C A EREE AT ERERRBOERAS

Pacific Health Insurance Co.,Ltd.
CPIC

B2y B iE B EEEAN)

Non-Direct Billing Medical Claim Form
FIXARERERS, FEXMFEHESE,

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

WAEARRPIHREN: o BIARR o MAAGR
Type of coverage: oGroup Insurance  olndividual Insurance
E: HAREREEB/NT100007T, AR,

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

BARANZEARER
Basic Information of the Insured
M7 P INEE ATUL
Name Gender Nationality Occupation
WEAFRAY: o BOME o P o HAh UEAF 515
D type: 1D card Passport Others 1D No.
IRES L LT
Policy No. Pre-authorization No.
IR LT H A8 HS 2h
Tel E-Mail Ziip code
B R ik
Contact address

FIEARAEL EREANERBRAELN, NEFRS)

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

W 4 gl A[HEE AT
Name Gender Nationality Occupation
Rit%i;ﬁrj%v%i\e ?Ef;e d o B} Parent; D@ﬂﬂ% Spouse; of& Child; Dﬁ\:@, G Other (please indicate)
WAL 0 BE o 38 o Hit UEAF 515
1D type: 1D card Passport Others 1D No.
AEHE RO iF bE| H = F H H
ID validity period From YY MM DD to YY MM DD
KR IS HBAE HS
Tel E-Mail Post code
I A ik
Contact address

E: HEATARKRERBABHEFA; SHRAKRESERBANZAY, RBAFTESZRBARNELD.
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.

HIE B E ke

Claims item and amount

WHKBIHE S Guidance for type of expenses:

1.I'722 Outpatient and emergency care 2.{£F Inpatient care 3.[Ji2 kK Outpatient care for critical illness 4.2E7 Maternity care 5.HRE} Vision care

IACREE ] e WL Bk WL R e/ ies R R RAEEB (0
Date of treatment Type of expenses Hospital Reason Number of receipts Original or not Claim Amount
(Yuan)

#it Total: RIGWHEECE Number of receipts: ik piece ZG B4 Total claim Amount: ¥

Fofth B iE#H Rl Other application documents: i B F#Return original copies ORYes  OFNo
JE A SEH A SEH
Original Copy Original Copy

off HAEIE Insurance Certification i B3| oIRZEFLT Power of attorney 1y 1y




oEH B IER 1D Of the patient B3 fr | ofiiiZHi5 Diagnosis statement By By
ostJi Prescription i fr | R, M3 X kiS5 Pathological, blood test, and X-ray 1y 1y
reports

olE)T WA HANE B Ttemized expense list 1y | ofili. HBE/NgE Medical record or discharge summary 1y 1y
0324 A ZRIEM Proof of relationship to the f iy | ofREEANSUHIEY] ID Of the trustee f B
insured

OEAPFEHGIE Certification of accident 1y #y | offi47-EE#ET Bank card or deposit book £y £y
oF R Claims form i f | ot Others i By

HREE- et ST EES

Medical information — to be completed by qualified medical practitioner

H B 25 Type of incident: ¥sAM CE/A/HD -

oA Accident 0 ¥J%Disease o HiAtOthers Date of first treatment (YY/MM/DD)

WA Z R f RUIRREVIR R A A G/ A/ED -

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

AR N 2853 Please describe the details of the event:

HBERRSHKEINESHH GEFLEBHSUTHEREANR

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

A NI 5L A A S BRI RO B e AR IS I M ARAT IR e CRBE 2 — T -

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

oA NRATIR
Transfer to personal bank 5HRARARXR o N oZiiA; ol A

account Relationship with the insured: olnsured him/herself; oBeneficiary; oGuardian;
o BT RATIK BJIEARTI,  RIA N B[R TR TR A e DR IS B A7 A7 PR 2 w1 R A U BR IS R e N AR AL A ERAT IR 7 o 203
Transfer to the ATFTSEAE (IR S0 ALY .

By ticking the box to the right, I authorize and agree that Pacific Health Insurance Co.,Ltd. shall transfer such
employer’s bank account

claim payment to the bank account of the employer. By ticking this box, you shall provide the Power of
Attorney for Transfer to Corporate Account.

