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Pacific Health Insurance Co.,Ltd.
CPIC

FRRRTEREHEBEEERM)

Non-Direct Billing Dental Claim Form
XX NAERR RN, SORESE.

Chinese text has legal effect and English translation is for reference only.
WHAEARRREREA: o ARG o NN

Type of coverage: 0Group Insurance  olndividual Insurance

E: HAREREEBU/NT 1000070, HeATHAUNAT.

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

BARBAFAAZ R
Basic Information of the Insured
" 4 P A [ A
Name Gender Nationality Occupation
IEAFZERY: o BE o 7' o Hil RS
1D type: ID card Passport Others 1D No.
AEPFAROY GB H H = 4 H H
ID validity period From YY MM DD to YY MM DD
{RELSRY T >
Policy No. Pre-authorization  No.
IR LT HISAH S Zh
Tel E-Mail Zip code
It & itk
Contact address

PIEAERGEE CERFEANRBARN, WEFRHES)

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

IS sl A [FEE AT
Name Gender Nationality Occupation
Riffrﬁ/iﬁt\&;é\eﬁﬁed 03 Bf parent; OFC{H Spouse; o F % child; oXAth (GEULHH) Other (please indicate)
WEAFRAY: o SE o $IE o Hih EfF S
1D type: ID card Passport Others 1D No.
AUETFE Y B H H = 4 H H
1D validity period From YY MM DD to YY MM DD
R AR IR M 46 HIS i
Tel E-Mail Zip code
Ik Z bk

Contact address

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

BRI e

Claims item and amount

B 2R 3E S 2% Guidance for type of expenses: 1.2 7 f} Emergency dental 2.7iB¥49F  Prevention 3R FRHAST Basic dental
4. FFRHAIT Major dental 5 AR Others
BiaHM E eS| HLER HLEEA e e Pyt RKAEEH (o)
Date of treatment Type of expenses Hospital Reason Number of receipts Original or not Claim amount (Yuan)
A1t Total: RIS HE Number of receipts: ik piece: R E4H Total claim amount: ¥
oAb eiEsEOther application  documents: JBREUEMF Return original copies ORYes  OFNo
A SEE J5A: SEfE
Original Copy Original Copy
off #4EIE Insurance Certification 1 1 | ofZtZEFET Power of attorney 7 1
o HUHE 1D Of the patient # | ofRZWiT Diagnosis statement i B

g
X
5

oltJ5 Prescription | ofRER. MR X OkdRks Pathological, blood test, and X-ray 1 7




reports

alEyT REEFWINIE % ltemized expense list 1y | ofli. HEE/Ng: Medical record or discharge summary Lo i
0%235 A< ZiEH Proof of relationship to the i | ofREEAESAIER 1D of the trustee i i
insured

o ANEHGIEY] Certificate of accident £ | o7 R Bank card or deposit book 1 1
OB R Claims form i 3 | ofift Others i i
HiRHE B- A HiSTEITAS

Medical information — to be completed by qualified dental practitioner

Hi 2% Type of event: WIE AW GEIRIED

o dhAccident oiDisease o HithOthers Date of first treatment (YY/MM/DD)

YIRFS BBt ARWIRIEVIR B GEHIAD

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

AR N 2258 Please describe the details of the event:

BHEAUTHEESEE TAER

Please fill in the dental chart with the abbreviations below:

F %% Dental Chart
H i
Right Left
VAT Treatment
K ILFinding
L AiUpper jaw 18 1 16 15 14 13 12 11 21 22 23 24 25 26 27 |28
7
N fiLower Jaw 48 4 46 45 44 43 42 41 31 32 33 34 35 36 37 |38
7

K BFinding

VA JT Treatment

Finding &3 Treatment 837

b=bridge 71 gs=gingival swelling “F &R i fik AF=amalgam & &% O=orthodontics A 75 IE

c=crown F i E i=implant &
ca/da/dn=caries/decay/dental
necrosis &/ A1 Vit

cl=calculus 7 f1

in-inlay f% 4

g=gap closure [a] B3 1]
gb=gingival bleeding 7 i %
i

p=periodontis & %

gi=gingivitis £ %

m=missing tooth 7 k5

pu/od=pulpitis or odontitis 4 &&

CF=composite & &1 EHE7E

D=denture & F

E=extraction # I

I=implant &2

IN=inlay /A&

RC=replacement crown 7 it & i
RCT=root canal treatment R & /447

S&P=scale and polish 235 it Y

ON=onlay f=##i4

OR=oral radiograph 15 X St 5
PR=panoramic radiograph 4= X
JtF RB=replacement bridge
Hii e gi=gingivitis 74
M=metal ceramic crown 4 J& %%
T

NB=new bridge 3 1
NC=new crown 7 4 &

IR B2 TNC, RC, INERONIRYT, RS 1 it e/maiiie/m?

If the treatment was NC, RC, IN or ON, was precious or semi-precious metal used?

WNAGE, TR SR B S R ?

