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Claim Form for Direct Billing
& PIEEH4>: To be completed by client:

I 1. H K3 {5 E Details of the insured "

HR #1444 Insured name

FARFEAL Policyholder HIKr % ) L7 35 Individual insureds do not need to fill in this block
WEHIE AL 1D type O B4 1D card [ 318 Passport [ J:At other
IEMH5 7S 1D number ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ] ‘ ‘ WEA 22 1D expiry date ‘ YYYY/MM/DD

[ £& Nationality Rl Occupatlon ‘

43 #1'5 Sub-policy number ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ’ ’ ‘ ‘ WIAT 4y S AR S HUS 4 B, INTEAy BB T B (R

If sub policy numlJEI is unavailable })““cla(:‘ fill in the policy nun‘ber
F T £ Email address

15t 2 3% Telephone number ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘?*ﬂ%ﬁE’vMobilenumber ’ ’ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

HR a7 dik Postal address

135 Bank account number HEEX A5 Post code ‘ ‘ ‘ ‘ ‘

#1474 FR Bank name /34T Branch

WoR: HARS ORI ERAT R VORIS K AR RR SRR BT 3, 0 T8 T ORES SRS A I BT 3 ﬁﬂﬂ‘ﬁf%)ﬂl‘ﬁ%ﬁ%@f“%
P 222 R A DRAG A LA 1A% (R T 9 FH B0 AR IR ARG, B H TR SR 355, B e 8 SRR R e AR il A 8 2K B3 AR MR TR IR A
owle ORI R F A _LIR I rh R A e AT B S BRI B BT S

Note: Direct billing is limited to the covered medical expenses that we have paid on your behalf for this service. You will have to refund us for any medical
expenses outside of the insurance coverage, medical expenses in excess of relevant benefit limits, medical expenses that have a co-payment for the insured
or any payments you have to make but were not collected by the hospital. Any premiums that are in arrears will also be deducted from the benefit payment.
You have been notified, and you agree that we will debit your bank account (details provided above) for the medical expenses that we have paid and that you
have to refund to us.

2, #WRR AR KEFEHF Authorization and declaration of the insured

MAFEHY Declaration
1. AAGASERE A S A SR, 1. I declare that all information provided on this Claim Application Form and the documents
. o 5 submitted with it are true and accurate to the best of my knowledge.
2. AL AU BRI FR ) BRI B2 6% A AR FR I I AR A A HRAT IR P AR 2. | 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
BETTRATI, BRI MO E S, A SR I A 335 receive the reimbursement. Ping An Health will not be responsible for errors or failed, delayed
FEMRAEIR, BEHORARL, AR Bk AR, S AT RIS, or incomplete payments due to mistakes on the application form or having the incorrect bank
account details.

3. ANFR: MWARHEIRN S BERRA TS, HIBREARZRARR TR 3T 3. I agree that the medical expenses that Ping An Health has already paid to the hospital, and
ST AT B A A B e 2. mi\;ccrlaairninot covered by my insurance policy, will be deducted from the benefit payment for

BN EBIZPEIH Clauses on Individual Information Authorization

1.1 agree and authorize Ping An Health Insurance Company of China, Ltd. (hereinafter referred to

1. HEFIRAIA NRME R ZITE, ANFRFHIRECE 2 FEfr R G R A R as "Ping An Health") to collect necessary information such as name, ID type, ID number,

(FRR “TPRAERRR" ) IEIREARA /SRR ARIPES, WEPEION, B gender, mobile number, address, account information and relations with the insured of
o the claimant/ policy holder/ the insured, for the purpose to accurately identify my insurance
TE, PE. FHLS., ik, WAER, SEORE AR FNHEE R, information.

2. NERIERIE > T, AN HIEROE R R S A RIS TN, 255 2. | agree and authorize Ping An Health and its partner medical institutions, pharmacies and other
_ e 1o ] s third-party institutions to collect and share relevant materials of the insured's claim
BT, SRR N IR ISP, AR ERIRT IR AA, application, including but not limited to incident description, hospital, occupation,
iR, Bk, BWHE. REER. SSTH, EmesEE, certification of diagnosis, medical record information, medical expenses, invoice number,

S T T A B o h L N P N for the sake of claim application.
3. NHHTRI S 2 Fee, AN LRI 22 5 P Betn A IR AR B RS T Bk . lauthorize Shanghai Insurance Exchange Co., Ltd. and its medical partners (hereinafter referred

£ CFFF “ISEURETT) AR @ AR T s A% R, USRI AR S 1 H to as "information collectors") , for the purpose of claim investigation, to query relevant health

