ICBC @ IRZELE W

ICBC-AXA LIFE ’

ICBC-AXA ASSURANCE CO., LTD.
TREEAFRRBRAF

Medical Reimbursement Claim Form
BREERFERBER

Please complete clearly in block capitals. (i HEAEWIES U TRE.

Please remember these important points about filling in your claim form: HESEERMUTEESM.

« Assessment of your claims may be delayed if you and your medical or dental practitioner do not fill in all the necessary sections of this form.
WEIRATAENRNFERARBREETFLR, THSBRERER,

« Return this form to us within six (6) months of the first treatment date.
B2 FE6()1 B iR &A%,

« Always send us the original invoices with this form. Photocopies and receipts will not be accepted.
EENM ERRRE, SOETREBERTES.

« Make sure that you fill in sections A to F and that all doctors who have treated you fill in section G (or section H for dental treatment).
ERRETEESREE-—EZFRHD, RLEEESELBH (FEESENSDS).
If the patient is a dependant under the age of 18, the main member must fill in section A to F for the patient.
WETEN 185 LA T IEFHRIREEA, IEERRE A G AZFIRG

A — Patient details HiEAER

Title FRiE: Mr 54 Mrs KK Miss /N Ms %+ Other .

Family name#: First name(s) %&:

Date of birth (dd/mm/yy)H-=R#(B/A/%): Sex 5 Male 58 FemaleZ

Member number £ RS- Plan number {RE4RS :

Correspondence address i@{S il : Postal code B % -
Telephone H§iF: Fax f8H.: E-mail BT 4 -

Note: Your Claim status will be sent to you ONLY via the Email you provide to us. Please make sure the email address is valid and correct.
FERASHRNE TR, SHEREEHIABS S FHBEMNTREL.

Symptoms/condition needing treatment fER/ER A -

B — Main member details T#HERAER

If the patient is same as main member, please go to section C.
R FFANGERERNAE—A, HEE C #4

Family name #: First name(s) %:

Member number £ R4S : Plan number RE%S .

C - Further information Eftt{52

Does the patient have another insurance policy that covers medical costs? BEREH MR BEREZAETTHE? Yes 2 No &
If yes, please give details on a separate sheet. £, 5i2{LHMA,

D - Payment details 4158
Have you personally had to pay costs for the treatment that you are claiming for? B2EE I RKIER AT &A? Yes 2 No &

If yes, and you are personally seeking reimbursement, please complete details below for bank transfer payments: #& &M AERKEBIME, BESUTEZRES.

Bank transfer, Please fill in this information for bank transfer payments: R{7& M, HESMUTRITEKER
Name of your bank $R{T&7: Account number RITHS

Name of account holder WF#HH A KA : Address of your bank $R{THitit:

Note: Please ensure the Name of account holder (including sequence, spacing & capitalization) is exactly identical to your bank's records
BEREAGRENKAFEAREZEBTERES 5.

Bank sort code $R{THS: Swift Code/Routing Code B4R,/ iCFEEEZ4RFT
Currency of bank account $R1TMK TR

Please notei&i¥&:
We will not be responsible for any payment shortfall due to exchange rate fluctuations. EAARREFFTECEREN=ERNZHFRE.



E - Claim details BEER

Date of treatment Provider name
#izEY ERAR

F - Signed declaration EE=MH

| declare that all the details provided on this claim form represent a true and accurate statement and that | have not omitted any details pertinent to the
circumstances of this claim. | understand that in the event that this claim is found to be fraudulent in whole or in part, | am committing a criminal offence
and that this will invalidate the plan and render me liable to prosecution under P.R.C Law. In respect of any medical claim | hereby authorise any Medical
Practitioner, Specialist, Consultant, Therapist or other relevant establishment who has previously attended me/or is currently attending me/patient, to
provide any details that may be requested by ICBC-AXA ASSURANCE CO., LTD.(ICBC-AXA Life ).

I confirm and agree that any personal information collected or held by ICBC-AXA Life, whether contained on this form or otherwise obtained may be used
by ICBC-AXA Life, or disclosed to or transferred to any organisation for the purpose of i) assessing this claim and providing on-going insurance cover,
customer service and the processing of subsequent claims, ii) processing and effecting payments, iii) providing marketing communications in respect of
ICBC-AXA Life, its related products and services and those of its associated companies.

RAERFEALERRERERAFTAELHAS, A%, BERERSEREBEXHER. FABBEIOERBEINGSBRBIRE RAGKRKENEREH
SEARELY, RBTEARANEZER AAGERER. MTETETER AALRRREAEEREELTR/MANRLER. TR, fiE. KREFERK
HAtbiE X ARRIETRZBAFREFRA S NERBEEAES.

