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Non-Direct Billing Claim Form (2023)

LPO 1~ ERIE R i 4

I AIEE PATIENT INFORMATION

. LIZ& A Principal [J5# Parents [IEZ{B Spouse [1F % Children
2 N 5% 1R% A X F Relationship Between the Patient and the Policyholder: P P

LIE M5k & Others:

{RES Policy No.: 42 Name: 5l Gender: [J5 Male [J% Female
4 H Date of Birth: B MM Hpbp Fvyyyy | [E4E Nationality: Bl Occupation:
IEFEE! Type of ID document: JEFS%8 Number of ID document:
IR B R SHHE Chinese ID Card JEHBZEA Period of Validity: B MM Hbp FyYYYyEto Awmm H pp FYYYY
LA Passport LI EAA % Permanent
L1E Atk Others:

F1E Tel.: | BT HBFE Email:

H{E b1k Permanent Address:

5 A{=8 APPLICANT INFORMATION

F1E 5512 A X & Relationship Between the Applicant and the Patient: [ 12X A Principal (EFHEE T51{E2 No need to fill in the following information)

(1A 8} Parents [1EZ{® Spouse [1F % Children [E X% Others: (FEAR NIFEE TFI15 2 Please fill in the following information )
SE#E3$E Type of ID document: 4 Name: 3 Gender: (1% Male (1% Female
LR EIER SHHE Chinese ID Card A 283 Number of ID document:
[147B8 Passport
CJEL45 Others: JEHBREA Period of Validity: MM HDD FyYYYyEto HBwmm Hpbp FYYYY
LI HABE Permanent
2 iE Tel.: B3 T B8 Email:
EJ7{§2 MEDICAL INFORMATION
ARFRIZEIR Chief Complain of This Time:
AREkS BEA RIERmIR SIS b LEHE il ETrEASH
Date of Treatment Diagnosis Number of Invoice Type of Service Medical Expense
iz op ClfEpe P
iz op LItk P
iz op Ltk P
iz op ClfEpe P
BOR &R % 5% 5 A8 < FE IR BYBT 8] The First Time You Note the Condition or Symptom: A MM Hobp FYYYY
$RITHMISE PAYMENT INFORMATION
CJARMMA RMB Account(Mainland China) CJ4E AR M A Non RMB Account(Out of Mainland China)
WS Account#: T4 714 Name on the Account:

FF 1T Name of Bank and Branch:

EARTKIEHESIEES RFHE2 For Non RMB Account

B1SC4mA5 Swift Code/IBAN Number/ABA#/BSB: i Preferred Currency:

$R{THbAE Bank Address:

RARKREIER R Insurance Anti-Fraud Prompt
WIERREARIREREREN, SSEREEIVEIZHEIBLLT T, Integrity is the fundamental principle of an insurance contract. If engaging in insurance fraud, one will
undertake the following legal liabilities:

[HIZBEZE Criminal liabilities] FITRIVEIRICTRIER), FTRELTEIR. FHGEM, HATE&HERBMF~HRELT . REEHOEEAN. IEAARE
REERAERE, AAEREHEERN, UREIEIRFEAHICILA . Whoever commits insurance fraud is subject to criminal liability and may be sentenced
to criminal detention or fixed-term imprisonment, and shall also be fined or subject to confiscation of property. The appraiser of the insurance accident who intentionally
provides false documents for another person to defraud shall be regarded as an accomplice in the crime of insurance fraud and punished as such.

[4TBERE Administrative liabilities] FATRIEVEIRIER, HTEMILRN, FTRERTE] 15 BUATHE. 5000 TTATSIRAUTEALST; RIEEHHLEEA.
JERA ASEREERAIERSE, A AERIBHEEHN, S ZRHEMAITEAT.  If the insurance fraud activities can’t constitute a crime, administrative

/N E)HiE Company address: [~ ZRE TN KA X LR 406 5 17 2 B 45 01-03 B 5T Unit01-03, 17th Floor, 406 Huasui Rd., Tianhe District, Guangzhou City,
Guangdong Prov.
Z R4 Customer service hotline: 4006-11-7777 NBIMuE Website: www.fosun-uhi.com
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penalties of 15 days of administrative detention or a fine of less than RMBS5,000 may still apply. The appraiser of the insurance accident who intentionally provides false
documents for another person to defraud shall be regarded as an accomplice and is subject to the corresponding administrative penalties.
[ REHRE Civil liabilities] B EE KT R KRBITMEZHNE, RIEABFKIEMZER AR ERITIE. If one fails to fulfill the obligation of disclosure

on purpose or due to gross negligence or there are other insurance fraud activities, the insurer reserve the right to deny coverage of the related costs.

