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

: HARRHEE SN F100007T, A HIAAES.

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

Basic Information of the Insured

o 4 ezl A [HEE AL

Name Gender Nationality Occupation

AR 0 Sk o I o Hifh 58

ID type: ID card Passport Others ID No.

AETHA RO F H H = F H H

1D validity period From YY MM DD to YY MM DD

TRELS TS

Policy No. Pre-authorization No.

HRR BT H A HS

Tel E-Mail Zip code

B 2R bk

Contact address

BEREHH

Authorization and Statement

1. ZAFHUTHREEEEMESE, WHEER, AABRAEEET T,

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.

2. EABRBURTFHEERERBAA RA T RAXKFENAMRE S ERSERBTEHE; R ANBEBE LIRS IA S K
V8, RNKRBARERIUE.

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.

3. RNT BapTEEsZ 2 BT B AR & R B 4 58 AR SR el R STAE TS, A NS 8 17 K 4R H A 20 IR AE OR 3R P 4R e
R BAT T R AT FMHRER K RIE . HREEER, & NEZRTPERRG RS RA R ZFEAXMARREERS
BB AT S H Z RS

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.

4. FNBRBBRENEZ 6T AR BREA R R AR RELIDREEMASBEL. B « 25 2%, REAFRSEMH
&R, HFTRZER. BAMRERZ AT BRI ARBRER . SRR, BB, PRAEMMER. 677 WK PR it
GHAT KR ATFIMEENSENA. A ANBERAEHESERN—ERER. WENBREEHSIEART R .

I 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. I shall undertake any legal consequences arising from this authorization. The copy
of this authorization have the same effect as the original.

5. AARBEREE S ERREBEAREEFRIMEATARELANEHREEENEREE, HELEFTIE. PERRESEAR
EFHEARFELF RABANE BHEMNAEA ST ANERIAR. BE. BETERER.

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.

6. ZAFAEFERR. FEHARSEEEAREEFRIEL AWRCERRBA LS 5] IEFRE. IEFSE. BRRAE. H
ik, BE/BRNAEAERH. BT EE, BTHFRRNANSRE SR FEENRE, B8R BT RE 5.

I agree that CPIC and CIITC can 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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Signature of the claimant (Insured/ Guardian): Date of application:




Medical information — to be completed by qualified dental practitioner

HIK: S5 Type of incident: YIZH (E/A/H) -

O #PAccident 0¥ HKDisease OF:AOthers Date of first treatment (YY/MM/DD)
VIR IZ R ARURRERIR A H GEHED

Hospital for the first visit

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

TE PR AbiZ B ot 12 10 32 BR TS Please describe the details of the event:

BEANTHESESTHER

Please fill in the dental chart with the abbreviations below:

F#EZF£Dental Chart

HRight JLeft
VA YT Treatment
KB Finding
FHiiUpperjaw | 18 | 17 | 16 | 15 | 14 | 13 | 12 | 11 | 21 | 22 | 23 | 24 | 25 | 26 | 27 | 28

FHiiLower Jaw | 48 47 46 45 44 43 42 41 31 32 33 34 35 36 37 38
& Bl Finding
Y57 Treatment
Finding R¥ Treatment J5JT
b | bridge FHfF gs gingival swelling 7 §R i i AF | amalgam K& 4IHT O | orthodontics 1% #I%F 1E
¢ | crown FiEE i implant 18 CF | composite B &M EHETT ON | onlay Fitkik
ca | caries Wik in inlay fikf4 D | denture A OR | oral radiograph [ X Jt
da | decay HEF m missing tooth 7 Pk 2 E extraction & 4 PR | panoramic radiograph 45t X )t
dn | dental necrosis F ik p periodontis 7" 45 I implant 18 " RB | replacement bridge 1 H #
cl | calculus 41 pu/od | pulpitis or odontitis 1% % IN | inlay {4k M | metal ceramic crown 4 )& 1% % i
g | gap closure [A] g E A RC | replacement crown 2 il & NB | new bridge # 1
gb | gingival bleeding 7 tH Ifi. RCT | root canal treatment HR V49T NC | new crown ¥ it
gi | gingivitis T#R % S&P | scale and polish 23 Il

WARBHE LR T NC B RCIHIT, REMEM T eI em? ok Yes ofi No
If the treatment was NC or RC, was precious or semi-precious metal used

WA, ER T R Bt R B 5t R ?

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

WEREFHEA T INBON YR, ZEMH T & meE it e)m? o/ Yes o7t No

If the treatment was IN or ON, was precious metal or semi-precious metal used?
WAL, AR T RN 5t B R B DR ?

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

P AN UL SR B FE R R FRIR A AR e B . SRR B

LT BRINAE

Dental practitioner’s signature:

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

B CE/H/HD:
Date (YY/MM/DD)

RIS #ER: 4008695500
Insurance service hotline: 4008695500

AHE]Pk: http:/health.cpic.com.cn
Company website:http://health.cpic.com.cn




