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CPIC

By ELRE HR P (EREAT)

Non-Direct Billing Medical Claim Form

HSCRARAERN), SRR S %,

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

TH A AR HIE IR

Type of coverage: oGroup Insurance

o Bl GR

o AR

olndividual Insurance

. BHARRERSH/NT 1000075, A WA RES,

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

AEFRRFERRIDERAE]

Pacific Health Insurance Co.,Ltd.

WRRNERZR
Basic Information of the Insured
4 TR A [FEE AT
Name Gender Nationality Occupation
WEFRA: o BiE o P8 o Mo AR5
D type: 1D card Passport Others 1D No.
{RELSRY RS
Policy No. Pre-authorization No.
R LI HEAE T
Tel E-Mail Ziip code
I Z itk
Contact address
FEAZELER CERENMBRRAEN, WEFES)
Basic Information of the Claimant (Not required if the claimant is the insured)
IS PR A [T AR
Name Gender Nationality Occupation
Rit?iji?{%ﬁ?ﬁf?ed o5 B} Parent;  OFCAH Spouse; o FZg child; oFifll (GEEBAD Other (please indicate)
WERET: o BME o iR o HAh A5G
1D type: ID card Passport Others 1D No.
AEE RGN GR H H = & H H
1D validity period From YY MM DD to YY MM DD
IR AT M4 HS 2
Tel E-Mail Post code
I R otk
Contact address

H: FHEATONRREZ R ASHEF A SRR EZm ANE NN, 2 AFEHG L LB AREER.
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.

BRI E R

Claims item and amount

R HIHE 2% Guidance for type of expenses:

1.I'1&iZ Outpatientand emergency care 2.{EB% Inpatientcare 3./ 112 KJi Outpatient care for critical iliness 4.4=% Maternity care 5.HEE} Vision care

BiaHM E S SR HLEEAE e e BB Ei%%ﬁ )
Date of treatment Type of expenses Hospital Reason Number of receipts Original or not Claim Amount
(Yuan)

41t Total: RIEUCHEEE Number of receipts: ik piece RIS 4H Total claim Amount: ¥

HheigbR Other application  documents: BB FE#FReturn original copies ORVes O%No
JA e JEA SEI
Original Copy Original Copy

off #FEIE Insurance Certification Lo 1 ofAZEFEH Power of attorney 1y 1




0 HUHEH 1D Of the patient iy | okt Diagnosis statement 1 )

ofkJ5 Prescription 3 # | o, MR X6 Pathological, blood test, and X-ray fr i
reports

olEST RATTTDIANE # Itemized expense list i | oD, HBi/4 Medical record or discharge summary I IS

0% ARFRIUEH Proof of relationship to the 1 #r | ofREEASHHER] 1D Of the trustee t it

insured

oREAMNEHGEY] Certification of accident 1y fy | ofRATRFEHr Bank card or deposit book 1y L7

oM HIER Claims form £ | ot Others i fy

RS Bt ST RITES

Medical information — to be completed by qualified medical practitioner

i K25 4 Type of incident: WIBEH GEIRIED -

oEShAccident o¥fiDisease o HAitOthers Date of first treatment (Y'Y/MM/DD)

WL ERL ARURRERICR A AR GEIAIED -

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

e N 8253 Please describe the details of the event:

HRERE SRS (LIRS UTIERERAR)

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

A N5 ) A A O BRI R0 B e AR NSHS B M ARAT IR o CRBE2)IE— T -

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

o NBRATIR P
Transfer to personal bank | SHRKI AR R oA N; oA ol A

account Relationship with the insured: clnsured him/herself; oBeneficiary; oGuardian;
o¥E BT RATIR R ART,  BIVAR NASASIR) KT A R ORI P A B 2 R AR RS e N DR AL RARATIR P o 23k
Transfer to the AT (RIS SR A FIKIAA)

By ticking the box to the right, | authorize and agree that Pacific Health Insurance Co.,Ltd. shall transfer such
claim payment to the bank account of the employer. By ticking this box, you shall provide the Power of
Attorney for Transfer to Corporate Account.

employer’s bank account

TE AT TEAHE B 93T AT
Bank name Details Branch/Sub-branch

ISk BHIE51Y

Account name ID No.

