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Pacific Health Insurance Co.,Ltd.
CPIC

PAREERERFH

Individual Insurance Claim Form
PN EEE RN, RS,

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

W EHARUREERESHUNT1000070, A TITAES .

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

Basic Information of the Insure

A 5 A [HEE AT

Name Gender Nationality Occupation

EfFR TEAF SR
ID type ID No.

AR RG] GR H H & GR H H
ID validity period From YY MM DD to YY MM DD

HR AR TR M4 Hs i
Tel E-Mail Zip code

e Rk
Contact address

FEAEARR (FBNBARRALNL, AEUEFIES)

Basic Information of the Claimant (If the claimant is the insured, no need to fill in the following)

ER 4 P A [E5E ATRY
Name Gender Nationality Occupation
SRR R

Relationship with the | oiZBk Parent; ofitff Spouse; o ¥ % Child; oA (IR Other (please indicate)

insured

UEfF2RA EAF5 Y

ID type ID No.

AEA Y GR H H = GR H H

ID validity period From YY MM DD to YY MM DD
R AR TR HFE HIS i

Tel E-Mail Zip code

AR ML

Contact address

H: EEATARRSZEASHNA; SRRRESEZBAANZAN, ZBAFHE EZRABREIEE.
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.

bi::l R Y S

Claims Information

BRI (AR SEYE) TGS ofE Yes

Type of Claim (multiple choices) Return original documents of: No

OJRR B Disease Death o 4h B Accident Death HiB R o 4h Accident o5 Disease
o K% Critical lliness  offi%% Disability Type of insured event ofth Other

o782 2E& ¥7 Outpatient/Emergency Medical Treatment | & ZE5K% KRG




offFilEST inpatient Care Number of Total JC Yuan
ofERE NI Hospitalization Allowance invoices invoice

ofifth (iEEHI) Other (pls. indicate): amount

%' R e dRE WILEERE N2 ST S eI

Serial No. | Date of medical treatment /insured event Name of medical provider Description of disease/insured event
AR RIS A F 20k o (St A= AR ) of
Whether insured by other insurance companies oYes (place/name of insurance company) oNo

AR FETLOTAREAT, 55 RIS B IRME | othf//& & Social insurance/Rural cooperative

X IR AR offr. HHJ7aHAB S =77 Employer, responsible party or other third party
If the claim for this event has already been paid, please | o Hfl{[s /AT (S AT 2R ) Other insurance
provide the payer’s information and corresponding

proof of payment company (place/name of insurance company)

R SHERRBEEY GEFLeBRS U TRERENE

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

AR NS5 7] PR A 5 BRSO L AN NS 0 R ARAT IR P o

I authorize your company to directly transfer the claims payment to the designated bank account:

BRI NS F

Relationship ~ with | oA Alnsured; o #i A Beneficiary; ofii$* A\ Guardian;

the insured

TFRERAT TEAA(E B IHT AT
Bank name Details Branch/Sub-branch

44 S UE- 5

Account name 1D No.

BATIK S

Bank account

BB AARIE LREATIK P BRI ESE. . B3, HRTIKP A ARBRAERN . LR NREERIK - BA R
IEHEEMSD . BASEGIRMEMERRETMUS, HhANEE, SRR,

Authorizer’s statement: | hereby guarantee that the bank account information provided above is truthful, accurate and valid, and the
owner of the bank account is the authorizer. 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.

SRR VESS

Caution against Insurance Fraud

WERRRAFREAREREN, REHOEEIE, RREKVEEAE T 5T
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:

OHESHE] BATREVEWBIRES), TREREAE. FHEN, HFLATNSREBR=HHELT . REFHERAN E
AN RGUB B ERE ST, It NVESRIRAE R AR, DR ETRTRAFEIR 4L,

[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.

UITERAE] TR VERES), WAMBIETRER, WREL%3 15 HUTHE. 5 FRU T HRMTBRET. RERHERA.
EB AR GERB IR AU A S A, A VEDRIRBER AR, 2 RIFERLINATBUL i .

[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.

[REFFE] HEEREE RS KR BATIEER NS, A FA RIS R SR THE.
[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.

BSEEY

Authorization and Statement

1 AAFHU LR S MEEHES WEER ANERAEEETMT.
| declare that the statements and answers above are true to the facts, and | am willing to undertake the legal liability for any false
statement.

2. FENBBUEMETTHR . AHRERENAE. REEAT . ARHIKR. BIRBIE A OEA RN AR — DI REBB RGN S (i ROR L
FREHIAL, HTRERFREATREHEAR [EPECPFERR (BEHD BOARAFKEEERAZEERNT AR
(AP ERRE MG BENE 1 SEdH ERRTLS. TERRSE BEAREEFRIVEAT. REXZ T EH ARk HS
T EARRFRFER S MRS, A NERAE b AN —IEEE R,

| 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 its 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. AANFARESEF A EERESEARTETRFEAARES NN EHREEENEREL, SFELETIE. HERREBRAY
BERFEAF EABANE ER MV E A SEAT RKAR, B BTrEER.

| 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.

4. ANFARPERR. PERREBEAEEGRFELTRRAEBARRN/ PN/ S WA, EARE. EA-SY.

BRRAIE. bk, HE/PNAEGERON. BESENERE. MK/, gFR. Wbl REER, ATHERRNENERE EMEH
THER TR, (HIN R BT IR (55

| 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
claims, but such information must be kept in strict confidence.

5. FESHRKSIE, WA SRR am A, e R NBEEE ZA R SERII R, BRKESRFRESNEY
g, —VRERFERFABANEHE, 5RATR.

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.

MiE NS4 (IEA#) Signature of the claimant (Regular script) : A1 H #H Date of application:




BRZET (HEAZRMNMOVPEEREENFEE)

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

RAIZEAE S AR R R RIS IR A PR w9 B
I hereby entrust Mr./Ms. to handle matters of claim on my behalf with Pacific Health Insurance Co.,Ltd. (herein referred to as “your
company”).
TN 4 LE A [HEE AL
= Name Gender Nationality Occupation
Trustee | GIEFAY 515
;rt'ifggm ID type ID No.
A B AR B
ID validity & A H& s H H Tel
period From YY MM DDto YY MM DD
AR ML HS
Contact address Zip code
HHFAKR: olbkFi ofE  olik ot GEEWSHIEARR) HilHRE
Relation with the claimant: oSalesperson ~ CRelative  oFriend  oOther(pls. indicate the relationship with claimant)

EARAHALR Scope of authorization:
oI AT BRI HH i R Submit claims application materials;
OATUE R IR i ZERHEAE Collect claims application materials returned;

o . GE VBN SIE R R IHAT DL T A& ) Collect claim payment (*pls. provide the reasons for authorization and fill in
the following tables for account information):

TFPHUT FEAE LS 3T A7
Bank name Details Branch/Sub-branch

HRATIK =

Bank account

FTHENFE: AR BRI SS R AR AIHEE SAE NIRRT B AEAR NN TR, WA 5%

JE R 51 801 5 AR A RINER G R AR NGRS THT . ARBUE SRR B ZFE NP s e DL R340 k.

Declaration of the trustor: While handling matters regarding the above claim, designated by myself and 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.

NS (ERD - ZHENEL (ERD -

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

H H# -

Date: Date:

RIS AR S # 2. 95500 NE]MEE: http://health. cpic. com. cn

Insurance service hotline: 95500 Company website: http://health.cpic.com.cn



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

