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Claim Appllcatlon Form

ZIEBPREPERATERER. B, EXERFNIEBHIE,
Use this form to apply for reimbursement of medical expenses, allowance and critical
illness policies, etc.

BIEESARBEPRHWEML TR (2B Please fill in this application form and attach the

BRDURK /A SHRERE ) following materials (final material requirements are
. N . subject to insurer’s notice)
- RERM AR S BTSN " A copy of the insured’s valid identification:

- ERSERAWRBRRRIGERERBPMDEESL; - Original invoice(s)/receipt(s) ("fapiao”) and

- WHER. RBE0E). whRgER  temzed medical bills o
- A copy of the medical records, prescription (if

ENSER R SENH: any), discharge summary (for inpatient claims);
- ARITH P EREHHWRZIKFIERSS - A copy of the Bank account statement for claims
—% ) reimbursement (if we are using these bank
) details for the first time).
1. For a death claim, copies of the death certificate
1. SN EREFIRHIL TR~ O EH and the certificate of cancellation of household
AMEBBEENHE registration are required
X e L e s 2. For a disability claim, a copy of the disability
£ =18/ 5L A= IS
Z'E%Ealﬁﬁﬁ nEw %ﬁ%mﬁﬂﬁgmﬁz identification certificate is required
3. BANPIEFIRE RIS IS 3. For an accident claim, the proof of the accident is
required
BRS L. 1 FPIEREM R EREOIE R The mailing address and detailed claim material

requirements can be found on health.pingan.com
) - \ " If you have any questions, please feel free to contact
SIETBEAER, BEERARE]: us by phone at 400 8833 663 Option 2 (English)

955117 (O37)

health.pingan. coméi'j

1. HEZE{SE Details of the Insured

HEEEE Full name

IE R ID type S{DUE 1D card PIB Passport Hith Other

F4S83 1D number

IE 4B HEIZE 1D expiry date EEE Nationality

HRW/ Occupation 5l Gender B Male [ [ZFemale
GIREEN (NTBFR) PABPTEES

Polcy holder (company name 1 youare nuredas an i, ou




DS Sub-policy number

BXZREBiE Telephone number

HRB4RIS Post code

EBBSURFE Email address @

RSkt Postal address

S b . ] - e S n—
2. EIIEAIER Details of the Applicant || [ietuimisiitivimal

Only to be completed if the person filling in this form is NOT the insured
B AH® Applicant’s name

UEH3SB ID type S{E ID card IR Passport Efth Other

IF4+=H3 ID number

IFEBEWHAZE ID expiry date EFE Nationality

HRW/ Occupation 43l Gender S Male| |LZFemale
HiE ASHEEDN B Parent F ¥ Child

The applicant is the insured’s fic{® Spouse B Other

BXZREBIE Telephone number

HRB4RTIS Post code

EBSHEFf8 Email address @

B ibit Postal address

3. EHIER Details of the Event

RIRETS EFH Medical expense of disease
BIMETSERFH Accidental medical expense
205 Allowance

LKA Type of clain & KSR Critical illness policy

{5%% Disability insurance benifits

Bl Death insurance benefits

Efth Other
S BH Date of event
S NARRERERMZ = Yes
Is this the first visit (or inclusive of the first visit) for this condition? X No

812ER

Hospital of first treatment

Yes
No

HEAZRSERMREALRASZRE

Whether the insured has life insurance policy in another insurance company

0N i




RE 2T BFR

Company hame

FiZBH Date of treatment (F/8/H YYYY/MM/DD)
AR Expense type I 1i2 oP bz IP
ZRTE Amount BMEI Currency

REKE Number of invoices

ERRIERLZH

Key symptoms and diagnoses

BRRESHE Tatel number of invoices submitted

BBISIEEE & Total amount

#hiZBH Date of treatment (F/B/H YYYY/MM/DD)

E5FJS A Expense type I 112 OP (BT IP

EFHRETEN Amount %I‘jgifﬁ Currency

S| Number of invoices

E2RIBERIZH

Key symptoms and diagnoses

IBRARESE Tatel number of invoices submitted

BISIEEE S8 Total amount

WITHABIRZBIVRIIMAIRS

If you require more space, please add additional pages to this form, in the same format.

4. IREEEHBTER Details for Benefit Payment

BEENESHHEREA. BHIRRANZHA. HEREANZEEFAREBNE=H. BEZNEITEKE
&, BREBHUNARMKPER, WAHNINMEERNY, BEEREGZEICRERNARMPILIEN,

Claims will only be reimbursed into the bank account of the insured, the beneficiary of the insured,
the legal guardian of the insured or an authorized third party. Claim reimbursements will only be
made by bank transfer in Renminbi into a valid bank account. If the claim is in a foreign currency,
payment will be made at the exchange rate at the earliest date on the invoice.

UTKPIERBRBAFARARBEESMNZWFPERE—RER, BIERMK
. | PSR EEHY)
IBESEWME Payment options Use the bank details provided below for this claim

reimbursement (Please submit proof of these bank details when
using the bank details below for the first time)

% Account Name

N tR1TRBFR BankName
MWKP=8 Bank Details

P43 Branch

S AccountNumber
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Declaration

1.

