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Authorization letter for third party consent

ZENEZREPBERATFERNE=SUENG NITE.

This document is an application form to authorize a third party to act or receive information on your behalf.
BREMHN: What you should do:

SB—: ETHEERESR S Step 1: Fill in this form using block letters

$B—. BN AR BOFHEES EATSS FEANSHITNA Step 2: Attach copies of the identity certificates of the person giving consent and the
nominated third party
S$B=: ETUFERUTEE—RPHRRIR BB : Step 3: Submit this authorization letter and documents in one of the following ways
« ENEERE: MEBeER—FHIRER « For claims application - attach to the Claim Application Form for Medical Expenses
« HAhEIR: RIT95511, &SR (PX) « For any other reason - contact us on 400 8833 663 Option 2 (English)

1.ZIEAIER Details of the person giving consent

REAMRZ Name

AEH2EE Certificate Type D B 1D card |:| BB Passport [] HAith Other

S Certificate Number

2. B HIEAER Details of the third party

2E ENE 2 Name

FH2ERY Certificate Type |:| B 1D card |:| BB Passport [] Eith Other
IS Certificate Number
5% R Sievliitéogg:ls%r:? the person (]R8 Parent [ ] &% spouse [ ] F% child [] E#h Other

3.BPUSR Details of authorization Il

- _ EIRMUTIZENR 45 88S Provide the sub-policy number of the insurance contract to which this authorization applies
4 82 Sub-Policy Number

BAAR Consent granted AADRZ £ LSRR FAR RS ERNSANEESEFABRIREAN, HEREREBIRIT:
| hereby grant the third party mentioned above to be my agent in claim issues related to the insurance contract with the
above-mentioned sub-policy number, and the extent of authority is as follows:

O BEEREERiE Consent to complete a Claims Application Form for Medical Expenses
O ESEERERA  Consent to receive claims notifications

O RNMEUREMSESE Consent to receive claim reimbursements

O BZTEREHMY  Consent to sign a Claim Agreement

O BfthSBI  Other consent

#2426 8 Authorization period BAHAPR  This authorization is to be in effect from | to |

F: BIUBRMURTREREBEEA
Note that, regardless of the stipulated period, this authorization will not extend beyond the end of the current insurance policy period.

4.5588 Declaration I

1\ FARELBNERB LAIREN—IATESTER, DRBINAARIREBRT.

2. ANDBRBNEZEARBISBNESERIEER, BAARSE IRBRIERTRMSBN—IERAZITEARBR AR ESERANREBSIARE, REATRRIBRE.

1. I hereby declare that all information provided in this form is true and correct to the best of my knowledge.

2. | agree for consent to be granted to the authorized third party as indicated in this form. | shall assume responsibility for any consequences caused by mistakes provided in
the authorization, or if the third party does not deliver the insurance compensation over to me.

FRIEAES Signature of persongiving consent B Date

W FARIEABHEBIZEAFRESS, NBUY, SERASBRIBENTE.

2. AAEBEBZEREA, A 8SBEEANAIER, £ENEREARNNESESE, WATSKHENTHBLBICEE, SEASBRIBENSE,

1. lassure that this letter of authorization is signed by the person giving consent in person. If there should be any dispute, | am willing to assume the corresponding
responsibility.

2. | have met the person giving consent in person and will conduct the granted issues strictly in accordance with the will of the person giving consent during the term of
authorization. | am willing to assumeresponsibility for any conduct beyond authorization.

SREAFES Signature of nominated third party B8 Date
WEREC, BSERINBR If you have any queries, please contact us:
BRS#% (P3X) : 95511 #%7, TX+86 400 883 3663 K1 ( AREMIKIAIMEIT ) Tel (English): +86 400 883 3663 option 2
PG : www.health.pingan.com Website: www.health.pingan.com

FIETZ2RRITTRHIR BUBIT Mwww.health.pingan.comTE; All Ping An Health forms can be obtained from www.health.pingan.com






