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Direct Billing Medical Claim Form

PXAREFERMTT, FORENESE.

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

Note: Fields marked with A are mandatory.

REFRRFRERDBRAE]

Pacific Health Insurance Co., Ltd.

BRI NFEAAE B
Basic Information of the Insured
Al P H HH
Name Gender Nationality Occupation
AR DHME O O ALPES
1D type [Dcard  Passport Others 1D No.
AL T A Bl T 7] g
ID validity period From YY MM DD to YY MM DD
PRES A TR
Policy No. Pre-authorization No.
AR HE [
Tel E-Mail Zip code
I A& ik
Contact address

BREHEH

Authorization and Statement

1. ANFHAUTHREEEETEL, WHEMR ANBRREEERT.

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, RABBORTFERRERR R 6T RA AR AR N BN RS ERSESH TSR, AABRELREBFRIT SRR KIE, AR ABHERE
I

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. RANT R EZ 2 BT RS FATAE K RS R R E, 4 NBAE TR KAAK RSP R RRRBR A H RAF K
FARBERRRRE. FRRIRER, RARZRTFHEREERERBRGHRAFAEIEAXNARESERSERHITEREZ 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. FABBHEREAEZTHTRERREFRRBAREBILIDRAEMASBES. B . 25 A%, REATREMAR, BTG EFYE. &
SRERERR A BARB AN RIERE . SRR BYE, DRAEMER. 697 R AR R A R TEERAENSE. ZAER
ARBHEER—VIERER. BRI SIERRTRFER.

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. RARRFEA ETERRRFEBRAEERTRIVEAARBSAEANLHRAFBNEBRER, HELETIN. TEERREBIRERFRIVELAT LA
BENGEERHMYME RS A AERERR. BE. BFSER.

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. EANRRFEAREESENE=ZTEBMERE. FERRRGEBEATEARIEATRE. FiE. HLER. ZELAEAREFRZREREA K
TR B EEREEOR, AT IRAA NRGRE BA R RNRE, SN BT RE X%

I agree that CPIC, its third-party claims service providers, and CIITC collect, store, mutually transfer, and process the claim information and materials
submitted in relation to this claim concerning the insured, for the purposes of verifying my insurance coverage and processing this claim. All parties shall

strictly comply with their confidentiality obligations.

HIEAN (EAN/ BN EAEREA

Signature of the Applicant (Insured/ Guardian) :

HiE H -

Date of application:




BT B Ak B2y T B TR S

Medical information — to be completed by qualified medical practitioner

Hi B8 28 Type of event: VIZHW GE/H/ED

O&EE Al Accident O JFiDisease O fthOthers Date of first treatment (YY/MM/DD)

WL BE B RUGFHERI R AR CGEHED -

Hospital for the first visit Date of symptoms occurring for the first time (YY/MM/DD):
Z R DL 58 20 A R B 2R AEIR 2 Has the patient had the same or similar symptoms?

O & YesO 75 No

T, TP 1 yes, please provide details:

HIRANZ R E L2 B E RS Please describe the illness, injury or symptom of the patient for this consultation:

TEIRAZITE / LB REIIZEIZL Please provide the diagnosis or the nature of the illness, injury or symptom:

l%%?sfﬁ{ﬁ‘ﬁ 1% Please describe the treatment:

ZEERETHEZ Does the patient need a follow-up visit?

Fi, WIRHEEIZHI (3£ / H / H) IF yes, when (YY/DD/MM)?

EEKR, ZRENETRAZ n your opinion, is this condition:

o2 MER Acute disease O PEF] Chronic disease  O1ZVEZIR S &K E Acute attack of chronic disease

Pl AN BE LB R _EIRRIR AR e HSEMTE R 1.

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

LIT RIS T H3 G/ H/HD -
Attending practitioner’s signature: Date (YY/MM/DD)
LRES AR 55 #42k: 4008695500 NE AL http://health.cpic.com.cn

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