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Direct Billing Medical Claim Form
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Chinese text has legal effect and English translation is for reference only.
I BHARRERGSH/NT 100007, AT AEE.
Note: If the claimed amount is less than RMB 10,000, columns with “ A” are optional.
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Authorization and Statement

1. ZAAFHUTHRREEESTESE, WERK, SABERREEENE.

I declare that the statements and answers below are true to the facts, and I am willing to undertake the legal liability for any false statement.
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I authorize Pacific Health Insurance Co.,Ltd. to directly settle due benefits with the medical provider. I understand that I shall undertake relevant legal liability if
the claim is found to be complete fraud or partial fraud.
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I understand that for treatment I receive exceeding the agreed benefits or liabilities in the insurance contract, I should undertake the exceeded expenses by myself
and timely return relevant expenses in accordance with the requirements of Pacific Health Insurance Co.,Ltd. In case of overdue repayment, I agree that Pacific
Health Insurance Co., Ltd terminate the direct billing service of benefits payable with hospitals.
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1 authorize all physicians and surgeons who have health situation records of the insured and relevant institutions including hospitals, clinics, insurance companies,
and public security organs where the insured is treated or receives inpatient treatment and have health situation records of the insured to provide details of the
event, the accident, and the illness, health situation and medical records of the insured, medical advice for the insured, and any details of hospitalization,
treatment and medical records for your company or entrusted cooperative institutions of your company. | shall undertake any legal consequences arising from
this authorization. The copy of this authorization have the same effect as the original.
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I 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.
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I agree that CPIC 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.
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Medical information — to be completed by qualified medical practitioner
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Hospital for the first visit Date of symptoms occurring for the first time (YY/MM/DD):
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TR ALZ B E LIRS 1) E B0 Please describe the illness, injury or symptom of the patient for this consultation:
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P AN UL SLELIN FE R R PRI A R e B . SRR IR B

Declaration: I declare that to the best of my knowledge and beliefs, the statements made on this form are full, true and complete.
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Attending practitioner’s signature: Date (YY/MM/DD)
RS Al 45 #1 2% . 4008695500 NFEIME:  http://health.cpic.com.cn

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