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EE{EE IMPORTANT INFORMATION

REERERIEN, BUPXHACASARFRFEAEMEEOE, FRBEESNARBRERNLAERG—REE:
FRIEEWE (ER) ARAF, IERWHAKRINEA0S _+—HHEZKEAEI08E, 4k 100125

To make a claim, simply complete the questions on this form in Mandarin or English and return it, along with the original invoices to:
Bupa Consulting (Beijing) Co Ltd, Room 308, Tower A, 21st Century Plaza, 40A Liangmagiao Road, Chaoyang District, Beijing 100125.

MREBEESERABIFRENGEMED, 55 HA4000687866 5(+861058541802,
If you have any questions when completing this form, please call 4000687866/+86 10 5854 1802

HEARFRMIBEARCEK, HWHRFIMKE. FH. BN, FHEEFRERNS M BOBETEERS.
HEE, MABERRIERNEMHIRESTE, JRSERERNXMT.

BEEEZRVIAT ZBENO ARNERBRIERFHHEN.
BFRRECEANK ELXRREMG - M. BWENEAFTZIREEIHES.

Please write clearly using black ink. Please ensure that all sections of the claim form are fully completed.
Note that claims payment may be delayed if all sections of the claim form are not completed in full.

This form should be returned to us within six months of the initial treatment.
Please ensure that you always enclose the original invoices - photocopies, receipts and credit card vouchers cannot be accepted.

BRI TSRS AES —HHEI R R G R Please complete a new / separate claim form for:
o BEH o each patient

o BX{ERBTETT/HE{ER o eachin-patient / day-case stay

o  SIRIE o each medical condition

o M o each currency

MREHRE—REAZKLE, BARTEFFTEIIMIBRERIGR. BABTERE, ANNE —HRBES, FRBRENNZIERET.
BR, MRBEFENEBENA, RINTHRERFESHNERRIER. HiE, GRENFRBXHETTERE, SFFE, EBRERE
i&: 4000687866/+86 10 5854 1802,

If you have more invoices relating to the same condition, you do not need to send a further claim form. Just send the invoices with a covering letter stating
the condition and payment instructions. If the condition continues for more than six months, we may request a new claim form to be completed. The original
documents will not be returned. If you need them, please contact us on 4000687866/+86 10 5854 1802.




,%\ %‘ EI‘] ii ?Hi ;'J% *SI' Patient’s details miz=:a7mARES to be completed by the person undergoing treatment

BERRS:

Patient policy number:

Bl - - -

FRIB:
Title:

7

First name:

o

Family name:

HithgF:

Other names:

H4RE:
Date of birth:

JB(SHbE:
Correspondence address:

KIERFR:
Building:

HE:
Street:

B/
Town / city:

MR B/ Hh X ARAD -
Post / Zip code:

HREE 4 :
PO Box:

#X :
Region:

£
Country:

BT EpfF:

Email:

FiE:

Telephone:

X Rk A B g ?
Is this your permanent residency address?
BEESRIBNEFE XS ZMuE?

Do you want all future correspondence sent to this address?

O %
O e

Zml Z o

BEMNERESIZAT?
In which country did the treatment take place?

REFERMMEET?

What are the currencies of the invoices?

RESEMEZD?
What is the total amount of the claim?




2 E ﬁ 'Eﬁ 'I‘Eé M ed i Cal deta i IS (BT BB B & A0 54 E £ S) (all sections must be completed by the doctor in overall charge of the patient’s treatment)

EARNHEARA:

Medical Practitioner’s details:

WE:

Name:

gk
Address:
Bk F1%:
Qualifications:
FEIEISHT:
Diagnosis:

BEECTRIHERNRE

Onset date when symptoms first noticed by patient:
BEVX R ERIRT[E]?

When did the patient first see a doctor?

RTINS

Details of treatment:

FARFE:

Details of operation:

YIS

Details of medication:

FERfER:
Hospital admission information:

ABEHE: ke R

Admission date: Discharge date:

BEEBRNER B TR 2ESH:

Name and address of admitting hospital: Reference number:

BFR:

Name:

ik
Address:

RIE:
Telephone:

ZA:

Fax:

T Ep

Email:

FrbarT:

Dental treatment:
O wE O TREA O EM/EEEE ES U HF IE O BINEH/ER2ETT
Check-up Preventive Routine / major restorative Orthodontics Accident / emergency treatment

AT

Details of treatment:




3 {EPEig 97 I & i I Hospitalisation cash benefit

MREEEERERMAZTZCMER, BEHORETXIGETERSTISEERERD, WEEEREASIZHS.

The hospital should complete this section if you have stayed in hospital overnight without charge, and your plan includes a Cash Benefit.

FAESE BEES:

| confirm that  |Name:

FELUTERME (ERR, M- 2 [glalglaglel«=l
was in hospital from: To:

HEEREBWEREEREH.

and this hospital did not charge for accommodation.