HATIK S

Bank account

BRNER: AAE ERIRATIK PR ESL. M. 7. JLRARANRERIKSEBARITSBRNEKMS . ARSI KK
EMERRATF NS, HEANKE, 5ALR,

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 VESS

Caution against Insurance Fraud

WAERRR A FREAREN, MREHARERIE, REEKVERAET S E:
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:

ORIESHE] #ATRIVEWMBIRES), RIS, FHEMN, JFETSREEBR=HIHELT . REHERFKERAN EH
NERERREER S, AMAERRARERN, MREEIRIERIER L.

[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.

UTBERATY BTRVERES), MAMBICTRI, WHa%E 15 HUTHE. 5 TRUTHSTEULT . RERIEEA.
ERA NSO RBUBIRAUE R SO, A ARSI, BB TBUE 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.

[REFFME] HRSBEERLFARBIT LGNS, REAFIARIER AR S HI3E.

[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.

FAETHH

Authorization and Statement

1L ANFEHU LR SEEEREE, wE B, ANBERAEEETE.
| declare that the statements and answers above are true to the facts, and | am willing to undertake the legal liability for any false
statement.

2v RABBUEMESTHNE, HARBUROHUAE. REEAT AZHIR. FORBIE TP OSEA RN A —IRGE R R A SRR, AR
AL, HREERBERRABRIPERR (HEHEATHERR (RED BARRAR R ESSASERKTAT (UHEX
REMEBHEENE 1 REdPERRT LGS PRAREBSEAREEFRIFEAT . R 5 AL GRS ERRITZE
FEREENA ISR, A ANBEBREBREER—ERER.

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. 1 am willing
to undertake all the legal consequences arising therefrom.

3. A ARRER A [ ERKE REAREEA RIEATREEAREHRLE ENEEER, HELETIN. TEERRREBHER
HHEAMRIFEA T RABARNG BRI E R SENETRRAR. 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 FANFBHERR. FERRRE SEARAETEGRIES FRAEBRN/ FEN/ TSNS 5] EARE, S, B
R, Hilk, B/ AR, BEBERER. SRKS . BeERE. WAl RERGR, ATHERRGIAABRGE BMHER
TEITREL, (HIRL AR BAT RE 5.

I 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 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.

5. AEWBIRKERIUG, WA HAS B EZBAN . IR AR NBIERIE ZE RSB R4, BRKSS 5w RAES N E
4, —URERFERFRABEANRE, HHETLR.

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.

HBAZY (IEM) - FiEE

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




BRERF (HEAZRMAADEEREENTES)

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

FAIESE S B R PR e 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 PR A EFE AR
ZIEA o .
= p Name Gender Nationality Occupation
Trustee | iFf2R%AY UEAF Y
inform | 1D type ID No.
ation ; >
AEE RO
ID validity i H Hz 4o A H AR G
period From YY MM  DDto YY MM DD Tel
TG 2 il 2
Contact address Zip code
H5HEARXRR: olbk%R  oFEE ok ot GESHEREARR
Relation with the applicant: oSalesperson ~ oORelative  oOFriend  oOther(pls. indicate the relationship with claimant)

BEARCHAR Specific scope of power of attorney:
O3 AT BRI FH i 5L Submit claims application materials;
OATUE R IR i ZERHEAE Collect claims application materials returned;

ORI (AL RIEIRE) Collect claim payment (*pls. provide the reasons for authorization):

TEPRAT FRA B AT A7
Bank name Details Branch/Sub-branch

BATIK S

Bank account

ZHENFEW: FE BB AT, AR NS FE AN E AR SO R R A AN B SR EIOR, IR A AN SR 5 A 5
B S AFALAE R INER G R AR NEE R IME. AR SOARBZFE NP B e L EH 50 k.

Declaration of the trustor: While handling matters regarding the above claim, 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 (GERD - ZAENEL (B -

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

SR H

Date: Date:

R AR S5 #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/

