a-etna® Aetna International Claim Form
Aetna International ERREERIFEFR

Please submit this completed Claim form with itemized bills and receipts. A separate Claim Form is needed for each family member. Please
tape small receipts on a full size sheet of paper. Failure to complete all sections of this form may result in claim processing delays.
BEEAERAIERASAAKBFMWIE—ERZ. B—2AREXZAFTERR—MERBIFER. HHRNUEEE—EKE L. KRiF
REKESNENHOWNBER, AJREERERME.

Please refer to your policy documents to verify the cover available through your Plan.

BEESRENREXH, FAERETRIGERARESRIEEE.

If the claim amount is above RMB 10,000, USD 1,000 or equivalent, please attach the valid ID card / passport copy of the beneficiary.
MREBEFSTIATARMSHEIMFELITER, B EZEANBYNSEAFREEN

Please note Aetna International is not responsible for any costs associated with the completion of this form or for any further
information/document requested by Us to assess Your claim. The issuing of this Claim Form is in no way an admission of liability.
Aetna International i 7 &8 5 K BRIFRIEE X ARV AITHEER R EKAEMEMER/SCHFAA=ERNEREXER. REARERER
BERARFHRANMEA S RFANMEAFE

1. Patient Information — Must be completed BE{E8 (WIEE)

Policyholder Name Policy Number

BRIRANEBIR REBEHS

Patient's Full Name

BE2Z

Patient's Date of Birth Patient’s Aetna Identification Number
BELERH Szt e

Gender Male Female Relationship Self Spouse  Child Other

el 0% 0Ox S5x#AREAXRLOAA OE OFx OHEME

o If the claim amount is above RMB 10,000, or in case the claim amount is in non-RMB currencies, for any claim amount above
USD 1,000 or equivalent, please complete the following.

s MRZMWEHST 1 ATTUALRESINFE L FETULY, BEZSLTRATERS

Type of ID ID Expiration Date (dd/mm/yyyy)
IEfF AR IEHERER (B/RE

ID Number

IS5

Nationality Occupation

E#E BRllr

2. Contact Information — Must be completed B¢ REAR (MHFTIES)
Contact Name E-Mail Address
BRAEZ B3 F -t bit

Residence or Office Address (please include ZIP code)
{ERrithsk TiE S frithht (& RERD)

Telephone Number Mobile Number
BRAREIE FHSH

3. Other Health Insurance Coverage — Must be completed Bt EFFRIETER (HITES)
Do you hold any other health insurance? No Yes Other Carrier Name
REBEFRFE T HMERRE? s LR BRI EER AR
Other Insurance Policy Number Policy Holder Name
HA R RS BIRAEE

Please submit the relevant documents for the details if you get the reimbursement from other insurance for this claim submission.
MR ARZBRFEECENEMREFHRERE, BRXXTFHFAEINE L.

4. Claim Information (Please include diagnosis or reason for treatment for each service received)
FRER (BAEINE—UEFRFESSHHERTRERED

e |[f the treatment is received within China, include detailed medical records and original Chinese invoices (Fapiao).
MREDERREZ AT, MW EFRETIERMAERYE

e For services related to an accidental injury, details of the accident must be provided.
S5BMrEBXNETTRS, JREXFRRENEGHNFERESR.

e For conditions that have required long term treatments, please provide details of when the symptoms and/or treatment began.
N TELEZIKIAITIERER, BREERT (30 Afr ARERNIFERER.

e Claims for prescribed drugs or medication should include a prescription from your general practitioner (GP) or medical specialist.
ST F AR BETHERER, HRHENENEESEETERTARNLS.

e Acupuncture, Podiatry, Chiropractic, Osteopath, Homeopath treatment and physiotherapy require a referral from your GP or
medical specialist.
$&R BIT BE. BE. MBETNETEEENSREEREETERFREBE.

e If you have insufficient space in any section, please provide full details on separate sheet.
MRFREBETE, BHIUEGIFHER.

A R E AR B IR K% 5T B Please read carefully the disclaimers at the end of the forms.

ER B BIA DIfEICF Please Retain a Copy for Your Records
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Provider's (physician, clinic, Description of Service/

hospital, pharmacy, dentist) Name of Medication/
Name and Address (If the Device (If hospital, state
provider's name and address is | Inpatient, Day Case or
on receipts, write “see receipts”) Outpatient)
AR RttE (BEXE. 2. B, 7| RESIPMAREEZEZIR Diagnosis Country of |Currency
Dates of |5, ZFE) W&/t (a0 | (MREERATT, Eit (Reason for visit) Claim of Claim | Total
Services | RUE EBRSIB M ENRIVER | BBRERATT. BEER R BRREEZK| ££#%F | Charge
EIrARSs HEA Fthit, BES WBEE") S8R (2 RED pEm | WS

5. Summary of Payment Details — Must be completed {18528 (WHES)
Recurring Reimbursement Election ffZESERGR:
] Receive future payments using the details provided below @it I T B 4415 EUSTBLR e 5%
[ Use the payment information provided below for this claim only {RAA X EMRERAUTEEMTHRER
] Use the payment details that we already have on file for you EHBENEZRAEERNTERES
Payment Information for Bank Transfer  $R{THMKIEE
Please indicate your preferred payment currency (If treatment was received in mainland China, RMB policy can only be reimbursed
in RMB and USD policy can only be reimbursed in USD.)
BRI EENGRED (MREFEXMREREZETT, ARMERERERGART, MESRBIAEBGTEE. )
(If none is indicated, the default currency of RMB policy is RMB and the default currency of USD policy is USD.)
(RZBEMEA, ARTRERAETHAART, MESRBIANETHEIESE. )