EFEEZ{ZZE IMPORTANT INFORMATION

BANEBLBOZFMM (BFART) IMNEBHIN. DEERT, BT ERREMERN IR,
JER B ER AR AST AR 2 B {55 PR B9 TR Feh S AP BRI SR TR

We can settle claims in over 80 currencies, including RMB. In a few cases where we cannot settle in the currency requested,
we will reimburse you in the currency of your premium.

ERERNZNAE? GBRE—D) O) E4/ER O) EWREA O BE

Who would you like us to pay? (please tick one only) Doctor / hospital The principal insured Patient

4 i@ mﬁ %i' Iﬁi E,‘] i 171- Cla | m payme nt (5L E AT B BIf R 49— (please complete either A or Section B)

MREREMBTZEEPEHFEFTEARTMAIR, HOMXEELIRITHEKRERZ T
BEELREERIRITAE, S, RITEHRERITHTHRER.
If your claim is for treatment in China and payment is in RMB we can only pay you via bank transfer.
Please be sure to provide correct account number, account name, bank name and bank branch name for RMB bank transfer

Al - AXEAXZMNEREARD  EHRERNAAMHMIETIELN? (BERIE—T)
Section A - Payment by cheque In which currency would you like us to pay the cheque? (please tick one only)
REIREMN R AR T SRATRK RO T
O Curren @ @

Currency of your invoices Currency of your premium Currency of your bank account

15188

Please specify this:
MR ERBIMFN TR FEEETUAS B St

Cheques payable will be sent by post to the correspondence address provided on the front page.
BIN - DURITRFHMKA X (TEE IR

Section B - Payment by Electronic Funds Transfer (EFT) to a bank account

RITRMR:

Bank name:

DITRIR:

Branch name:

SWIFT / BIC 5 *: Sort 7B ({NPRZEE):
SWIFT / BIC code *: Sort code (UK only):
-5/ IBAN *:

Account number / IBAN *:
T 2 7R/ MR TS

Account name / payee:

B mFf:

Currency for the transfer:

R{THbAE:
Bank address:

R4 : ER:
Post / Zip code: Country:

AT EBRRRENR M ARIESER, RAIEZE ISR EIRITHIBANFISWIFTEL,

*In order to process your payment as quickly and securely as possible, we strongly recommend that you provide both your IBAN and the SWIFT code of your bank
branch. Your bank will be able to provide you with this information if necessary.

FANEDERITEEMKERIA LAEIK P A B gt 1T 34 o

BTG RBATFEKNFEBFBNRNNBTRIENE, ERBRNTERERTFEFIIRIHBNZN . MRELMARITEEIRE T BFEKER,
BVEREZEZERRA.

MRRNEZEENRERERTK,, XBELEREEFANKAES, RIMTEUAZIEFRBEITIN.

FAVMREBEE Y A LIS EBEFRTRIARF - FIIESA RMBEBERIT AR B RET R TN ETT 8 ARESHRRKE A

We recommend that bank transfers are made in the currency of your bank account.

We will instruct our bank to recharge the administration fee relating to the cost of making the electronic transfer to us, but we cannot guarantee that these charges will always
be passed back for us to pay. In the event that your local bank makes a charge for an electronic transfer, we will aim to refund this charge.

If we are unable to pay direct to a bank account, or no account details are provided, we will pay by cheque.

We reserve the right to send any benefit due to an appropriate person - for example, the executors of the will of someone who has died or the dependant insured on your
policy who has paid the bill for his / her covered treatment.



5 % = 1R 2 7 Third party insurers

REUEAE=FRE B EANIME (HUHSREEIRIELSRHARKAR

Are some of the costs recoverable from someone else (for example, state insurer or a person / organisation involved in an accident?):

Yes O O

W2/ B

Name:

Hodit:
Address:

T IR

Email:

FIE:

Telephone:

6 ®R{REH Declaration
EZEZ{E IMPORTANT INFORMATION

BIRBEf RS ALEENERER, RNTEBEQAEMIZHEERN

Bk, HHER, BRNFEEZBAMSRERIRRS BRI

ErikE. £ MRMEMERLT, BRNEEENRBREFHRELHSBESM

K%?ﬁ%ﬁi (a) fi / INNREEFF R ETREXNEERFIEMNE, % (b) Bk
R / WEEH T SBT3 () BErREFEREEMARRI
BRATHEERMNHSH (BRETVALRENEGTUEEZLSHRHNESR

RSN o BRBEA M AT RERIREET R ENRSBWERGEER.

