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Claim Application Form for Medical Expenses

ZEBPRERERATERSEZMA. EREL. EAKXKFHNERESRE.
Use this form to apply for reimbursement of medical expenses, inpatient allowance and critical iliness policies.
BEEEARRERHH EATHH:
 WIRMABYVE R SR SEDNH;
c BEISBEARE (RE) REREBERABEES;
c WHAR. &5 (W0B) . LG (EFRIEWEERE ) SEt;
- RITKPEREN (URZIKFEIRFE—RIER)

Please complete the form and attach the following:
* A copy of the insured’s valid identification;
« Original invoice(s)/receipt(s) (“fapiao”) and itemized medical bills;
* A copy of the medical records, prescription (if any), discharge summary (for inpatient claims);
* A copy of the Bank account statement for claims reimbursement (if we are using these bank
details for the first time).
WRHBARE, BRIBEBNANTRBEBEARTRBNBEAR
(BRI EfEhealth.pingan.com&ig) )
WATANRE, BIRAGTIVHEREA
EEBETRA, BRIBRAR: 9551%7 (PX)

For group policies, submit to your HR contact person or post it to your account manager
(addresses can be found at health.pingan.com).

For individual policies, submit to your sales agent

If you have any queries, please contact us by phone: 400 8833 663 Option 2 (English)

1. HEEES Details of the Insured "

HEEE R Full name AEH-BMEIZE ID expiry date

AEHEEE D type [ ] SME IDcard [ ] 4788 Passport || Efth Other £ Nationality
EHS 1D numoer PP PP PP T [ | meoceupation
ﬁ%c%{;iol(d%rgz‘gﬁgany RIS E;ﬁ%’;zﬁffid as an individual, you 4% Gender D % Male

6 ot need to complete this field [ ] & Female
DS Sub-policy number
BXZAEB1E Telephone number BB BR%5 Email address @

BRE4RIS Post code

BRZ itk Postal address

BB AR Applicant’s name

2. BiEAER Details of the Applicant I

WERBAFLEREAABEELTER
Only to be completed if the person filling in this form is NOT the insured

EHBMEIZE ID expiry date

AEHZER ID type

[ ] SE IDcard [ ] #P1R Passport

|:| Efth Other

E%5 Nationality

AEHSH3 ID number

HEEEEEEEEEEEEEEEE

BR\V Occupation

BBEASHEE XA R Parent Child Mal
Relﬁationshié of the applicant D & Paren D FH Chi 145l Gender D = Male
to the insured [] &f8 spouse [ ] Etts Other [ ] % Female
EXREIE Telephone number B3 #3FE Email address @

B 4RIS Post code

BRZ i3It Postal address

EHEER Type of claim

3. BEHSE Details of the Event Il

DEW%F@ Medical expense

D FEBBENS Inpatient allowance

DEK%‘@% Critical illness policy

S EH Date of event

2EN (2) BRHZ

Is this the first visit (or inclusive of the first visit) for this condition?

[]= Yes
DE‘ No

BI2ER

Hospital of first treatment

TiZBH Date of treatment
(&/B/8 YYYY/MM/DD)

R Expense type ———

Amount

N

2 oP £k 1P

i KK
Currency NAumbAer of
invoices

FERBRIZH

Key symptoms and diagnoses

]

]

i

[

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

12K E B H Total number of invoices submitted

BRSNS S B8 Total amount




4, REELEFER Details for Benefit Payment "

IEEZ{XASIIRIRIEA.. IR ASGEELEIP ASIZNE=T5. EBSURTRIEN, BRHBHNARTKFER, WNINTEERY, EBSRIZE2BCREENARTFIUEN,
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.

RS MEN Payment options

|:| FREBETIZERENKFER (DELT, NWEFEEUTKFERTIRRKFEIEEMN) -
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)

|:| UTKFPESRFAREBEEN (BELT, BZKFERE—RER, BRIKFERENNN)
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)

P & Account Name

PS8 Bank Details R1TRFR Bank Name

FFF41T Branch

i S Account Number

HEEEEEEEEEEEEEEE

BIRIRKATBE, HEEERENER May Ping An Health record these bank details for future claim reimbursements?

DNEEYGS
DE No

B=H

1. FARIEEBSEL LMEENASESLIFR,

2. A\AEFLZERRERDERATAESNEREMBAFTARBR., B £
ENSIEMEEREARVER, AANBRIBBIEN—hERRE.

3. FARBRAREBHENREEEARRBBERIANEANRTKPHERNNE=T
RITKF, BEKPABEARNDEARRES, BRAARBBEATESEEKER.
KRR RRAFNRSTURBIEBRE, RAIRRIBEIE

4. FAAR: AFREBNSEBRENEDP, DFREREENRNETRERIETE
BREADENFAOERZINESTER.

FEEEATASPERENEN

1. FABNELZER, RERSBMEZ2I, BEARBEFLZEDNER. =2
FLREDRSTENER (B4 (RIE) ESSZRREATENER) URTZR
SERBAZROEEN. WENER, BTFYLZEERERRIVEZRNSIENX
HARANREIRS . EE~R. ARMZEESEREED .

