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EEXSRERR Fosun United Health Insurance Co., Ltd.

EfERERIES (2025 i)

Direct Billing Claim Form (2025)

LPO1-ERIgE i 45

BHiFEAEEE4 TO BE COMPLETED BY PATIENT OR APPLICANT

I AIEE PATIENT INFORMATION

LJZ& A Principal [ Parents [IE21® Spouse [1F % Children
72 A 5% 1R A X & Relationship Between the Patient and the Policyholder:

C]E b & Others:
{RE5 Policy Number: % & Name: M5 Gender: [J5 Male [J% Female
JEF2E! Type of Identification Document: 444 A A Date of Birth: B MM A pp £ vyvy

LR ERRHME Chinese ID Card .
JEHS85 Identification Number:

[CI4PER Passport

[JE b Others: IEH B Validity Period: ~ Amm Hobpb f£yYyyyEZto HAwmm  Hbpp FEvyyy
BEIE Tel.: [H<EAHE3 Permanent

LJZ& A Principal [ Parents [IE21® Spouse [1F % Children
%25 AS5# 4R A X% Relationship Between the Beneficiary and the Policyholder: P pou

[IHAthok 2 Others:
FiEAEE APPLICANT INFORMATION
& 5512 A &< & Relationship Between the Applicant and the Patient: LJA& A Principal (EFEHES TFI452 No need to fill in the following information)
IR Parents [IEZ{® Spouse  [J1F % Children [JEfthX Z Others: (AR NIBEEE TFE 2 Please fill in the following information)
JEE R Type of Identification Document: £, Name: W% Gender:  [1E Male 1% Female

L#ERE R SHE Chinese ID Card .
JE4SH5 Identification Number :

(3P B Passport

(&b Others: IEEEHA Validity Period:  BMM  HpbD FyyyyEto HAwmv  Hbpp Fyyyy
FEIE Tel.: CI4<HAFH 2L Permanent

TR BENRENARADAERMRIR S LENREFEEERNNETER, I TABTRESFEEEANEFER. BHANZERRGMNETER.
M BRI ANZLE G BAMETRRAFER, EREERESEER. ERASERAIMNEER, BRITESKAEHEBEERFREXERZER.
Note:The Direct Payment Service only refers to our company advancing the medical expenses incurred from your current medical visit that fall within the scope of
insurance liability on your behalf. For medical expenses that are not within the scope of insurance liability, exceed the corresponding expense limit, or require
proportional co-payment by the insured, the hospital will settle the payment directly with you. If our company has already made the payment to the hospital on your
behalf, we will contact you and request you to refund this medical visit expense in a timely manner.

RARBEEER 7R Insurance Anti-Fraud Notice
WIERREAREKREN, SSEIRMEEVEIZ&IBLLTEH{E. Honesty and integrity constitute the fundamental principle of insurance contracts. Parties involved in
insurance fraud shall be held liable accordingly

[FIZEBRE Criminal liability ] FITRIGVEIRICTEIED), FWRESTRIME. FHER, HLOTHEIEFLBM~HRELST . REESEMEEA . IEBARE
RIBEREERE, At AERBHEERN, URRIERENILICILA . Engaging in insurance fraud activities may result in criminal penalties, including
criminal detention, fixed-term imprisonment, and/or the imposition of a fine or confiscation of property. Appraisers and witnesses of an insurance incident who
intentionally provide false supporting documents to facilitate another party's fraud shall be deemed as accomplices to the crime of insurance fraud.

[4TBERE Administrative liability ] FETRIGVERESR, HFMRICTRN, FTEESTE] 15 BUATHE. 5000 TTATSIRAMTEIAST; RIEEHHLEEA.
MERA ASUEIR R RAIERASC, Afb AVEIRIZESMHR, LSZRMERAITEA . Where insurance fraud activities are conducted but do not constitute a
crime, administrative sanctions such as detention for up to 15 days or a fine of up to RMB 5,000 may be imposed. The insurance company shall not be liable for
compensation or payment of insurance benefits. Appraisers and witnesses of an insurance incident who intentionally provide false supporting documents to facilitate
another party's fraud shall also face corresponding administrative penalties.

[ REFRAE Civil liability] BEEFREZERITELRBITWELEMN S, REABTFEIBEERATRIESAIZE. Where an applicant intentionally or with gross

negligence fails to fulfill the obligation of truthful disclosure, the insurance company may not be liable for compensation or payment of insurance benefits.

EFPERAREFP{EEEN Authorization and Declaration
1. RABFHEFE (RREEVERR) , ARRERER LFAESHRABSESIER, MERKIEH, KNARBKIEHEMEFE. | have carefully read the Insurance
Anti-Fraud Notice and confirm that the information filled in the Claim Application Form is true and detailed. I am willing to bear the corresponding responsibilities in
case of any falsification or concealment.
2. KAREREERAERARKBRBARAR (UATEHMRRAR) FRTINTARR, ATFRABDREENMMARARRESRS R &R RE.
BREAEHE)  BURKIE. BFER. SHIRAIREIE. ZERFEE. BRAE, migEE. ERSSEBKIES, FESEAENMSIP:

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

I hereby authorize the following personal information to Fosun United Health Insurance Co., Ltd. (hereinafter referred to as "Fosun-uhi") for the purposes
of providing comprehensive services (including but not limited to policy application, underwriting, policy servicing, claims settlement, and policy review),
data risk control, electronic signature, identity identification and verification, underwriting review, claims investigation, market research, value-added servic

es, and data analysis, except as otherwise provided by law:
N RAREHHERARKERANSER. AR, F4SHE. EHFHHR. H3. FNS. KRt SHMKPES. SRRARTSRANXR.
AriR. EE. R, TERA, BERS. BFERER. $HER. REM~EE, ARRFEER. REER, REAEBIDR. RERE. 51
&2 ; 1 agree and authorize Fosun-uhi to collect my information including name, type of identification document, identification number, valid period of
identification document, gender, mobile phone number, contact address, financial account information, relationship with the policyholder and the claim
payee, status of social insurance participation, nationality, occupation, work unit, marital status, medical and health information, tax-related information,
family property information, facial and voice information, insurance policy information, insurance purchase and claim records, past medical history, and
physical examination information;
Q) AARBEHERARAREEASEAADREMAANNES CIEERE, EH-SHE, REEE. ERBRIES . RHFNAMEERE; 1 agree and authorize Fosun-uhi
to provide my name, type of identification document, identification number, insurance contract, Claim Application Form, medical records and examination
reports to its cooperative institutions;
Q) KAREHFERRARRESENEEEF MBS FRERRSBEXNAAS B ERREMBELNITREENX, AR AELEER L. BREH
HEERRBRERENE. ALEXNAE, dLEFRIEIE. FE8. EFe. FlEenaR EeRasi ARREARANES. IEHREE, i
HE. REAE R ARIE ;1 agree and authorize Fosun-uhi and its cooperative institutions to provide my name, type of identification document, identification
number, insurance contract, Claim Application Form to any administrative and judicial authorities, public security departments, forensic identification centers,
National Financial Regulatory Administration and its local branches, human resources and social security-related institutions, social medical insurance institutions,
physical examination institutions, medical institutions, commercial insurance institutions and other entities or individuals that are aware of my health status and other
information related to this claim service;
(@) EAREHEFEREM MBS RRERRSZE XN RASERREEMELGITEREIENX . AR, AZLEER L, EReMEEEEEEREIRE
A, AN SLEFRIENAE. BTG, #eE. mlRERNMEREERMSASBENENAALZENREEFNAKER . REGR.
BRARERILE. Mgk, R, SHER, REES. RiskA, £58, FES, BRAERSERRMARARRESIENM; [ agree and authorize any
administrative and judicial authorities, public security departments, forensic identification centers, National Financial Regulatory Administration and its local branches,
human resources and social security-related institutions, social medical insurance institutions, medical institutions, physical examination institutions, commercial
insurance institutions and other entities or individuals that are aware of my health status and other information related to this claim service to provide Fosun-uhi and its
cooperative institutions with the specific information about the insurance accident I have suffered (of which they are aware), insurance policy information,
insurance purchase and claim records, treatment hospital, occupation, diagnostic certificate, medical record information, treatment expenses, invoice number,
physical examination information and past medical history information;

(6) RAEBH AR QBN EENENAARBNENESHTLERL. £/, HES5REEHAXNERAEREREIE AR AT A TEBEEE. Lagree

and authorize cooperative institutions of Fosun-uhi to conduct necessary processing and use of my information during the claim settlement stage, and transmit the

information processing results related to risk control back to Fosun-uhi for claim investigation.

3. EMEIERERIE, WHEMSBRIEESTHEA . EERERASEENEZERESERNN TSR, REREESHRATELESFNSUGH, —VIEER

ERFBERAKRAKE, SYRATTIHR. After receiving the claim payment, if any other beneficiaries of the death benefit, legal heirs or entities entitled to claim the

insurance benefit as stipulated by law have any dispute with Fosun-uhi regarding the insurance benefit, all legal liabilities and expenses shall be borne by me and shall

have no connection with Fosun-uhi.

SEEHAERMRIEAEEA Customer Information Protection
BARREENEN ERIERABREN S, EXIMER. RBit, ZFRAEBENERN, RARSERERBAEENUREMEAMEXNRESRZEE
MR A IR BRI AIS 2. Fosun-uhi and the cooperative institutions are bound by confidentiality obligations regarding the above information. When transmitting,
providing, or entrusting the processing of your information externally, our company will require such parties to handle your personal information in compliance with
laws and regulations, as well as any relevant confidentiality and security measures.

“FRBRNIEHFIARIERERIE R P EARIRIEIT" "1 have read and confirm all declarations and authorizations in this claim application.”

RIS A/ A F 4 Signature of The Patient or Guardian: HHA Date: B MM H pp FYYYY
HiEAF A Signature of Applicant: HH# Date: A MM H pb £ YYYY

HESESEFTR#SES TO BE COMPLETED BY PHYSICIAN OR SUPPLIER

OVSHEREENEAT R, (ERTiEMIEBR/EE. 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.)

Ef7{& 82 MEDICAL INFORMATION

AR ZE IR Chief Complain of This Time:

LR ASE ! Eri RIERmIR SIS b il EFEReEH
Date of Service Provider Diagnosis Type of Service Medical Expense
LTz op CMERR 1P
Oilig op Ltk P
il op CIfEBx 1P
il op CIfEBz 1P
BOR R % 5% 5 A8 < FEIR BYBF 18] The First Time You Note the Condition or Symptom: A MM H pp £F YYYY
FE4EIMZEF Signature of Treating Physician: HHA Date: B MM H pp FYYYY

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