%Z?Eﬁ#'

MAEBERIBNRAMBEXFENBRRRRANDIAGEE (BEETE
8) , ARAMEELAAUTENFEE . ERHRRASEABNRERN
AAEANA: (i) REAERRERIBEMEMERRALES; (i) RERRRS
FFTRAERE; (i) PFERPIEHIFRTLERERIE; UR (V) SHRE
ABTER (BEUTZEHABEN)

o HE, BEAEBAIFERIAEMS RN SWRRAMZERATEX
NETEETSEEMMAEREA. BTrREBREENEELE=FNEURE
MELAIBEORE; &

o RIFBIEAREPSRFE. BXRINANALBEENERIERN SR
WINMEERHRBLAEWREA

?ﬁ'ﬁfﬂﬂﬂ
AN, AAFMPABEBRANS, AAERERRIERLFAESHE
BHEEHN. ERNFTEN;

o AXEBHRIEZEN, RABNHEKRER. TREL. EEMEMEST
RSIRHB BRIV = RERDERAT . Bupa S fth{1EFNBIREA
ﬁ}%fgﬂ?ﬁﬁ%?ﬁ’\]'—ﬁZISAEJZET@%M%@}\?%%E’\J‘}ﬁﬁﬁkﬁfmﬂli%ﬁ?éﬁ’\]&
EE; &

o AABHEHTHABEHBERFAEENEXIERIPNES, FRTEE
KM REBRHBERAF. RIOREESERATIRMBEEA (LR &
RAF. ERAFHEHEEMELVEANBAREBNXBAR. RFERHE
B, REFMAIEK. RRMLERAN (REMKERKEA) SAEBERIE
HERHNMAGEE (BREETFTRTETEEMERER) -

Patient’s signature (Parent or guardian if patient is under 18)

Consent to obtain a medical report: In order to process your claim, we may need
to apply for a medical report from any doctor who has attended you. To apply, we
need you to give your consent by signing the declaration at the end of this section.
Your doctor is entitled to withhold some or all of the information contained in the
report if (@) he / she feels that it may be harmful to you or (b) it would indicate
his / her intentions in respect of you or (¢) would reveal the identity of another
person without their consent (other than that provided by a health professional in
their professional capacity in relation to your care). Your doctor may also make a
reasonable charge for his services.

Data protection:

o

Declarations:

o

o

BELZTY (MRBEFRAFBIBTHRKIUPAZEF) H

Personal information (which includes medical information) regarding the
insured persons collected or held in connection with this claim and the
insurance policy may be held, used and disclosed by the insurer and the
administrators to individuals or organisations associated with them (within
or outside China) for the purposes of: (i) processing this claim and other
insurance related matters; (i) providing insurance services and policy
administration; (iii) investigating or preventing fraud or improper claims;
and (iv) communications (including for marketing purposes) to the insured
persons;

In particular, medical information provided in this claim form or otherwise
relating to treatment of insured persons may be shared with appointed third
parties involved in the management and handling of any insurance policy,
treatment or claim, as well as with your broker or adviser; and

Telephone calls may be recorded and monitored. All documents and
confirmation of how we have dealt with any claim you may make will be sent
to the principal insured.

| confirm that the information I have given on this form is accurate, correct
and complete, to the best of my knowledge;

| authorise and request any hospital, specialist, physician or other health
provider to furnish Alltrust Insurance Company Limited, Bupa or their duly
authorised agents with such information as they may seek in connection
with any treatment or other services provided to me or other insured(s) for
the purpose of considering this claim; and

| have read and understood the information in this form regarding data
protection, and give explicit consent for Alltrust Insurance Company Ltd,
Bupa Insurance Services Limited and Bupa Consulting (Beijing) Co. Ltd,
together with members of their respective corporate groups and their
associated companies, service providers, agents and employees, to receive,
transfer and process my personal information (and that of other insured(s))
with respect to this claim (including but not limited to medical and claims
information)

Date




IMREXEEEEMEER, BHEARNEERITHE FRSER:
o HiE: 4000687866/+86 10 5854 1802
o fEE: +86105854 1601

EER, EARFHERN T AERESEMLENSE, ERNTERSFRIIEFHEGIBNREN. —EARMEFGEEFIRHEIR.
EEERUEFHAT R TIBN, NEEERIXR.

If you have any queries regarding your claim contact the general enquiries team of our administrator on:
o Telephone: 4000687866/+86 10 5854 1802
o Fax: +8610 5854 1601

Email is used for your convenience and speed, but we cannot always guarantee the security of this method of communication. You need to be aware that some companies
and countries do monitor email traffic. You need to take this into account when choosing to use this method of communication.

ESRENRRSMG T BIERR AR NIFREE.
PEEETHERTKERARNEIOSEREMAEIMESRET RIS AR : 200135

Please refer to your policy document for details of your insurer.
Worldwide Health Insurance Department, Alltrust Insurance Company Ltd. Shanghai Branch.9/F HuaChen Financial Mansion. No.900 Pudong Avenue, Pudong,
Shanghai, China. Postcode: 200135.

CHN-GENE-CLAF-12v081



