLS %,

Chinese text has legal effect and English translation is for reference only.
RIE&[ES Insurance Contract No.:
FEREAL Policyholder:
F: EAKEREH/NT1000070, <A HARAEE.

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

BRBAZAER

Basic Information of the Insured

w4 5 A [HEE AN
Name Gender Nationality Occupation
e Sid UEFF5 R

ID type ID No.

AL RO G2 H H = GE H H

ID validity period From YY MM DD to YY MM DD
HR A LT HIS A HIs i

Tel E-Mail Zip code

I AR

Contact address

FIEARAEE (FIEANAPRBARANR, FENLEFRES)

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

" 4 el A [HEE AT
Name Gender Nationality Occupation
SRR R

Relationship ~ with | 0%t Parent; ofitffi Spouse; o % Child; oftftt (iE1EHI) Other (please indicate)

the insured

R RESEE]

ID type ID No.

AEAE RO F H H = F H H

ID validity period From YY MM DD to YY MM DD
R LT HR A HS2f

Tel E-Mail Zip code

B &bk

Contact address

F: FEANARREZBABHEESN; BHRKRERBAANZAN, RBAFTHETZEAZNELS.
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.

B EIE S

Claims Information

RIFSMNET (FTEE IR [B] 5 A os& Yes

Type of Claims (multiple choices) Return original copies o7 No

O B 1 Disease Death o4& Accident Death H R o4 Accident 0% Disease
OF K% Critical lllness  0ffi%% Disability Type of insured event oAk Other




ol J&2EEJT Outpatient/Emergency Care
off:FEEEST Inpatient Care g Bk 9% B i A
ofE:BEAMIE Hospitalization Allowance Number Total JC Yuan
oAt GEULED Other (pls. indicate): of invoice

invoices amount
%' WL/ H WAZEERE b NS S N e e
Serial No. | Date of medical treatment /insured event Name of medical provider Description of disease/insured event
FETRAEIAM LR A F SR ofe (SR AT AR ) ofy
Whether insured by other insurance companies oYes (place/name of insurance company) oNo
EARR G OIS, W& AT 7 (5 BHRAE | otLfR/K & Social insurance/Rural cooperative
R AR iy, ZEE B HANLYE =75 Employer, responsible party or other third party
If the claim for this event has already been paid, please | oHAtfRG AT (SR A T LR ) Other insurance
provide the payer’s information and provide the | company (place/ name of insurance company)
corresponding proof of payment

RESHKZINEHER GBS LeBHEUTHAREAR)

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

A N B 5 ) A A 2R BRI A0 B e AR S S B M ARAT IR P v CRBEAE— T -

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

o NBUTIR P
Transfer to R AR ok 0B ol

personal bank
Relationship with the insured: olnsured him/herself; oBeneficiary; oGuardian;

account

O BARATIRE | AT BIA NS RN RO e RIS B A B2 WK AR BRI e N AR IR O ERAT IR 7 o A AT
Transfer to the | 4ot (i Gt AREIKITRCS)

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

Corporate Account.

TFERAT TRAR{E S T AT
Bank name Details Branch/Sub-branch

MK 4 EARIESF 1Y

Account name ID No.

HATIK 5

Bank account

BRAFER: SAFRIELRHEITERS BRESS. B B8 LEAANRERNESEEFRTSBNFEKLYS . BRG] RHE
MEBRATNG, HhAAKE, SRFALK.

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.

RS VE R

Caution against Insurance Fraud

WHERRKSRERFRN, REMGEERME, RERVERRENLTE:
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:

ORESHE] #TREEMIUIES), WRSRIMA. FHER, HFETTeRE R HmEEeTl. REFRHEEN, iE
NS RBUB B RUER S, A AERIRARAER, MR EMIERIOLRLE.

[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.

UITBGRAE] #EATIRIGVERTESD, MAMBILTER, AIRER23) 15 BUTHE. 5 Tl T HRITBitfi. REFHRHEEAN.
TEB ARG RR BRAGIE A SO, A VERRRGER AR, e RBMEM MAT BT .

[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.

[RFFE] MEREERSRARBITMEE RIS, REAFTAAAREREN R EMFE.
[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. AANFEHU LR SEELHESE, WFER SAERRBERRIE.
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. ANBBUEMETHN. HESRRIM. REAT . AZHR. BRI OEE R LR —IRER RGN AR RRIL
MRFHAL, HEERBEREABE A ERR (P ERCFEER (RED ROFRA R RXERRAEZERNT AR
(P EARERE B 1 Si@id hEREMILS. PERRGESEREEGRFAEAT . REXZFTEEEIEKES
T ERRFTEER SN R A . ANERAE LSRR —ERER.

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. ANABFFAAHERRREEBAREEARIEARRES ANNERBEENERES, HELETHIA. PERRESRARE
HARFEA T RABANE ERRAANMENERNFRKRR B 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. ANFABEHEKRR. HERKRESEREERRIVEL ARERLEFREN/ FEN/ TR 7 IEARE. S,
BRRRIE. bk, BE/DNLAEGARON. BRERGEE. SRk BERER. Wi, REGE, RATHHRBAANRGYSEMEH
EHERTRE, (IR AT IRE 5

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. EVRMREKTE, WHRMSUREERZEA . EEREKNSERAC ZARESERNOER, RRKESERFREFNR
UG, —VIERFERFABAANERE, 5HRALX.

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.

REAEE (ER) - HE -

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




BRERT (HEAZTMARADEEREEN FRE)

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

RANIZESE S b/ R P e ORISR mA9 A0 B R UG S
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”).
w4 el A [HFE AR
Name Gender Nationality Occupation
R UEFF5 A
ZFEA | ID type ID No.
FR| AR
inform | 1D validity ¥ A H=E £ A H | BAREIE
ation | period From YY MM DD to YY MM DD | Tel
Ik Z bk HS2f
Contact address Zip code
HHEAKR: olksR oEE oIk ot GESUSHIEARR
Relation with the claimant: oSalesperson ~ CRelative  oFriend  oOther r(pls. indicate
the relationship with claimant)

FARCHEARR Scope of authorization:
oA EEE FE Pk Submit claims application materials;
DT FRIRE HH i BEOREE Collect claims application materials returned;

R GEULIRZRILIRA ) Collect claim payment (*pls. provide the reasons for authorization):

IFPRAT PR T SXi}
Details

Bank name
HATIK
Bank account

ZFENFEW: PR LIS R, ANBBZFE NPT R SCFS R 7 AN B LR BN, WA A 245 SR A5
B 5 AR A RINER G R A AR TUE . ARERBHIA ROVIR 22 FE N B e B DA _ B 55 ) il

Declaration of the trustor: While handling matters regarding the above claim, the corresponding documents and signatures made by the

Branch/Sub-branch

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.

ZTIENZS (ERD - ZIENEL (ER) -

Signature of the trustor(Regular script) : Signature of the trustee(Regular script) :

H - Hi -

Date: Date:

PRI S5 #42k: 10108686, 95500-5 A H M4k 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/
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