N ‘ N RS N - s, information from the institution that legally holds the health information of the insured's and
1, [ETRRE S A VRN AN R MERHE R I UT T X R myself related to the claim, and provide it to Ping An Health, according to Ping An Health's

w

15 BB PR, AT AR BOUR T BT Ieg. ISR, B application for conducting accurate underwriting and providing risk prevention and control
N = services. The health information that can be inquired is limited to medical records, health
i, FLRERRG S E BB R IEER I RE, REANZ check-up information and past medical histg[y. Ping An Health and the information
WA, MRS =0t i, collectors shall keep the health information inquired strictly confidential and may not provide
or disclose it to other third parties without my authorization and consent.
4. ANABFFFFE, WA NELSR M LIRMER, TREBRR AR AR T 4. lunderstand and agree that, if | refuse to provide the above information, Ping An Health will not

be able to confirm my identity and insurance information to complete relevant claim

FIAACRG S {57 S R AL DASERADC IR 50, A BURIA R RIS AR procedures. Matters not mentioned in this authorization declaration shall be performed in

I (REFABCEY TSR R R LUE AT accordance with the Privacy Policy and relevant pertaining rules at the time of insurance
application.
5. RACHIBEELEIRS PO A RIS R AR R SHEER N EST S, ST 5. lacknowledge that the direct billing service is only to advance the medical expenses incurred in

o ; N ; Gl this medical treatment within the insurance coverage. For uncovered medical expenses,

AT R LTRSS, B S SR IRATAO S S, e A medical expenses beyond the corresponding limit, copay, premium in arrears and others that

FREL BB 2 S A MRS S PaTIBR I R A (R 204 R AR A R (E should have been deducted from the insurance premium, or expenses that should be borne by

- _ myself but not charged by the hospital, such expenses must be borne by myself. The copy of
EBERFA NI, ANLFURBI S AR EA R this authorization shall be considered as effective and valid as the original.

AR N4 N 254 Signature of the insured or guardian H # Date: YYYY/MM/DD




I 3. RAFKEKVESR R Anti-fraud notice "

WS R A FZEA I, PERE R VER K HH LR 324F. This insurance agreement is formed on the basis of integrity. Any suspicion of insurance fraud
will carry the following liabilities:

[Jh g 57 4ECriminal liabilities ] #EAT (RIS VESRICTRIG SN, WHe 2R, A RAGEN, HAL T BUSOu = g G4k 1. GRS % E AL IEBA
WO SR AL R AOUE A ST, ot AVEGRIR LS, DL VEIMIR L0184 . Any criminal activities involving insurance fraud can lead to: detention,

imprisonment and other penalties such as a fines or confiscation of personal property. 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.

7B ST Administrative liabilities] JEAT ORI VEYRIESN, MABIUTER, WTAES 15 H LUFHIRE . 500070 AR TIERIATEUL 1T (RIS SR e
A~ TEB AN HOE IR BE R B IR I SO, At N VESR IR AL SRR, 22 B R AAT B § . 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 5 000. 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.

[ [ 53T Civil liabilities 1 # BUH B KGR IBATWNTLE 501 L5, TRIGA B ARG ZEA RIS 4/ 51T If an applicant fails to provide true

statements, either intentionally or due to gross negligence, the insurer will not reimburse or pay insurance benefits.

HEREAEES: To be completed by the attending physician:

I 4, REE4H4E B Medical information II
w2 H i

=4 S i
H I
[Z% 5% 42 % Hospita Date of treatment

fAT iR FEF K 2B Briefly state the nature of the illness or symptoms
(I E AT FI B B, MEE 0 RIANES Only to be completed if a copy of the patient’s medical record is NOT provided)

" e . . . O %A No O F Yes
IR RE B IR A B SR R AN I 1 TAEER 5T R Is this I, UM If “Yes”, please give more details:

accident or injury related to the patient’s employment duties?

y . N . ) O %A No O F Yes
BE TR Y B AR IR B SGAEIR Has the patient ever IREILTR, W I “Yes”, please give more details:
suffered from this condition, symptoms or related conditions before?

B YCHI B S e ot
Date of first symptoms Date of first treatment treated
J11447 Total amount: 1£¥7 %% Consultation amount:
A& Self paid amount: F AR 2% Surgery expenses:
|22 e B4t 420l Direct billing amount: #j %% Drug or medicine amount:
4%7E Note: ‘ 675 %% Examination and laboratory amount:
YR YT %% Treatment amount:
HAh %% F other amount:
Signature of attending physician HH Date: YYYY/MM/DD






