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PING AN HEALTH INSURANCE COMPANY OF CHINA, LTD.

ESEBSRIES

Claim Application Form for Medical Expenses

ZEBPEPERTESRA. fRAB. EXXANEESHHE,

Use this form to apply for reimbursement of medical expenses, inpatient allowance and critical iliness policies.

HEEARBERHM TR Please complete the form and attach the following:
- FURKEABIENEHNEBRHSENY; « A copy of the insured's valid identification;
c ESBARE (RE) RELEBAPMES; « Original invoice(s)/receipt(s) (“fapiao”) and itemized medical bills;
- FHHBER. BB (W0E) .« HERING (EBIEREEE ) Y * A copy of the medical records, prescription (if any), discharge summary (for inpatient claims);
BEFMPERSIM (SR ERE—RIER) ¢ A copy of the Bank account statement for claims reimbursement (if we are using these bank
details for the first time).
WHEAKRE, ERZGBENANFRKEASITRBORSZA For group policies, submit to your HR contact person or post it to your account manager
R (BT EfEhealth.pingan.comZEig ) (addresses can be found at health.pingan.com).
WATARS, ERGITHVHEREA For individual policies, submit to your sales agent
EETadE, EEIEKARN]: 9551 %7 (h3X) If you have any queries, please contact us by phone: 400 8833 663 Option 2 (English)
1. HEEEFER Details of the Insured
| |
HREES Full name | EHFEMERZ ID expiry date }
AFHESER ID type D%fﬁﬂ ID card D ?F'ﬁ Passport D ﬁﬂﬂ Other_ | E4E Nationality
S ID number ‘ [—‘ ‘ ‘ ’7 r ‘ BV Occupation
BRWA (ADER) TABPEBRS []= Male
Policy holder (company name) gg ?;tar:‘;elzrc‘isEc:e:oerﬁpalgtg‘?t:\ilsmiifllé i || 2 s I:l Z Female
28 Sub-policy number
EXREIFE Telephone number B8 F#f#8 Email address @
BRB4RES Post code BRI Postal address
o WEBBAFLREERABRELTER
2\ $i!AEm‘ Deta"s Of the Applicant OnIyTo be completed if the person filling in this form is NOT the insured
EBEAYR Applicant’s name IEHBEBHEIE ID expiry date )
|
AEH3EE ID type D%fﬁﬁE ID card D #7518 Passport D HAth Other E£: Nationality
AEHSH ID number ‘ ‘ ‘ ‘ T ‘ ‘ | ‘ ‘ ] ‘ ERAV Occupation
BEASHEEXR Parent % Child £ Mal
Relationship of the applicant D S D = l 43I Gender I:l ae
to the insured I:l BB Spouse I:l Hifh Other I:l ¥ Female
EXZAEEIE Telephone number BB S#BFE Email address @
BRBREE Post code BREF s Postal address
3. BHUSR Details of the Event ”
EHEEA Type of claim DEﬁﬁﬁi Medical expense I:lfiﬁ:"%ﬂﬁ Inpatient allowance Dixﬁﬁ Critical illness policy
EHBH Date of event
/FH (2) HX3h ClRves | =pEm
Is this the first visit (or inclusive of the first visit) for this condition? Dé No Hospital of first treatment
%’ | E t s
2B Date of treatment i HRSH M EANL BRHY EBRBERIZUH
(Z/8/8 YYYY/MM/DD) N Amount Currency Number of Key symptoms and diagnoses

T2 oP BT IP invoices

O ]

O O

[ O

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

1BRX L E B M Total number of invoices submitted EBiEEME S S5 Total amount




I 4, RESLBIISR Details for Benefit Payment Il

ERESEEENRRRA. BRRASSEEEF ARBEIE=T]. BESORENEN, BREETNARTHFER, WHNTEESRY, BRSKREPECRRIGHARTITUS,
Claims will only be reimbursed into the bank account 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.

EREBETILZEREAKFER (AELT, WERBEEUTKFEIHERKFERIEE0H) .
Use the bank details already recorded by Ping An Health for this claim reimbursement
(if this option is selected, you do not need to complete the bank details below or submit proof of bank details)

[uTkresnFsreeasy (SRR, BEKFERE—RER, BRIKFPERSON) .
Use the bank details provided below for this claim reimbursement
(if this option is selected, and we are using the bank details below for the first time, submit proof of these bank details)

BREEZMEN Payment options

‘ P &2 Account Name

ISR Bank Details ‘ fR1TRFR Bank Name FFP494T Branch

| M S Account Number | | | | ‘ | | | | |

DEYes
DE No

BRRRATRE, HEEEBWBSMHER May Ping An Health record these bank details for future claim reimbursements?