2. FABNILZER, RERSEMEZS, BEFNRARKENREESN~6NE
8, AYLZEDRBBLVETRSIEIKHEE. EB. BEFANESR.

3. NRRAANERNZ:, TLZEARESIFXHN ERERABRBNS, HEER
SHERRILERZE.

4. FFERER (RIE) ESWEN, EEMIDERR], AZEAMRILSERBIIK
IR 0}A IS

5 RFEMIR "TLRERD REPEFLRN (£6) ROBRATREEEXEERS
ROAT, UMRPEFLZERN (£6) BROBRATEERBRIFNESE—RKIR

ROAT,
6. WIEREE ERBRRRNEOHSL, T (RBSRAL (9551)) BUERNEE
B,

RACHIEHBANEE SIS B E Rl RENER,

| have read and accept the Declaration and Authorization details above

*&iE: RBRIEPPERE=TR N TBEBEZUIRTFEFRRRAZE, HEQNRENTISHESRMT R
*Note: |n 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.

Declaration

1. | declare that all information provided on this form and the documents submitted with

it are true and correct to the best of my knowledge.

2. | authorize Ping An Health to request and photocopy all claim-related materials from
medical institutions and individuals, and | am willing to carry all legal liabilities which
may result from this authorization.

. | agree that reimbursement for this claim will be made into the bank account of the

insured or into the bank account authorized on this application, and that the account

holder is entitled to receive the reimbursement. Ping An Health will not be responsible
for errors or failed, delayed or incomplete payments due to mistakes on the applica-
tion form or having the incorrect bank account details.*

| agree that the medical expenses that Ping An Health has already paid to the hospital,

and which are not covered on my insurance policy, will be deducted from the benefit

payment for this claim.

W

B

Clause on Information-related Authorization by Individual Customers of

Ping An Group:

1. lauthorize Ping An Group, unless otherwise provided for by law, to use any infor-
mation | provided to Ping An Group, any information generated from services |
received from Ping An Group (including information provided and generated
before signing this document) as well as any information obtained and collected
by Ping An Group for the purposes of providing services, recommending prod-
ucts, market research, and data analysis and to share information with any part-
ners of Ping An Group duly authorized for provision of services.

2. 1 also authorize Ping An Group, unless otherwise provided for by law, to provide
data to partners or request it from partners with which Ping An Group cooperates
to provide me with better services and products.

3. I understand that to ensure security of my information, Ping An Group and its part-
ners will take the necessary precautions to keep information confidential and will
put measures in place to ensure security of information.

4. This Clause shall take effect upon signature of this [Document] and have indepen-
dent legal force and effect regardless of whether a contract is formed or whether
the force and effect of such contract changes.

5. Ping An Group herein refers to, collectively, Ping An Insurance (Group) Company
of China, Ltd. and companies controlled by it directly or indirectly as well as com-
panies in which Ping An Insurance (Group) Company of China, Ltd. acts directly or
indirectly as a single largest shareholder.

6. If you completely or partially disagree with any of the above, please contact us to
cancel or change your authorization.

HEE (RRKEA/ZIEAN) R Signature of the Insured ( Insured / Principal) B E Date:

BiEA (BIPA/BEIEAN) &8 Signature of the Applicant ( Guardian / Attorney) BHEH§ Date:
TIEE For office use only "

RIEATEIWMAZR Signature of recipient at Ping An Health B8 Date:

RERMETERT
HERRNSHERRN, BRRMRTPRRBUTHRE.

FISHRE #TREIFRILTEES, TEIZFOR. BHERN, ALTNEHEREU~OMBLT. R
NSEHNEEA. EBARTREEBRINEAXY, PMbATFREEFED, MUREIFRFOILIEL,

FTBEHME #HTRICVEIRIEE), MR, JRESIE] 15 B TIOE. 5000 FTT T IIFREVTEALTH;
RIGEHEVEEA EBASSIREUEERONEASH , ot ATEIRIRERAFAY, B SEREV T,

REFRE REAREATFREITULSANS, READNREBEHLGIRIEENFIE.

Anti-Fraud Notice

This insurance agreement is formed on the basis of integrity. Any suspicion of insurance fraud will carry
the following liabilities.

Criminal liabilities Any criminal activities involving insurance fraud can lead to: detention, imprison-
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
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
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
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
negligence, the insurer will not reimburse or pay insurance benefits.