Payee Name Specify if: Member Provider
WA BRI E IR 5 LIRS RME

Bank Account Holder Name (as per Bank Statement)

SRITIRPRB AR (CURITHIKE )

Bank Account Number Bank Name & Branch Name
RITKS SRITEIR (BEXITAMN)

IBAN Code* Swift/BIC Code

IBAN £mH5* Swift/BIC 4m#L

IFSC/ABA/ US Routing Code Sort Code/Branch Code
IFSC/ABA/ US $R{THCAD RITXS/71TSHE

Bank Address (include Country)
RITHONE (BIEEZRD

Bank Telephone Number (include Country Code)
SRITHRIESH (BIEERRD)

*The IBAN is mandatory for bank transfer claim payment transactions in certain countries, such as the United Arab Emirates
(UAE).This must be supplied if you are using a bank account in one of these countries. Members should check with their bank to
confirm any IBAN requirements.

SEFEEEE S, FIANBT R A R E (BTREeg) , BESRAEF IBAN BRI O3 G AT IRATHE K . AN RIEHE R E R 2 — 1 FHRAT
WK, R IBAN. 2 53 A HARAT S IF A A T IBAN 25K

6. Declaration — Must be completed FBR (AFEE)
| declare that all information, to the best of my knowledge, provided on this Claim Form is truthful and correct. | also understand that this
declaration gives permission to my insurance company and their appointed representatives to approach any third party for information
required to complete their assessment of this claim including, but not limited to, my current and previous Medical Practitioners.
LAZRIMAR, RANEHRO—IZER, HTELEE. KABRNEZARRHEERROETEZAFRMLERBHNES, REEGXEA
R BN SRR A — ) R R AR AN BRAE RN TR AL T &Rt
| declare and agree that the personal information collected or held by my insurance company, whether contained in this form or otherwise
obtained may be used by my insurance company, or disclosed or transferred to any organization for the purpose to (1) assess this claim
and to provide on-going insurance and customer services, (2) process and give effect to Credit Card Payment,(3) provide marketing
material in respect of insurance related services of my insurance company or its associated companies and (4) process claims or analyze
the insurance.
FARFERBAEUTERTER, BEAANMAGE (BEEARTESHESMETRTUEZINGS) OMEAORRIESHT
EFRFSOREMHRFEZBRRITHERFLAROAR AR XA ESRIEE KRS HIHZHDAERRTESAREARER .
If the chosen settlement currency is not RMB, | authorize my insurance company to purchase foreign exchange for claim reimbursement
up to the policy benefit maximum.

B R B S % 35 B Please read carefully the disclaimers at the end of the forms.
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R ESEMIERE EART , FAZRRARAMELUFIG MRS ST AROMIILS.
For Direct Billing case or guaranteed case which the medical treatment received in the pre-appointed provider, | hereby authorize the

provider or pre-appointed third party to directly bill my insurance company which should make payment of any benefit payable to the
provider or pre-appointed third party.

MNTAEEELRAENETIAEA, SEMFENRRRARSEBABROETRSTE, BFZETASEENE=HFKERKR
RIEAFREER, REABFERMMREZETHASKIEENE=S.

Patient's Signature Date
BEZER HEA
(If patient is under 18 years of age, Parent or Guardian must sign.) (#/RZEZ1E 18 B, FHEELF—HESFPAZFE)

7. Medical Information EE¥T{E2 (To be completed by Provider HEfFIRFZRHEIES)
Details of Medical Condition or Diagnosis

BRIRAER IS

=

2. Underlying Cause
FERA

3. When did the symptoms first arise (dd / mm / yyyy)
FER¥DR & BUESiE  (B/R/E)

4. s further treatment required? Yes No
R EEMEIRTT? =2 0OF
If yes, please provide treatment plan
MRFE, HRESTIHK

5. Other supplementary information

HAbhrefE 2

6. If this visit included diagnostic procedures, other treatments or medicines, please provide results, reports or prescriptions
MRMICASEERE, RN EAY, FRHENISEER. REIELS

E4#7 Name of Practitioner /NEE Official Stamp

Hbik Address

1% Telephone

FLER E-mail &£ K Fax

E4 % Practitioner's Signature HEA(B/B/£E) Date(dd/mmiyyyy)

8. How to submit a Claim SA{AJHE3Z TR
e Postal Submission HfiE

Aetna (Shanghai) Enterprise Services Co., Ltd. For claim related queries please contact our Member
Suite 1302 Services helpline

Harbour Ring Plaza, 18 Middle Xi Zang Rd. HEREEXSOFRARINNS RIRS KR

HuangPu District, Shanghai, China, 200001 +86 400 881 1291

2E (B8 tAWRSERAR
Hobk: FEEERBEX ARSI EM 15 18 5 1302 F
#R%: 200001

Policies are issued by the insurance company stated in your policy documents and administered by Aetna (Shanghai) Enterprise
Services Co., Ltd., a fully-owned subsidiary of Aetna Inc. Aetna (Shanghai) Enterprise Services Co., Ltd. is part of Aetna Inc.’s
international department, Aetna International. Aetna® is a trademark of Aetna Inc. and is protected throughout the world by trademark
registrations and treaties.

DRERL E A8 B0 DR B ST B T A ORI 2 W 25 8 0T 223 (i) RS IR A AR AL E B IR 55 . 2238 (L) LIRSS A IR A /2 Aetna Inc.
MERERTFAT .. 28 () VRS ERATFRET Aetna Inc. EPRISE Aetna International. Aetna®f& Aetna Inc. [KJVE M
PRIFAEAERIE A S R i M 26 L B RS
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