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LPO1-ERIgE i 45

BHIFEAEEE4 TO BE COMPLETED BY PATIENT OR APPLICANT

I AIEE PATIENT INFORMATION

CJA& N Principal [} Parents [ &C{S Spouse [1F % Children
2 N 5% 1R A X F Relationship Between the Patient and the Policyholder: P P

LIE 5% & Others:
{R 85 Policy No.: # & Name: M5 Gender: [J58 Male []%& Female
4 H Date of Birth: A MM Hpbp Fyvyyy | [E$E Nationality: BRI Occupation:
IE#F 3R Type of ID document: JUE4S55 Number of ID document:

LI EfE R S4E Chinese ID Card
(13788 Passport
CJE At Others: LI HAF % Permanent

JF B WHA Period of Validity: B MM HDD FyyvyyEZto HwmM Hbp FyYYY

2 iF Tel.: B F#BFH Email:

B £t Permanent Address:

5 A{=8 APPLICANT INFORMATION

F1E 5512 A X & Relationship Between the Applicant and the Patient: [ 12X A Principal (EFHEE T51{E 2 No need to fill in the following information)

IR Parents [IEZ{® Spouse  []F 7 Children [JEAthX 2 Others: (FEAR ANIEES T 552 Please fill in the following information)
IEFEE! Type of ID document: # 2 Name: | M5 Gender: 1% Male [1% Female

LI ER RSHHE Chinese ID Card JEHSH5 Number of ID document:

[CJ4PBER Passport

C& b Others: JFE B %A Period of Validity: A MM HDD FyyvyyEto HwmM Hbp FYYYY
LI HAF %L Permanent

H1E Tel.:

. EF#RFE Email:

TR BENRSENARADAERMRIRSLENREFEEERNNETER, I TABTRESFEEEANETER. BHANZERRGMNETER.
M EHARREANRILAIBHHETZRFER, ERBERSEERE. ERRAEBERAXMNEER, BRITFRAEHABERMBTXEHRISERM.
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...etc. In such cases,
the hospital will charge you directly. If we have already paid on your behalf, we will ask for reimbursement from you.

R ARKEHERIEIR /R Insurance Anti-Fraud Prompt
WIERREARERREN, SSERIRIEEEIF&IBLL T =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 ] FITRIGVEIRIEEED), FRES SRR FHGEM, HLOTERFREMF~HRIELT. REEHHWEEA. IEAAME
REERAERE, At NERBHZEN, DURKRVEIRTERIILIEILL . 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.

[4TBRE Administrative liabilities] FTRIGVEIRESR, MTHMRIETER, FTESTE) 15 HATHE, 5000 A TSIFMITEALS; RIEEHHLEEA .
JERA AN SEIR S ERAERRH, At AERBHEEEN, LSZRENAITEL T, If the insurance fraud activities can’t constitute a crime, administrative
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 | IE R E B AT LR BITMSELHNN S, RIEQBAAIBIEEDS ARG SR 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.

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



http://www.fosun-uhi.com

FEEA 4% Authorization and Declaration
1. RABAERESASE, REAREN—YIERNTLEE, HEEBIEXNER, BEMEHMEE (RRRIERR) , WAERIEHERL 220
B BPUEHRIEIEE S HKEBIIEET . 1 hereby declare the information and all materials submitted by me are true and correct without false statements and
gross omission. I have read and acknowledged the Insurance Anti-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. RABREHBENR AR ERA B RERNSENERBARE N EZ TG ERLEEHARKR ARRBERICROETAAMIEE. Efx. 2R AR,
RIEATSAEMALRER, B, MR SENHAEMESREE. RRMERZES. BIRERZAET. WIREABRRER. ENRH. ER, UK
EAMERT SR BAIERERNUR T AERBRGIERUREMRIEIRS . RABSRBRIETEN—TIAEER. KENBNENHSEARRSEY
73, 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. Zkkﬂzéfﬁ:if%ﬁi#ﬂ’] CEA, BAANREER, BERER, RARAREBARKEEZEFEMEGMEENEXERURBITARIE S FE RS R
EFEERELSTFERITRIEEERAEEERLAR (ER “PERRE" ), #HTEREERESEFMA. [agree that within the scope perm1tted 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 BRFRERNE=ZAM LR EERABRENS. AEFHREAXBEZEMNEYR, BEEMEEYH, TEZEARAMILSERLIRETHMEM. 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 NBZPARARNKEARA—LBERITRIVERERNEBRIERIEENKS, FRAKXACHIZERERT. WHEMEASEENEZE R
G EERNWER, RARRESRABDEEFWHUGH, FALTEFHEFRTLTFAANFRTFRAR, —IERRERERBAAEE, 5SRAF
JtX. Iunderstand 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.

MIZ A/ BB AZ R Signature of The Patient or Guardian: HEA Date: B MM H pp FYYYY

HESXSRETIRESES TO BE COMPLETED BY PHYSICIAN OR SUPPLIER

UNeHEREENMERENR, ERiEMLBR/NE . 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.)

EJT{52 MEDICAL INFORMATION

AR FEIR Chief Complain of This Time:

#MiZBH EIrHlis fRIEHEAR IS I el EfF&ERAem
Date of Service Provider Diagnosis Type of Service Medical Expense
L7z op CMERR 1P
LI op Bz 1P
172 op CMERR 1P
L1772 op CMERR 1P
BOR & %R S FE < AEAR AU B8] The First Time You Note the Condition or Symptom: A MM H pp £ YYYY
FGEIMZF Signature of Treating Physician: HHA Date: A MM H pp F YYYY

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



http://www.fosun-uhi.com

