¥ China Continent Property & Casualty Insurance Company

B GBG / TIECARE INTERNATONAL Claim Form — Part A Patient Information

BER - A B2 WALER

For a claim to be valid the following two pages (Part A and B) must be completed and submitted to the Shanghai Claims Center within

one-hundred eighty days (180) after the first day of treatment.

IR B, RIS LUR A (A5 B PIBSY), JHEIRYTTZ HHER ) 180 JZ A [ L e PR R 55 PO Hh BRI 25K
Pre-authorization is required for certain conditions. Failure to obtain pre-authorization will result in an additional 40% co-payment.
FEEGIRTT RSB RAT A RS HRABUR T 25 40%I1 815 F 7

1. WhoisthisClaim for? O Primary Insured [0 Dependent

BN F—RARRA BARBN KR
NOTE: If claimisfor the Primary Insured, please do not fill out Dependent Information
e RS R RN, TR SRR AR R B

Primary Insured Information Dependent Information
BN R NSNS TR Y SN
English Name 5 30 i 44 O Mde % Name #44: OMde ¥ OOFemae %
Chinese Name # 3t 44: O Femde % CJSpouse it CChild 1%
Employee Number (T.-%5) : DOB 4 H: MM J/ DD H/ YY 4
OMarried T4 OSingle AU Address Hidik:
DOB “:H: MM A/ DD H/ YY 4
Address it
Telephone Hiifi: Fax f&E: Telephone Hiif: Fax fkE:
Email -7l Hidil: Email HL 7 B¢tk
Policy # (from your membership card): Relationship to insured 5# [ A G &R:
TRR SRS CREER SRR
Name of employer (Group policy only): Date dependent insurance began 3£ JE £/ % 46 H #:
JRTEA T AR R T BUACR BB MM S/ DD H/ YY 4

2. Describe Injury or lliness SZGekEmHg

Describe the trestment given %52 H17477
Date occurred & AE I ] : MM 1/ DD [/ YY 4
Where Injury / Iliness occurred 32475 /95<95 & 2E 1l ki
Is thisthe first time you sought treatment for this Injury/Iliness? S245/50% &% —voliz™? O Yes j&2 O No
If No, give the date you first consulted a physician for the same Iliness/Injury: WA, 155 88—tz H #0:

Full name, contact no. and address of the physician: BE4: 1145, BE AR WG AL

Are you also covered by another insurance policy? #6357 HARM RS ? O Yes j& O No 17
Policy # {RB54:
Name of other insurance company At {56 28 ] (1) 44 75

3. Payment Information 5458

1) RMB Bank Account Information (Bank account must be located in Mainland China):

Account #: Name on Account:

Name of the Bank and Branch:
2) Electronic Transfer Information (US Bank within US only) L 7% k{2 J&L (13 P 2 5455 4 4R4T)
Account #: Name on Account:
Routing (ABA) #: Bank Address:

Name of the Bank:

The above answers are true and correct to the best of my knowledge and belief. | authorize any physician, medical ingtitution, druggist,
insurance company, employer, labor union, or association to release information to Globa Benefits Group asis required to properly pay
all benefits, if any, due me, or my dependent for this claim. A photocopy of this authorization shall be considered as effective and valid
astheorigind.

TR LA L), ARG DT A R R RS A R EIR T, IR R KR SRR B N AT A R A A, 3R
BAUEMEE L BIr UG 2550000, PREG A T, Tasibhaeie LLEAR K95 %0 Global Benefits Group.  IEHAX 1 BT 55
PRI BA RS0

(Primary I nsured’s Signature 25— A%F) (Dependent’s Signature 38 JB&%) (Date H#H) MM B/ DD H/




‘* China Continent Property & Casualty Insurance Company
U GBG / TIECARE INTERNATONAL

Claim Form — Part B Medical Information
HER - B #Hy BEFER

4. Medica Information - To be Completed by the Treating Physician EIFfER - MR EIMEE
Doctor's name BE izt 44: Phone # Hiif:
Hospital’s name [B& ¢ 44 75 Address il

Please give your diagnosis of the Iliness/Injury (if maternity, state delivery date) 15wk 245 B4 sl Cns 28 &, 4

[UASE:!D)
When did patient consult you for this condition? J5 AN 2 & Abwki2? Date HI: MM H/ DD H/ YY
When did patient seek treatment for this condition for the first time? Jpi5 A RIS —ti2 i ? Dae HI: MM H/ DD
HI YY 4
Treatment isrelated to (Please circleiif related to one of the following items) ASVXIAYT 275 SLL A (I, Hikrd):

1) Maternity FeRif A S A H 2) Physical therapy W3 VAYT 3) Full body check up 4> fA&#y

4) Immunization or wellness check up ¥ i ml IR A4k 5) Dentd AR} 6) Vison #.Jy

Patient’s chief complaint  Jp A )

Physical examination 4% K ¥

Necessary lab tests 7 A 75 ZEA 1) L30T 2 A7 :

Lab tests’ results 26 Z 46 A 45

Please state name of drug(s) and dosage(s) below 24 il f 44 BRI 7

Will illness/injury require follow up treatment? If so, please give details. 2103/ T B R 42169715 2 WURFEE, 15U RERS:

Date of service Description of medical procedures Charges
fR%s B By R RR etk
Consultation fee(s) 2¥7 %%

Drugfee(s) #%%

Lab test fee(s) LM EMAER
Treatment fee(s) YAIT %

Others HiAth
MM A/ DD H/ YY 4
Date H# Signature of treating physician 77 EEAE%& 4 Print name and title BRI 45 RIERAL

Shanghai Claims Center - Room 303, Building No. 2, Xindu Garden, Lane 31, Lan Cun Road,
Pudong, Shanghai 200127, PR.C.H [ L ifgiii 4< W6 A % 31 FprhielEl 2 5 303 = 14w 200127
Tel: (86-21) 5089-0330 - Fax: (86-21) 5839-0612 - Email: claims@gbg.com.cn



mailto:claims@gbg.com.cn

