MEDICAL BENEFITS CLAIM FORM(NON DB) mEHERERRE
e, (CF004)
1% N JE B4 To BE COMPLETED BY PATIENT OR PRIMARY INSURED POLICY No
W2 A\ 15 B PATIENT INFORMATION
1.4 PATIENT'S NAME 2.5 CARD No. 3451 SEX 4. 112k 1181 DATE of BIRTH
O 04§ YYYY’ MM’ DD
5.1E 4247 ID TYPE 6. 1575 1D No. 7L %50 1D Validity Period 8. & Nationality
O B4HEID O $I8 PASSPORT
O HABOTHERS:
9.1 & HL1G TELNO 10. HL I EMAIL 12 H5A% A Relationship to Policyholder
12502 Nkt (#5iE, S69) PATIENT'S ADDRESS (Street, NO.) [X (District) I, (City) 74 i (Province) 54 (Zip Code)
132752 &7 IS PATIENT EMPLOYED? 14. 533 4 R A1 H H: NAME & ADDRESS OF EMPLOYER
O & YES O 15 NO
15. LI T 5 B AME K2 16. 41k 4 H 1] DATE OF ACCIDENT 17. #4Munfa] & 4= DESCRIPTION OF HOW ACCIDENT OCCURRED
|IS CLAIM RELATED TO AN ACCIDENT?
YYYY MM DD
O YES OF NO ’
182 545 FeMb )7 {7 2 DOES THE PATIENT HAVE OTHER 19 LA (R MUK 44 FR B A B
IMEDICAL INSURANCE COVERAGE? NAME OF OTHER MEDICAL INSURANCE COMPANY AND POLICY NUMBER
O YES [OF N
FHARABE ((NEHFHARAESHEAEF—ANIES)
PRIMARY INSURED INFORMATION (Complete on if primary insured is other than patient)
203 4% B N 1k 4 21 4E4F257 ID TYPE 22, 4515 1D No. 23311445 2047 1D Validity Period
NAME OF PRIMARY INSURED
O B4HEID O 37 PASSPORT
O HAhOTHERS:
24, [E £ Nationality 2515 & Hii TELNO 26/ 854 A f) Relationship to Policyholder
27 bl (#5738, “545) ADDRESS (Street, NO.) [X (District) 9,77 (City) 44711 (Province) 11544 (Zip Code)
28. LS EMAIL 29. 55tiZ N ZRELATIONSHIP TO PATIENT  [30. #4744 #REMPLOYER'S NAME

T2k +5 7~PAYMENT INSTRUCTIONS

31. (IFHFLIEREIAE, BHREHT AP 7 FEAE iR Please complete clearly, otherwise your payment will be delayed.)

= ACCOUNT # Ik 7 4 NAME FF 77 47BANK NAME

HE A K K S For non-RMB account

Swift code/Routing #/ABA#: Bank address:

AL ORI A ) BEAF R SEBE A A 2

Authorize the insurance company to record the bank details for future claim payments?

0O A#Yes 0O #&No

(7F: TGN BN LD AR, A Authorization is required in case of payment to a person other than the patient or the patient's legal guardian.)




B EE A SR EE ST 1247735 To BE COMPLETED BY PHYSICIAN OR SUPPLIER
([TEEW R IR B 1C, (B HT B D45 - A photocopy of the medical record(s) from the outpatient visit(s) may replace this part. Please submit discharge summary if it is an inpatient claim. )

EEy7 15 E MEDICAL INFORMATION

3250 (HUSER) BifsER A HM 33. 8 ¥ #k2 HJWIDATE FIRST CONSULTED YOU FOR THIS CONDITION
DATE OF ILLNESS (FIRST SYMPTION) OR INJURY (ACCIDENT) - oD

YYYY l MM ’ DD R ’ l
3440 N A BRI, 1 BEH H 35. B HE AL 175 25 55 1) 12 Wi 45 12 PLEASE GIVE YOUR DIAGNOSIS OF THE
IF PATIENT HAS HAD SIMILAR ILLNESS OR INJURY, GIVE DATES ILLNESS OR INJURY

