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Group Insurance Claim Form
XX NFEAERN), OIS E,

Chinese text has legal effect and English translation is for reference only.
RIE&RES Insurance Contract No.:

FARBLL Policyholder:
¥ HARRIERGSHVNT100007T, <A AT AEE .

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

AEFRRFERRIDERAE]

Pacific Health Insurance Co.,Ltd.

BARRNERER

Basic Information of the Insured

" 4 5 A [HEE AW
Name Gender Nationality Occupation
R A e 1Y

ID type 1D No.

AEPFAROY & H H & GR H

ID validity period From YY MM DD to YY MM DD
R AR I HR G HSZh

Tel E-Mail Zip code

T R bk

Contact address

FEAZEARER (BFENBRRASAL, FEUEFIES)

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

" 4 P A [FFE AT
Name Gender Nationality Occupation
EBORIE NG5

Relationship  with | 0B} Parent; ofitfH Spouse; oF % Child; olAth (iFifH]) Other (please indicate)

the insured

R A UEfF 1Y

ID type ID No.

AEPHA RG] 28 H H = i H H

ID validity period From YY MM DD to YY MM DD
HR AR HLTE M A M

Tel E-Mail Zip code

T R bk

Contact address

H: EEATARREZ BTG A; SRRREZBARNZAN, ZBAFHE EZRABRBIEE.
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.

BEEIE R

Claims Information

HBAAFIN (TE) SEYEYES oS Yes

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

ofi % B Disease Death o 4h B Accident Death ezt o4k Accident o Disease

o KRG Critical lllness

offi%% Disability

Type of insured event

ot Other




ol J2&2EJT Outpatient/Emergency Care
off:FBEBEST Inpatient Care g% BE K 9% I ph 4
ofERe kI Hospitalization Allowance Number Total JC Yuan
ot (38D Other (pls. indicate): of invoice

invoices amount
PT bn Ik R s E R FRZ ST ESN e
Serial No. | Date of medical treatment /insured event Name of medical provider Description of disease/insured event
ST AE HAB LRI 2~ 7] 20k ofe (SRt F A FR ) o
Whether insured by other insurance companies aYes (place/name of insurance company) oNo
BRI OPARIEAT, AT TG BHRE | otk fR/KR & Social insurance/Rural cooperative
o R AR offr. HHJ7aHAB S =77 Employer, responsible party or other third party
If the claim for this event has already been paid, please | oMl R AT (SR AT L ) Other insurance
provide the payer’s information and provide the company (place/ name of insurance company)
corresponding proof of payment

R SHIKBEEH (55 UEBHSUTAERENE

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

AR NSRS ] A A O BRI R0 B R e AR NS i M ARAT IR o CR B2 —T0 -

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

o NBUTIRF

ootk | TERBAXR okAs oZaAs oHFA
account Relationship with the insured: clnsured him/herself; oBeneficiary; oGuardian;

R BATARITIR | AT, RIA NSRS e RIS B AR A B 2 W R A BRI e NP AR B R ARAT IR o A0 AR TS

Transfertothe | sppe (i s AREIBALE)
employer’s bank By ticking this box, | 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.

TE AT HAHER 93T AT

Bank name Details Branch/Sub-branch

44 S5

Account name ID No.

HATIK S

Bank account

BRAFE: AANGRIE ERETIRS R ESS. . B8 AR ARMERIK EEH R SBREKAL . BARNG| RRME
fEEmREst g, WhANEKHE, 5RALR.

Authorizer’s statement: | 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.

RERBEVER

Caution against Insurance Fraud

WS R AFEAREN, AEHOEEIE, RV AE 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:

DREE3RE] ST REERERES), TTRSZEMMR. AR, bl esEREM™rHELT. RESFHRHERA, iE
AABRRGUB RIS, AN ERREZEN, DREERIERIRRAL.

[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.

UTBGRAT ] BHATORRVERES), MAMBILTER, TTRESZE 15 HUTHE. 5 Tl FHMRTBULT . REGHERIEEA.
TN SRR REE RS, A ANVESRSRBERAFRT, HER BN EATEUL T

[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] HEREERTFARBITWEERNSE, REAFARHEERA MR EHFE.

[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.

TS

Authorization and Statement

1. ANFHLL R S EESTRSE, WHER ANERREERTME.

| 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. EANBBUEFEITHH. HRBURRHIE. REAT. ARHIR. BIREITE P OEF R LK —IRBAR RGN S A fa FOR 5L
MRBFHAL, BRE BRSO A P E AR (R EAERERR (RED BEARAR AAEZRRARERNTAH
(AP ERRE MG B 1 BBl P ERRAT e, PEERSE BEAREEFTRIVEAT . R E TR A HES
P EARITRERSENA MRt . & NERBAM DA —TERER.

| 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. FANFARSF M EARE SEAETEARIEATRES NN REEENEREE, FEIETIW. PRERREEEARE
HEWRTEA T RABENE BRHMIEE AN SEANTRKAR. B BTEER.

| 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. AAABHERRE. HERKE SRAREEA R ITEA R RCER AN/ FEN/ TN Wl IEFRE. EA-S.
BRAREIE, Mk, EE/BULAEFER0Y. EBERER. SMKS. miSER. Whl. REGE, ATHERIRBISARRE EAH
HEBETRE, EXNR BT RS 5

| 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. MR GRRFRIG, WS HRESERBA . EERRNBERIE EH R SE R TE, RRR -SSR REF I
g, —URERTVERHEANAHE, 5HRFAEXR.

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.

HIENES (A - B H 8-

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




ERERH (FRAZRMAMOAHEEREERNTEHS)

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

RANIEAE S AR AT REOR IS B 00 A7 BR 2 R A 7 BRI 2R
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 P51 A [FFE AT
Name Gender Nationality Occupation
UEAF2R Y UEFF5 A5
ZIE N | 1D type 1D No.
BR | AEME R
TJ?SE?E ID validity A HZ £ A B | BREE
ation | period From YY MM DD to YY MM DD | Tel
JiF A psiihil 34
Contact address Zip code
HHEFEARR: olbsi ofE ok ot GEERSHEARR)
Relation with the claimant: oSalesperson ~ ORelative  oFriend  oOther r(pls. indicate
the relationship with claimant)

BARRBEAUR Scope of authorization:
OB A B F % 25RL Submit claims application materials;
oA i BEORHE 4 Collect claims application materials returned;

CAECELIE E GEBRIIRAZHERE) Collect claim payment (*pls. provide the reasons for authorization):

TFP1HRAT iCh ST EX i)
Bank name Details Branch/Sub-branch

RATIR S

Bank account

ZHENFER: EE L, LSS R, RASRBCZFE AN ERAR R K2 B REAR N RSB TR, WA S48 J5 A 5
B 5 AE RINER G R AR NGRS THE . AR SRR B ZFE N I 5e 5 DL 3550k

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 thig
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.

ZHENZES (EHD - ZHNZES (ER) -

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

F H .

Date: Date:

TR R 25 42k 95500 /N RS 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/