EAFANFRRIRRBAFREFTRATHERARELYUEATIREHFANEAIAGLETUATERZEAFREARASER, ST ANEEAVEESR
HIGE,

DIFEATIRRRIERBHSENRE. FRARSNERERS, ) QEFERRESM, IREXTIKRRBAFRRERAS, HXKASBNHEX”RMNRESHTH
#rfER.

Patient’'s/member’s signature ®A/FAEF: Date (dd/mm/yy) BEi(H/B /).

G — Medical i nfo rmati On(exce pt denta |) Eﬁ{%—:%‘ ( ﬁ ﬂ_pﬁg[\ ) This section must be filled by the Medical practitioner/Specialist/Consultant/Therapist.
AR A AB BN ENT/ &3/ B/ R EFFRS

Note to the Medical Practitioner/Specialist/Consultant/Therapist: Please give this form back to the patient after you have filled it in. For dental treatment,
please use section H. (over the pagel& & . HAEIT/ TR/ B/ EREZFKES SER, BHILREFEERA. MHFREET, BESENSS. (T—R)

1. Contact details ¥HABKZE &
Name of medical practitioner/specialist/consultant/therapist HLEIF /&R /Bt / kK EF KR -
Qualifications MMl ##& -

Telephone Number B35 : Fax Number f£H:

2. Referrals ##

a) Was the patient referred to you? iZHE AR BL AR Yes & No &
Name of referring practitioner = EITiEE . Qualifications R%R:
Address M :
Telephone Number &iF: Fax Number f£H:
b) Have you referred the patient? ER2EHFIZHEA? Yes 2 No &

Name of specialist/consultant to whom you referred the patient#E#EE%R /Mt E .

Qualifications BRFR Date of referral (dd/mm/yy) ##HB#(H/A/%E).



3. Symptoms fE4R

a) Has the patient suffered from the same or similar symptoms before? B A T2 5 H 48 E = 2K PR 2 Yes 2 No &
If yes, please give details: #&. HRMEEE.
b) On what date did the patient first noticed these symptoms (dd/mm/yy)? ZHFAREZMZEFRANERIVEERB—X(B/B/$E)?
¢) On what date did the patient first present symptoms to you (dd/mm/yy)? ZBABXREEFRZFEREHB—X(BE/R/E)?
d) Please give full details of the symptoms needing treatment: SR % ZATIIZHENFAEE
4. Investigation requested AT EE
Please give details iER{EIENE.
5. Diagnosis £#f
Diagnosis of medical condition, if known B RIFTRAIIHZ EFF KR HI S -
ICD10 code ICD10 7
Treatment proposed &JTEEIL:
Is a follow-up visit needed? EFEFILENR? Yes 2 No & If yes, when(dd/mm/yy)? 2, &AM (B/B/$)?
6. Type of condition Efrikiisa
In your opinion, is this condition: ZEE&EX, ZETIRAZ: Acute 2R Chronic 181 Acute episode of a chronic condition @M&EF2EEE

7. Type of complementary treatment recommended (if relevantfEEEIATTFIE (EHEX)

a) Physiotherapy #32i&T Number of sessions needed HBETE4:
b ) Osteopathic treatment &% Number of sessions needed BEfTE4l:
¢ ) Chiropractic treatment &#$5 EfTi% Number of sessions needed BE/FE4
d ) Homeopathic treatment JE# 7% Number of sessions needed EETEE:
e ) Acupuncture $&i&7F Number of sessions needed BETi2&:
f ) Chinese medicine R Zi&7T Number of sessions needed EEfiZHl.

8. Hospital admission{EBziasr
Has the patient been admitted to hospital for this condition? BARERIZET RN EZF S ERAIT? Yes & No &

If yes, please give admission date (dd/mm/yy) #2, FRENEBH(B/B/E):

And discharge date (dd/mm/yy) HERB¥(H/B/%)-:

9. Cosmetic treatment ¥&i&sT
In your opinion, is the treatment for cosmetic reasons? ZEEEX, ZETEEHTES? Yes & No &

10. Declaration F=BA

| declare that to the best of my knowledge and belief the statements made on this claim form are full, true and complete.
AAFRAUKARAAEELERBAER LNERANBTRTE. AXMTREN.

Medical Practitioner's/Specialist’s/Consultant’s/Therapist’s signature $LWEF/EXR/ 6/ EREFREF.

Date (dd/mm/yy) B¥i(H/B/%E).

