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Authorization letter for third party consent

ZENZEEDERTFEENE=SUENE NITS,
This document is an application form to authorize a third party to act or receive information on your behalf.

BREMN: What you should do:
SE—: EERIERESIRE Step 1. Fill in this form using block letters

BB . B EARROFHAESEANSSIEANSENESR Step 2: Attach copies of the identity certificates of the person giving consent and the
nominated third party
FR=: HOUERUMER ML TR RIS R : Step 3: Submit this authorization letter and documents in one of the following ways

o IENBERTE: FIEMBERIER—FHER « For claims application - attach to the Claim Application Form for Medical Expenses
o HAthSEI . $£3795511, #2754 (hXX) « For any other reason - contact us on 400 8833 663 Option 2 (English)

1.E$EASE Details of the person giving consent

FEAGER Name

AEH2ER Certificate Type D B 1D card |:| IR Passport |:| Eith Other

A4S Certificate Number

2.ZFIEASR Details of the third party I |

SREARZ Name

EHER Certificate Type D S 1D card |:| PIR Passport |:| Hith Other
IS Certificate Number
SEFARR Lo 2t0nonn 10 the person [ parent [ ] &4 spouse [ ] F&chid [ ] Hfts Other

3.BIUSR Details of authorization I |

S8S Sub-Policy Numb TEREITIZIANRBDEPBS Provide the sub-policy number of the insurance contract to which this authorization applies
S Sub-Policy Number

- r r - rr +r & [ [ [ [ 1 7T-]

AR Consent granted BANOZRELRZSZREAF LR BSRESANEBSEENRNKREAN, HFEEEREBERROT:
| hereby grant the third party mentioned above to be my agent in claim issues related to the insurance contract with the
above-mentioned sub-policy number, and the extent of authority is as follows:

[ IMBEEREENE Consent to complete a Claims Application Form for Medical Expenses
O ESEMERERA  Consent to receive claims notifications

O RATEURKMEEE  Consent to receive claim reimbursements

[ BVTIEEHMY.  Consent to sign a Claim Agreement

[ E#hEEI  Other consent

2AR6Y18)]  Authorization period BAEABR  This authorization is to be in effect from ‘ to ‘

i BRURRURTNEREBEEA
Note that, regardless of the stipulated period, this authorization will not extend beyond the end of the current insurance policy period.

4.5588 Declaration "

1 AANRIELENEED EMESHN—ATETAER, DRBRNAAEIRBRT.
2. ANARENZEARBLUENESEBIEER, RAARHE CRBRRERERAMIVN—DERAZEARBR TVRBEEZZEAANNTHEERARIE, RIEATRRIBRE,
1. | hereby declare that all information provided in this form is true and correct to the best of my knowledge.

2. | agree for consent to be granted to the authorized third party as indicated in this form. | shall assume responsibility for any consequences caused by mistakes provided in
the authorization, or if the third party does not deliver the insurance compensation over to me.

FHEAZR Signature of person giving consent B#3 Date

N FARIEAZEBAZEAFEES, UBMUY, SERABBRIBENGE,

2. FABHEEBEREA, HFEERERANEIERE, ERNEREARNNESESE, WAEHNITHBEEAEE, SEASBRIBENGE.

1. l'assure that this letter of authorization is signed by the person giving consent in person. If there should be any dispute, | am willing to assume the corresponding
responsibility.

2. | have met the person giving consent in person and will conduct the granted issues strictly in accordance with the will of the person giving consent during the term of
authorization. | am willing to assume responsibility for any conduct beyond authorization.

FZEHEAER Signature of nominated third party B# Date

wWEREE, B5RIKR If you have any queries, please contact us:
BRSSP (TP3Z) : 95511 1%7, BX+86 400 883 3663 &1 ( KREHIRUIMETT ) Tel (English): +86 400 883 3663 option 2
MiiG: www.health.pingan.com

Website: www.health.pingan.com
AR SR PIEBITMwww.health.pingan.com T

All Ping An Health forms can be obtained from www.health.pingan.com