TEARAT TEAME B I3T. AT
Bank name Details Branch/Sub-branch

I SRE SOiEAE5 1Y

Account name ID No.

ATIK S

Bank account

BRAFEY: AANRIE ERRTIKSBRAE. #. TR LEAARMBRIKSEEE R SBOFEIKAL . BAR5KE
TSRS, HhANEE, 5RATEXR,

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.

AR VE R

Caution against Insurance Fraud

WEARESREARRN, REMEGERAE, REKERRETHE:
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:

URZ=3E] #ATREVEWIETRIES), RSB, TN, HATEsRE BRI RHEL T . REFSERAN. EHR
ANERMEEBBRIER I, AATERREEGR, DREVERERIERA.

[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.

UTBGRATY AT RIGVEDNESD, MAMBRIUTER, WEES2E 15 HUATARE. 5 TrUTFHR0TBUT. REFSHEE A
IERHNSERGERBEER M, AN TERRARAE, e REMNEATESE




[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.

[REHRE)] UERBERTRARBITWEER NS, REAFRSEERERAMRRSK T,

[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.

BREEY

Authorization and Statement

1. FAFEHUEFRSEELMEE, WHER AAESREERE.
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. ANEBUEMESTHM. HRER I RIGAT. AZHIK, FIRETAEFOFE RN AR —TIRER AR N\ S ERER I, ARG
BN L, WA RBERRASR A EAR (HEHECFERRE (RED REARAREXEZRRMEEERIT AR (HEKX
REMEESHEE ) 1 B@dd  ERRT LS. PERRGEERAREEERFVEAR . RS EEAEKFESPERRTZE
FERA e IR, A NERAE B ER—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. AANFES A A EARRSESEREEFRIVEA FREAL AN EHRAEENERER, FELETIHE. HEERREBEAR
EEARIEA R RABANGE BNEMHMERNERNEROAR. B BTE$ER.

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. ZANFABHERR. PEHRREDBEAREEERIEA T RRLEERE RN/ FBEN/FHNEL . . AR, 4S8, B
R, Hihh, EE/BN/AEEERE. ERETELR. SRKP. BigEE. W, REGER, ATERRNEARRESMREE
TR, (HEIN AR AT (R X %o

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 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.
5. ESRRRFIE, WARMSHREESRBA . EEWREKABEENE ZARBESERNO TS, BRKEESE 7 RRESFURY
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.

HIEAZS (EMH) - HiE H -

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




BRERT (HEAZRMARNDPEERSEEN FEHE)

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

KNI Je b/ 2 BRI PE AR e ORI B 3 IR RIAX 9 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™).
_ 4 7]l A[HGE AT
ZIEAN o .
=H Name Gender Nationality Occupation
Trustee | iFfF2 EfFEE | | |
inform | 1p type ID No. || | | |
ation - —
AEFA 0N
ID validity F H Hz= 48 H H BRAR S
period From YY MM DD to YY MM DD Tel
I R bk HS 4
Contact address Zip code
HoBEARR: olk%Si o ok ot GESHEHIEARR)
Relation with the applicant: oSalesperson ~ CRelative  oFriend  0Other(pls. indicate the relationship with claimant)

HAARRHERR Specific scope of power of attorney:

o A BRI i ¥ER] Submit claims application materials;

oAU i ZORHE M Collect claims application materials returned;

O GERRNEFERR ) Collect claim payment (*pls. provide the reasons for authorization):

TFPHHRAT FRAHE £ ST SeAT
Bank name Details Branch/Sub-branch

AT 5

Bank account

ZFENEY: A EU B H SRR, ARNBEACAIHEIRIN A K7 EEA NN R SRR BN, WA AA LSS A 5
BN S ABA R ER G R AN R TUE. ARBEE SOV B 2B NP BE e e bl 55 Ik

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

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.

ZENZEA (IERD -

Signature of the trustor(Regular script) :

H -
Date:

ZIEANEA (EE) -

Signature of the trustee(Regular script) :

Hi -
Date:

R AR S sk : 10108686+ 95500-5
Insurance service hotline: 10108686 95500-5

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



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