YYYY ’ MM ’ DD
36. 151 11 DATE of SERVICE ok o 5 ik 2 I . i |
(YYYYINMDD) [ 57 ML PROVIDER LLNESS OR DIAGNOSIS A4 TYPE OF SERVICE  AMOUNT

O 0P O fERx IP

O012 o Ok 1P

Oz op O fEBE 1P

Or17i& op O {Epx IP

Oz op O fEBE 1P

CHITT AN 9 7] 17 2004 s Il TS o Ifthis space is not sufficient, you may add more pages to this form using the same format. )

X V497 BELE %54 Signature of Treating Physician: X 42 FOER A7 Print Name and Title; X #ipate: —  MMi— H DDI—— 4F:

75 B 54%4 DECLARATION & AUTHORIZATION

10 AN LA FRIA 5 0] & 458 )@ S X1/« | hereby declare that the above information is true & correct to the best of my knowledge.

20 RNBUERTEEITH . AARBURGRHUA . GREE AR . AN, BRBIE 05 U S — VIR RB N & R BRI ARSI A

&, HIRPEAT RBOR RS A TR R S R A R B IR AR (LURR “StAR” D si@id P EREAT 4 o ERAT RIS E R AR EHAIR
AW CURERR “ P ERRE" D o REEAE S P KA RS B A R P BB S ENU Ao sEfd gt o A N ERAE b= A i) — Ui s . 1
authorize all relevant institutions including establishments, social insurance or rural cooperative agencies, insurance companies, public security organs and centers for disease control and prevention and all
persons familiar with the physical health situation of the insured and relevant event to provide relevant information and materials of the insured truthfully to Fosun United Health Insurance Co., Ltd. (your
Company), or through cooperative institutions entrusted by your Company including the Insurance Association of China, China Banking and Insurance Information Technology Co., Ltd. (CBIT), insurance
exchange and their partners. | am willing to undertake all the legal consequences arising therefrom.

3. AR NIRIEE Bt w) ) o R AR RS HOE AR A K 43 R EAAS B ANBINHE B, IR BTl . o ERER S JN B AR NG B H AL W 5 A N R
Ry B, BEITEEE. | agree that your Company shall report all of my insurance policy and claim information to CBIT, and inquire about underwriting, claim and medical information relating to
myself through medical establishments, CBIT and other institutions aware of my personal informaiton.

4. ARNFE S AF . P ERGREHET AR NSRS A SR ARG BT, wrx LIR(E BT BB R R SN BT B, (HI R EAT
R 5o | agree that your Company, CBIT can make necessary use of the information above and share such information with relevant institutions based on the need of your Company and CBIT to provide
services for me or the insurance company, but such information must be kept in strict confidence.

5. ANCAHZXRALRITIK S, FHZK P E B R 5 80K R I R B, AR K AT 571 1 have checked the bank account, and | should bear all
responsibility for any failed and wrong transfer due to incorrect account information.

6. ARNFIR: WATHEIG GRS AT, BRI RIS AR T IR STV E 2RI A 8 R RIS 00 A BR A ) 2 9 AR A Ja) By AR 2 A+

HIEEST %2 F . | agree that the medical expenses that your company has already paid to the medical institution and which are not covered by my insurance policy will be deducted

X sig A X B
APPLICANT SIGNATURE DATE (YYYY/MM/DD).

TR LIRS 7 R TR R 4R S RO N R O RO e R IR AN GRS R G IIEEME. JFURE SR IR T (I RA). NG (R
T IS EN R .

Please send this completed Claim Form, along with the photocopy of the patient's valid picture ID card / Passport & insurance card (if any), originallnvoice(s)/Receipt(s), photocopy
of your medical record, prescription (if any) and discharge summary (for inpatient claims), to the Service Center.

FH 25 22 Submit Claims to Service Center
EHETTAL O X G R 4405 Rl GIEE) il 19015 (200086) fmdm Sy B S22 (i) , 021-61921777
Unit 1901, financial street hailun center, No. 440, Hai Lun Rd., Hongkou District, Shanghai 200086, High helath insurance claim reception, 021-61921777
24/ NB 25 PR S5 1R G R B RS Y 9f) . 4006-11-7777  claims@fosun-uhi.com  Service/ Inquiry/Claims: 4006-11-7777 claims@fosun-uhi.com




