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To be completed by the beneficiary or his/her legal representative H{i AR iERRRARRIEE

I

1 Full Name 444 2 Gender 1141
3 PolicylD {5 4 Policy Holder's Name #{# \ it 44
5 Residential Address % Itk 6 Full Mailing Address (if different) MZ5 it (s AR
Email address 1T 34
7 Membership ID £ 15 8 TelNo. HLiE5ig Fax No. f& E51%
9 Passport Number #8515 10 Avre you eligible for full or partial reimbursement for these expenses
Or Chinese ID Card Number 5% & fiF 514 from another insurer?{i & 754 B K315 55 — FARE 2 7] i 44k,
Date of Expiry A IR 5y B P ELIE 2 Yes/No &/

11 State nature of illness (failure to complete may delay claim settlement) R ZFR CE RIS AT G2 IE R L)

12 If you have answered yes in section 10, please give details below( Full Name, Address of Insurance Company and Policy number)
IR0 ME RN R, WRMEUTIRMESE GZRR AR AR, HIEARAES)

To be completed by the beneficiary or his/her legal representitive HI#{FM ABRILERRRARRIEE

13 List of expenses for which reimbursement is claimed and amount and currency 14 State to whom you wish settlement paid
T 41 H BRI A B4 2l FH 400 B < R T A [EEEPSI AR ALV E N

Treatment JA77 15 H Date H# Amount and currency 4% T Payment to {-f %

15 Select payment method If claimed amount exceeds RMB 10,000 or other currencies in equivalent, we require a copy of the patient's valid identification(i.e. ID card or passport).

Ak 07 k4% WA SR 10, 000 AR AN T, SR OLH AR RCEHINERE CI: SOMIE, IR BIERSEE) .

Bank Transfer |:| Cheque |:|
AT IR B

16 State reimbursement currency that payment should be made. Claims incurred in China will automatically be paid electronically in RMB
T FE BB AR A 7E R [ A GRS EIR U R T A B A R A

17 If payment is to be sent to your bank account, please complete the following: il AR 4R 1T ), il 52 B S DL 5 B

Bank Account No. Jf /47K 5 Bank NameJ /' 4T
Sort Code [HBrAt % Bank Branch Name and Address4R17 /34T £ FR Al
Swift Code™ Swiftftfil* IBAN™ IBANFRED

* by providing this information, payment will be transferred more efficiently by the receiving bank
S PR EEAE AT R T 52 BT A RO LK S AT

Name on the Account(must be exact)ik /' 4 (% kR




18 Anti-fraud Prompt

Honesty is a fundamental principle under insurance contracts. People involved in insurance-related fraud can be held accountable as follows:
Criminal Penalty: People engaging in insurance-related fraudulent actions can be subject to criminal proceedings that may result in a
combination of detention, imprisoment, fines and confiscation of property. This applies equally to those who assess insurance incidents or
provide evidence related to an insurance incident and intentionally submit false evidence or documentation to support the fraud of others.
Such people may be criminally penalized as accomplices to the fraudulent activity.

Police Sanction: People engaging in insurance-related fraudulent actions that are not deemed as serious as criminal activity may still be
subject to police sanctions, including detention for up t0 15 days and a fine of up to RMB5000. These sanctions are equally available to those
who assess insurance incidents or provide evidence related to an insurance incident and intentionally submit false evidence or documentation
to support the fraud of others.

Civil Liability: Failure to perform the duty of truthful disclosure, either intentionally or due to gross negligence, could result in the insurance
company's refusal to pay or reimburse claims.

| hereby declare that the above statements and facts are correct and | have read through and understood the Anti-fraud Prompt.

| declare and agree that any personal information collected or held by CIGNA & CMC, whether contained in this form or otherwise obtained, is
provided and may be held, used, and disclosed to individuals or organizations associated with CIGNA & CMC or any selected third party, for
the purposes of (1) processing this claim and providing subsequent services, (2) processing claim payment transactions, (3) conducting
insurance analysis. | authorize the release of any medical informotion necessary to process this claim. To the best of my knowledge all the
details given are ture. A Photostat copy of this authorization shall be considered as effective and valid as the original.

I declare that all the information | provided for this consultation is true and | also hereby confirm that | have reviewed and signed for all
other related information including medical description that doctor recorded. | understand that changing these information may lead to a
payment delay, partially denial or Whole denial.
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Signature of Beneficiary (or Parent/Guardian if under 18) Date
BlRR Ny (nkikisfi Yy, HikE B NET) A

To be completed by Treafing Physician - PLEASE PRINT Hi2)7 Ef & 5 —i& F IEE BB R{TE
(If your beneficiary is claiming for vision please only complete section 20) (%1 4% frF NEEEAL T H , {7 52 8IS 5520

19 Please state the date of which the beneficiary first consulted you for this condition i FRid iZ 4% (R A 15 VK2 WiZw 15 i H 3

20 Date the symptoms first occurediZJ 1/ iR & v 1 B H 3

21 Please give your diagnosis of the illness/injury 1 #2 it 1%t / 2055 HiL

22 Please give details of treatmentif #2 it it 7 115

23 Please print your name and address and authenticate with an official practice stamp
T IERE S BT BN A A2 A, RN AR EE B iS5

Signature of Treatment Physician 277 [ %% ¥ Date H 1§}

Please return your completed original claim form. include original invoices and receipts as well as other relevant claim documents to:
A 8 BRSO BN AR SR L R SRS R S AR S BRI b R A 5

Cigna & CMB Life Insurance Company Ltd,
Unit 1602, Block E,Poly Plaza, No.18 Dong Fang Road ShangHai, PRC, 200120
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