H - Dental treatment i5%}4 7 This section must be filled in by the dental practitioner.
FHABRETHNELHAS

1. Contact details FHBE R 4}
Name of dental practitioner ZFH}E4£#Z
Qualifications ML¥# .

Telephone Number HiF: Fax Number X



2. Symptoms fEiX

a) Was the patient suffering from dental pain when they first visited you? BEE—RIELARILHEEE TE? Yes 2 No &
b) Has the patient suffered from the same or similar symptoms before? B& I ET2EHIISEERARMAIEER Yes & No &

if yes, please give dates: MR E, HEE HIXLEERHBE L.
¢) On what date did the patient first notice these symptoms (dd/mm/yy)? ZRA SRR EZIiZETRAWERIMEERM—X (B /A /4E)?
d) On what date did the patient first present these symptoms to you (dd/mm/yy)? ZEA B R EEFRZFEEHB—X(E/B/E)?

e) Please give full details of the symptoms needing treatment: iRt EEAFENZHENEMER

3. Treatmenti&77

a) In your opinion, was the dental treatment: %Ak, BERENTFHETRET Routine % E7T
b) Please fill in the dental chart by using the abbreviations below: FEAMNTHESHES FHER.

Emergency 212

Treatment i&¥7 Treatment j§47
Finding Z 1 Finding Z 1
Upper jaw F4F 18 17 16 15 14 13 12 i 21 22 23 24 25 26 27 28 Upperjaw F4i
Lowerjaw T8I 48 47 46 45 44 43 42 41 31 32 33 34 35 36 37 38 Lowerjaw Tl
Finding & Finding &
Treatmenti&Jr Treatmenti&¥r
Finding £ . Treatment 3577:
b = bridge F# gs = gingival swelling 5 #3 i i AF = amalgam RASER 0 = orthodontics R E

¢ =crown FE#%

ca/da/dn = caries/decay/dental necrosis
B/ W/ TR

cl = calculus FH

g = gap closure 8%

i =implant $£3F

in = inlay &

m = missing tooth F itk

p = periodontis ZF §E ¢

pu/od = pulpitis or odontitis hfiiZ

CF = composite E&#EER
D = denture &%

E = extraction ¥ &F

| = implant #83F

IN = inlay #&f&

ON = onlay S#&

OR = oral radiograph O BEX¥ 5

PR = panoramic radiograph £&X3xt 5
RB = replacement bridge F4F £
RC = replacement crownF @ &#

RCT = root canal treatment 1R &3477
S&P = scale and polish EIFFHH

M = metal ceramic crown & BEEF &
NB = new bridge 7 #F
NC = new crown ¥ &E

gb = gingival bleeding iR 4 i
gi = gingivitis F#R %

If the treatment was NC or RC, was a precious or semi-precious metal used? Yes & No & If yes, what?
WMREEESE TNCRKRCiAST, EEERTHREERLRER? NRE, EATH—MEEEHELRER?
If the treatment was IN or ON, was a precious or semi-precious metal used? Yes 2 No & If yes, what?

MREHEZTINSONAT, REEATRESRAFEERE? WRE, EATH—HEEERFHEERE?

4. Declaration = HH
| declare that to the best of my knowledge and belief the statements made on this claim form are full, true and complete.
BEH, RERRFMELEND, ALHHATBHEASTARERNAR,

Dental practitioner’s signature FRELEE . Date (dd/mm/yy) BHi(B/B /).

No claims discount L& R0

Applies to individual and family plans only and not Group Plans {X&RFNATR, BEfEHIRER
Please note: By making this claim, you will affect your no claims discounti&i¥a. —BIZHER HEmEN TR,

Excess 5T
If you have an excess on your plan, this will be deducted from any reimbursement. MEENREF R, TEMEPEEINERX—EHF.

Checklist &

Have you enclosed: 2 K L .
A fully completed claim form with signed and dated declaration TEHESHEE ML AHMNERFIER
Original itemized invoices (copies will not be accepted) H45IBHRHER R (REZENHF)

Original admission and discharge form if claiming Hospital Cash Benefit R EFRA S, FAMARML RERE
Please send your claim to below address &% {2 a3 R RS 2 25 20 0 T bk -
Health Care Claim team, No 8, An Lan Road, Shanghai 200011, China
LTRSS S RETRER

www.ichc-axa.com
Hotline: 4006-50-1278(24hours)

ICBC-AXA Life No 8, An Lan Road, Shanghai, 200011, China
Reception: (8621) 6039 2888 Fax: (0512) 80903700 Email: icbc-axa@axa-assistance.com.cn

4



