i IIIEIZ(HS GrosaL BENEFITS GROUP
CHINA TAIPING x¥m?{%@ﬁ BEIA ‘a Insurance Without Borders

TAIPING GENERAL INSURANCE CO.,LTD.

CLAIM FORM _HREH{ER

This claim form is to be used only if your provider did not file claims directly to ICS on your behalf. Return this form along with fully itemized bills
and diagnosis to the address below. International Claims Services must receive claims within one hundred eighty days (180) after first day of
treatment.

I AR I BETT ARSI R B LR R 42 X ) ICS (EFRBIE RS Futy) BB R, B4 EEEE R, KA ERER)E, 8L
W H#REE R 2BIFA ar AE 0 N bk, 1CS IAITE FFAGYRIT 2 HAERHY (180) RPN A2 BRIN: i

GBG China Claim contact information GBG - [E ¥ 51k &1 K.

Shanghai Claims Center -Suite 3401, Sino Life Tower, 707 Zhangyang Road, Shanghai, 200120 P. R. China F1 [ _Fi#gik#%i% 707 5 4= fir N5 K E
3401 %= %% 200120; Tel: (86-21)3126 9300; Fax: (86-21)5835-3368; Email: chinaclaims@gbg.com; Claim Status Inquiry: chinaclaims@gbg.com

Policy holder (Primary Insured) Information

BFRA (ERRAN) Br
Name Fr{E A4 - Employer Ji& E&FR:
Policy No. fR B 515 : Member No.& R 5
Current Resident Address and Country 245 /5 B H 5 & J& A Huht:
E-Mail HiHp: | Telephone HiiZ: | Fax f&3:
Section A
FE—H

Please check who this claim is for &A% R KR 5 A ;

O Primary Insured ERARA

Name #:44: Date of Birth HiE H

O Male 5 O Female &z

O Married 45 O Single %5

O Dependent Insured Bt BIAEA

Name #£44: Date of Birth Hi4: HI:
O Male 5 O Female %«

Relationship with Primary Insured 5 = #{£ K A\ K Z:

O Spouse B i O Child 7%

Current Country of Residence 245 JE{E H 5

If dependent is a child 21 years and older, is child a full-time student? 4n5R i@ - AR KT 21 %2, A Aqdu/ih 2 76 2 S R A ? O
Yes & ONo 75

If yes, please provide name of school #5742, & IEE FRAFK:

Location skt

All full time students must have a letter verifying full-time student status from their school’s registrar office at the beginning of each school year. fif
A EWHEREAERE YDITEAT, W AUEA NN B AR T4 (Y 4 I 2 Sy O UE B

Is this patient also covered by: Bii& AR B EE RE&FUTHER:

O Any other group health plan & 85 g BER 6 O Medicare or other Govt. Agency FHZEI7 fek Al H it BURF LA 1 AR IS
O No-Fault auto carrier JC %5 ST MR R

If yes, provide name and address of other source: #ISRGERE LA ATATEIN, 153 HEH 4 Fk K bk

PAYMENT INFORMATION £}k ¥ ifl

Please make payment to ARRFEME S22 A :
O Member FRA O Provider EJTARSHLI

Payment Type (please make payment as marked below): 135 ROFZIE LT HRAK)



mailto:chinaclaims@gbg.com
mailto:chinaclaims@gbg.com

Send check and EOB to ¥ A EEME (EOB) #HE:
O Member Address on Part 1 75 251 TR0 B0k 55— 35045 (138 b bk
O Other Mailing Address & %= H. &l it bk
O Deposit to CRC*- Claims Reimbursement Card 72 \. CRC*- {#& PR 2
* For more Information on the CRC MasterCard Debit card and instructions for Registration: Visit www.gbg.com
* i B ft www.gbg.com Pk, BE T 2 X TR EIRBIER R (55 1 FE R MEEERER.
O Send by Wire Transfer HiiC Ak
Name of Bank:4R4T 447k
Name on Account: T =¢GN @4
Account #/1BAN ik 5
Routing Number (ABA) for electronic transfer, and/or SWIFT code for Wire Transfers 21745 1KAX A5 (Routing/ABA Number) BRARATICZKAR
5 (SWIFT Code):
Address of bank for Wire Transfers HLIC AR T ik

Section B
FE_H

Describe lIness or Injury, how did it occur? iR Besi sifh 15, "= i R AE K2

Date llIness / Injury occurred /3245 H#A:

Diagnosis or description of illness or Injury <7 B4% 175 ) B2 A2 12 W alis B -

Is this claim for Maternity treatment? ILIX HIEHEIG 2 &K BT @ RH67?  OYes/Z ONo A&
Delivery Date i/ #//3 4 H #:

Has diagnosis and/or treatment for same condition or related condition been given previously? If so, state dates, results, kind of treatment, prescribed
drugs and name of doctor or facility: LART /& &4 i AH [FIBGHE R RS WTsiayT 2 e, EEM A, 8558, Wi, &g, K&
SR SIINE S

Was illness or injury due in any way to & 5EIREZRE:
O The patients occupation BV %% O An automobile Accident X £ 7MjG & OAny type of accident 4T i HoAth &= A5 2
If yes, provide details, including date of accident: S iERELL FATMIEIN, TEHRALANTT, A REHB:

Doctor/Facility Information: 4= /B HIKI % H.:

Doctors Name:[ZE 41t 44 : Phone # Jk R HL1E:

Address / Country i@ il & [F 55 : Facility name: &7 #LH4 ZFx:

The following treatments and or prescribed drugs were provided to me and the charges for each are listed below. (ATTACH RECEIPTS in order to
receive payment) DA 731 Hi BT 5 52 A B9 IR 95 MI(BR) AL 7 259 RO e T (BRI ORI RIS 2% 33, 5 P _L By 9 FWACHE Sk 20

Date of Serviceis 7 k55 H 1

MM/DD/ YY H/H /4 | Description of each service andfor prescribed drugfth i 555 7 AR 55 Al sl ik 7725 Cost?% 1 Currency®t
kY

Total Amount Paid by Patient 53 3 H& 85t

Total balance still due to provider A4+ By WL I Z#E 11

The above answers are true and correct to the best of my knowledge. | authorize any physician, medical institution, pharmacy, insurance company,
employer, labor union, or association to release information to GBG/Tiecare International as is required to properly pay all benefits, if any, due me,

my spouse, or family members of this claim. A photocopy of this authorization shall be considered effective and valid as the original. LA - BT 385 )
AR AE ST AN BTG A IERA TR S o O TAREER, FCAR M NAS B RER BRI BRI, A NAEIARAAATATEEA: . ST, 2505, fR
Brad. T JEEFMICRLL, RHES GBG/Tiecare [ER A LA 5 b ORI BRI ZR HIAHICHRE . A HE i 52 BN RN v 5 S A
[FFEA L

Sl 2

Signature 25 ¥ Date H A
FRAUD NOTICE: Any person who knowingly and with intent to injure, defraud or deceive any insurer, files a statement of

claim containing false, incomplete or misleading information is guilty of a felony. ¥XVER B AT (4G M2, W BHVESR
RAad, RESEEBERERE. T8GR E0R S5 BN 2RI 75 I E0 55 B AR E R 5T
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