2.

| declare that all information provided on this Claim Application Form and the documents
submitted with it are true and accurate to the best of my knowledge.

| agree that reimbursement for this claim will be made into the bank account of the insured or into
the bank account authorized on this application, and that the account holder is entitled to receive
the reimbursement. Ping An Health will not be responsible for errors or failed, delayed or
incomplete payments due to mistakes on the application form or having the incorrect bank
account details.

.| agree that any payments made by the insurer that are not covered by my policy and have not

been repaid will be deducted from the benefits of this claim. This includes but is not limited to, the
following situations: advance hospital payments made by the insurer on my behalf, advance claim
payments, and any expenses identified by the insurer in prior cases that are not covered under the
insurance policy.

Clauses on Individual Information Authorization:

. For the purpose of claims application and claims investigation, the Insured allows and authorizes:

(1) In order to accurately identify my personal information of insurance application, | allow and
authorize PAH to collect my name, ID type, ID number, ID expiration date, gender, cell phone
number, address, financial account information, relationship with the Insured, whether | have social
health insurance or not, nationality, occupation, company, marital status, medical and health
information, tax-related information, household property information, face and voice information,
policy information, claims history, pre-existing conditions, and health checkup information;

(2) PAH to provide its partners with my name, ID type, ID number, insurance contract, claim
application form, medical records and inspection report (search pathway: PAH’s official website -
Claims services - Download of common claims forms and documents (PAH's partners);

(3) PAH and its partners to provide my name, ID type, ID number, insurance contract and
claim application form for any administrative and judicial organs, public security departments,
judicial expertise centers, national financial regulatory administration and its branches, human
resources and social security authorities, social health insurance agencies, health checkup centers,
medical institutions, commercial insurers and other units or persons that are aware of my health and
other information related to this particular claim service;

(4) Any administrative and judicial organs, public security departments, judicial expertise
centers, national financial regulatory administrationand its branches, human resources and social
security authorities, social health insurance agencies, medical institutions, health checkup centers,
commercial insurers and other units or persons that are aware of my health and other information
related to this particular claim service to provide the information they are aware of for PAH and its
partners, including the information of my insurance accident, insurance policy, claims records,
hospitals, occupation, diagnosis certificates, medical records, medical expenses, invoice number,
health checkup results, and pre-existing conditions;

(5) PAH's cooperative institutions shall process and use the information of the applicant in the
stages of insurance, underwriting, claim settlement, medical treatment and health service, and shall
return the processing results related to risk control to PAH for claim investigation

ii. The aforementioned information in bold and black is your sensitive personal information, which,
if disclosed or illegally used, may cause your personal and property safety to be jeopardized. If
you do not agree to our processing (including collection, storage, transmission, provision, and
entrusted processing) of such information, you may not be able to use the claims services
provided by us.




iii. If the personal information we process involves the personal information of minors under the

age of 14, we will treat their personal information as sensitive personal information and protect it
in accordance with relevant laws and regulations.

iv. Before transmitting, providing or entrusting the processing of your information, we will assess
the impact on the protection of personal information in advance and request the processing of

your personal information in accordance with the laws and regulations, the policy, and any other
relevant confidentiality and security measures.

AAEREHRINREEREBPAEFHARENSN

| have read and accept the Declaration and Authorization details above

& AR PRBENE= SR ANREES URTESHRERAZE, HERMHEHNTSSINEEMR

*Note: In order for the insured to authorize a member on the same sub-policy to receive the

reimbursement, both the insured and the account holder must sign below and submit copies of
their ID documents together with this form.

L

HEE (WIREA/EEAN) &3

HY Date:
Signature of the Insured ( Insured /Principal)

BIEA (HIPA/BEREA) €8

HHY Date:
Signature of the Applicant ( Guardian/Attorney)
E/\REE For office use only
RIS NTPEIWRAER Hl Date:
Signature of recipient at Ping An Health
RIRBEERVERT
RERRMNEGRERRN, SBRERMEVERFIBLITISHUE
RIS EHTERNIEIRICSESD), Tee==R0E. BEIER, FHCTIENE RIS, RNS
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Anti-Fraud Notice

This insurance agreement is formed on the basis of integrity. Any suspicion of insurance fraud will carry
the following liabilities.
Criminal liabilities Any criminal activities involving insurance fraud can lead to: detention, imprison ment

and other penalties such as a fines or confiscation of personal property. Appraisers or withesses of an
iIncident who intentionally provide false documents or information to allow others to defraud the insurer



will be treated as accomplices in the insurance fraud.

Administrative liabilities Those who conduct insurance fraud that does not constitute a crime will be
subject to administrative punishment such as detention of up to 15 days or a fine of up to RMB 5 OQOQ.
Appraisers or witnesses of an incident who intentionally provide false documents or information to allow
others to defraud the insurer will be treated as accomplices in the insurance fraud.

Civil liabilities If an applicant fails to provide true statements, either intentionally or due to gross
negligence, the insurer will not reimburse or pay insurance benefits.