PAEH Declaration
1. AABSAEREES FFHES RS ETER, 1.1 d_eclqre 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.
. , & ok s Ten s . _ 2. 1 agree that reimbursement for this claim will be made into the bank account of the insured or
2. ZISAEJ,naﬁds/x?iﬂ’&$1§B§1§F§ﬁ$§A¢z’X$1§ﬁMB§¢A?§ﬁ{IA&PE’Zﬁﬂﬂgﬁz into the bank account authorized on this application, and that the account holder is entitled to
ﬁiﬂﬁ'mﬂh » BIEMPRAE ARA MRS, Eax ARSI ES RN receive the reimbursement. Ping An Health will not be responsible for errors or failed, delayed
iR, BFRIY. RREERSFUNICERRE, RADFRIBHRT. or incomplete payments due to mistakes on the application form or having the incorrect bank

account details.
3. AARE: NEREBRNSERRAGETP, HREREENRETFREFETE 3. | agree that the medical expenses that Ping An Health has already paid to the hospital, and which are

BRIEQBEARABERZNNETER. not covered by my insurance policy, will be deducted from the benefit payment for this claim.
ERTAERRIERA Clauses on Individual Information Authorization

1. RAERIRSERARRESZAE, SARNBHENTZERRRRHERAR (T 1. | agree and authorize Ping An Health Insurance Company of China, Ltd. (hereinafter referred to as

M “TRERERR" ) KWEREAMRAMRRIEARER, IFHXE, S "Ping An Health") to collect the necessary information such as the name, ID type, ID number,
. 5. FNS. . KAES. SHEBANXRSNBEE, gender, mobile number, address, account information and relations with the insured of the
* * * * * ~ cl?imant[ policy holder/ the insured, for the purpose of accurately identifying my insurance

information.

2, HEIEERZAE, AAREHBENTRBRERLESENETN. BESEE 2. I agree and authorize Ping An Health and its partner medical institutions, pharmacies and other third-
SHNME. HERE0ANEBRSIEEXAR, SIEERETFHEER. FE party institutions to collect and share relevant materials of the insured's claim application, including
Epe. Bk, SERTR. SHEL. BisER. AEEEES but not limited to incident descriptions, hospitals, occupations, certification of diagnosis,

R SR ST ARTR ISR Sasemrae me(fical record information, medical expenses, and invoice number, for the purpose of claim
application.

3. WHTERRAEZFE, AABNEBRIEXZZFRHERATNREET S TEKE 3. lauthorize Shanghai Insurance Exchange Co., Ltd. and its medical partners (hereinafter referred to as

(T# “EEUES) RIETRRBERETESEZE. KEWIERSNEE, @ "information collectors"), for the purpose of claim investigation, to query relevant health information

from the institution that legally holds the insured's and my health information related to the claim,

5 JRIBRE: 0 ) =B i =
BRI SANEREXAEARRRE AERE BT RXRRE S and provide it to Ping An Health, according to Ping An Health's application for conducting accurate

REUATRERRRE, IEONRRESMNBTETER. FIRiES. BEERFE, underwriting and providing risk prevention and control services. The health information that can be
PREFERQSEBIRESBHEBNEERSBTRERE, REFABNER, & inquired is limited to medical records, health check-up information and past medical history.
EREMBES AR, HE, Ping An Health and the information 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, FANHBRHBE, MAAELEEERER, FREFRRROERATIGL AR 4. lunderstand and agree that, if | refuse to provide the above information, Ping An Health will not be
INEANSHRERBEBUSEHRAXRIER TS, SENERRREEREBREN able to confirm my identity and insurance information to complete relevant claim procedures.

Matters not mentioned in this authorization declaration shall be performed in accordance with the

RN T LT
(ISAAERER) RARKHRAN T UET, Privacy Policy and relevant pertaining rules at the time of insurance application.

AAERESHRIAFEEREB P aEHRENENR.

| have read and accept the Declaration and Authorization details above

& APIEPHEERE=SRAINNEEE RTEHRIREAZE, HRENREXISEHERER

*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.

HEZE (BRBRA/ZEEA) £ Signature of the Insured ( Insured / Principal) B Date:
BIEA (BIPA/BEELEAN) £ Signature of the Applicant ( Guardian / Attorney) B Date:

RMATRE For office use only "

REATEWAER Signature of recipient at Ping An Health B Date:

RIRERIERT Anti-Fraud Notice

Thisinsurance agreement is formed on the basis of integrity. Any suspicion of insurance fraud will carry

BESRRSEESEN, BHHRERIEGRIEUTHRE, the following liabllities.

Criminal liabilities Any criminal activities involving insurance fraud can lead to: detention, imprison-

FISSE HTRRIERLTED, THaSaNG. SHER, FHISISoE SKM=NRBLT., & ment 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

FEEHAVEEA. IEAASGRIRHR RN, IBATEIRIZEURD, URRVEIRTEAVIIZIOAL, 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

TREE BTRISVEWRERD, MAMIRIBTEY, TSR 15 BLATIHES. 5000 TELA FSIERAVTEALST; 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

RIEBHNEEA EHABSIREUR BRENEH , SIATFIRIBELRMFDY, RS2 RAONEUTEAL . 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

RERE AEFEREAIFTRBTUEENNSE. REATREBEBEILESTRMEBHVRE. negligence, the insurer will not reimburse or pay insurance benefits.
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