R X% Authorization and Declaration
1. RABRLEREEAS, REAREN—VIHTLES, HEERIEXER, BEREHIR (RERIERR) , MAEEBRIEHEER, =AR
BRGEHREEEEHAKEBIAETIE. 1 hereby declare the information and all materials submitted by me are true and correct without false statements and gross
omission. | have read and acknowledged the Anti-insurance Fraud Prompt. Your company is entitled to refuse to pay the insurance reimbursement and pursue the
corresponding legal liabilities in case of false statement or concealment.
2. K ARBHEWRARRRARMEERN AR ARG ARZTGT S ERIEERREARRBELCRNETAIESLE. ErR. 2. AR, &
AR ARG ER. B, @R, SEgUEMGREE. RINFAEMZER. BISERTET . HREARRER. ZENKR. ER, UREM
EBRGRIT RATFAER AT AR RBRREIER AR EMRERS . AABEREBRLTEN—VIERER IHERBHENGS EXRRZEH 1.1 agree
and authorize your company and the cooperative institutions appointed by your company to make a payment to any physician, surgeon or hospital where the Insured has
been treated or hospitalized or has a record of the health condition of the Insured To retrieve, access, extract, copy or otherwise collect, obtain and use details of the
accident, accident or illness, the insured's state of health, past medical records, medical orders, and any hospitalization, treatment, medical record details for the purpose
of providing insurance claims and other insurance services. I am willing to bear all the legal consequences arising therefrom. A photocopy of this authorization letter
shall have the same effect as the original.
3. AANRBEEEAFNEEAN, BEAANKREER, BRER, RARREBARK AR EFEMZTIOMIENEXERURBITARIE SR 8T RIE
TERRBAEPERITREESHEABTEGRAR (EHR“PERRE") , #HITEEEERATEFIF . 1 agree that within the scope permitted by law, I will provide
my policy information, claim information, relevant information that your company will inquire and collect in accordance with the needs of this insurance contract and
medical information that may be involved in the performance of this insurance contract to China Banking and Insurance Information Technology Management Co., Ltd.
for information management and reasonable use.
4 RARREANE=ZFWERERHEREN S FERBXRIEZEFREY, REMIERYN, TRZEARRIESBERETRESEHNFNE. Your
company and the third party entrusted to keep the above information confidential. This clause shall come into force upon the signing of this document and shall have
independent legal effect, and shall not be affected by whether the contract is established or not and the change of effective status.
5. K NERABRARNBARI— LB RITRIVEREREEIERMIEENKS, BRARABKENIZERERT. MEEBASEEREZFRE
SERNNES, RREESRARNREFWHUDH, FATEGLFRTLTTFEAANFRTFRAR, —IEERERERHREAKE, SRARLX.
I understand that the payment will be deemed to have been received by me upon successful bank transfer to the account specified in this claim form. If there is any
dispute or dispute between your company and other people or the subject with the right to claim the insurance according to the law, I shall unconditionally return the
money paid to me to the company in full, and all legal liabilities and expenses shall be borne by me and have nothing to do with your company.

RIS A/ AZ 4 Signature of The Patient or Guardian: H#A Date: A MM H pp FYYYY

BB (ERiFASEBAMEFRE L TENELS) APPLICANT AUTHORIZATION

ZHEATER Name of Trustee: 3] Gender: [158 Male [ 1% Female = HEFF3EE! Type of ID document:

s [JB4E Chinese ID Card
JE4SH3 Number of ID document:

ClE A : Others:
T {E84L Current Company:

B £l Permanent Address:

ZHEABH Type of Trustee: [0l %% 53 Insurance Marketing Staff ({855 Practice Code: )
CJE b Others: [1#80% Lawyer($Ml3ES Practice Code: )

FEAMBENERELRZFEAMEABRNRBARADBRRREEHNER, HREHAEIBREIE: 1 hereby authorize the above trustee to be my proxy to
handle the claim, and authorize the authority of the following scope:

(REFRTERESAE: REAENS, REABLSARMREREHRATSEZIRRBASZHEAZIERARES)

LR A TR ERIE K SRR B 45} Submit the Claim Application and Receiving the Document for Claim

[ = 4RFE M R £ i# %N Receiving Notice of Claim Settlement Conclusion O TR WY Sign the Claim Settlement Agreement
LI4REVRFE € Receiving Insurance Money L&A Others:

ZF4E AR The Applicant Declaration
EHH LERES IR, KAREENHPIT. PR RITKRSURZRAFENEECBRZFERRFANEIRERE, NEENERTIF
FERSBHNSABRNEXNZREREAARELRIE. XITNNESHARIZIEANBTREL EEERIE. 1 declare that the designated bank, account

name, account number, also the signature and documents of the trustee in the above entrusted affair all represent my true intention.

FAEAZF Signature of The Applicant: BHA Date: A MM H pp F YYYY

FIEAZF Signature of The Trustee: H#A Date: B MM H pp FYYYY

R RHARE For Insurance Company:

PHRE) B - BEA mEAR E/ASE/EM) -

N E]HBIE Company address: [~ ZRE T~ M KA X LLFEEE 406 S 17 2 B4 01-03 B2 5T Unit01-03, 17th Floor, 406 Huasui Rd., Tianhe District, Guangzhou City,
Guangdong Prov.
ZRRIAER Customer service hotline: 4006-11-7777 NBIMuE Website: www.fosun-uhi.com
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