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

Ore o
Yes No

P AN BIAE REHEINE R R L RRIA

3 H 2o

BTG

B, HSALIREN.

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

BITEEINAE T (IEHS) -

Dental practitioner’s signature (Regular script) :

H CGEIHIFD -
Date (YY/MM/DD)




HRE R SRS (EFLEBREUTIERERAR)

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

AN R AR A SISO B HH AR NS (900 R ARAT IR o (RAE2)E— T -

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

TN ANBTIR

Transfer to HWRMARR o N; oZaA; ol

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

account
AEARTR,  RIA N SRR R AR BEORB AR A BR A WA AR I B IRER A NAR AR AL IMARAT IR 7, BN
GBOFHE R EARN . AT IR (DR X A KAL)

o BTARATIR P

Transfer to the By ticking this box, | 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.

FEFRAT HAHER T AT

Bank name Details Branch/Sub-branch

4 S5

Account name ID No.

HATIKS

Bank account

BN : AARIE ERBATIRS BRI RESE, #Ef. A3 LBEANRHERIEEBA R FBINEKMS . ARG RH
EMERRETFMG, HEANKE, SHEALR,

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.

SRR VESRS

Caution against Insurance Fraud

WERRR A FEAREN, RIEMHESEEME, REIRVERRIE T HE:
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:

URIEZE] BT REERETRES), WRESZIR. AR, HiaTemE ™= rmELdt. ReFEREe AN, ER
NERGERRAEA S, AN EIRIR AR IR, AR VEmIRRILIL AL

[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.

[FFELTRAT] BATARISVE SIS 3, MAMBILTRE, TTRES2E 15 HUTFHE. 5 Tool FHETBLLT . FRERREEA.
IR NSRRI B ERR SO, A VE miR fE R AR, 2 BIAR N AT BIAL 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.

[RFFHE] BEREEERSRARBITILE NS, REA T ARSI HRK & T E.

[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.




BR5EH

Authorization and Statement

1. KAFHL R ERESHREE, WHEBR, RABERRBHFERIEE.

| 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. ENEBUEMETHM. HRBREHE. REATF . ARHR. BIRBIE T OSFH RV DR — TIRERRE Sl BRI
AREHHAL, HTEARPREATRATERR (HFECFERE (RED BEARAR X ERREZERNTAF
(R EARGREMERHRENME 1 B8 PEERTIHS. FEEREEEREEFTRTEAT. REZH T AL EEKEES
ERRARER aEYAmER . A NEERBHEEN—TERER.

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. ZAFARESRA AT ERRESEAREER RFEAFARESE AN ERRLEENEBEFE, FHFELETHIN. FEEARREEER
BHEARIEL T BB FNE BHHAANEE RN SEANETRAR. 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. KNFABRFERR. FEEAREERAREEARIEA mWELEBRRN/ RIEN/ SR A AR, EA-S1G. B
RAiE. ik, EE/HWARFERON. BERENGEE. MK, iSMER. R REER, AT NSRRGSR EE
TEHITREL, (HEDRE AT IR LS.

| 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. FEVBRKFIE, WAFHMSHERERZEN. EERRABEENE FHRESERNKTE, BREESS 5 REFNRY
G, —URERFRERBABAANRE, 5RALR.

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.

HEANRYL (B - GSEE

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




BRERF (HEAZRMAAADEEREENFTES)

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

RAIESE S I R PR R ORISR R A9 A0 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™).
w4 P51 A [HEE AR
Name Gender Nationality Occupation
R 7Y A1
ZIE N | ID Type 1D No.
R | AMERUN KA HLE
I]rflésrﬁﬁi ID validity £ A H& 45 H H Tel
tion period From YY MM DDto YY MM DD
I &R HS
Contact address Zip code
HoigAKR: ol%R oFE ok ot GESUWSHEARR)
Relation with the applicant: oSalesperson ~ CRelative  oFriend  ooOther(pls. indicate the relationship with claimant)__

BARAHEARUR Specific scope of power of attorney:
OIS BRI FH A 5L Submit claims application materials;
oATUE BRI HH i BB Collect claims application materials returned;

oL 2 G IR ZEFEIR M) Collect claim payment (*pls. provide the reasons for authorization):

TFPHHRAT FEAHE £ 44T AT
Bank name Details Branch/Sub-branch

TR

Bank account

BHAFH: L B FH IR, RABBEZIE A ERARN P AE T BEREARNWE SR BRR, MREARBOR ISR
(A 51 B 5 A 52 (iR R A A RIE £33, AR A BORR 223 N s S DL b
HEWT Ik

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.

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

ZTHENZL (GE#D - ZIENZA (ERD -
Signature of the trustor(Regular script) : Signature of the trustee(Regular script) :
H 3 H# -
Date: Date:
PR AR % #ek: 4008695500 AT MHE:  http://health.cpic.com.cn

Insurance service hotline: 4008695500 Company website: http://health.cpic.com.cn


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

