—~~ MSH CHINA

Claim Form - Part A Patient Information

BRFRER - A H9 WAGR
For a claim to be valid, the following two pages (Part A and B) must be completed and submitted to MSH CHINA
ENTERPRISE SERVICES CO., LTD. / SHANGHAI TAl KAl BUSINESS MANAGEMENT CO., LTD. (hereinafter "Service
Center") which is the appointed Service Provider appointed by your insurance company within 180 days after the date of

service.
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Pre-authorization is required for certain treatments. Failure to obtain pre-authorization will result in certain co-payment.
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1. Who is this Claim for? P H135 A O Primary Insured E#fRESE A

O Dependent ftJ&#% fi B A

NOTE: If claim is for the Primary Insured, please do not fill out Dependent Information.
VE: B RIRIE B e BRI N, TGRS MR AR A B

Primary Insured Information FHERAER

Dependent Information [t/E#EBRAER

English Name #3044 :

English Name #3044 :

Chinese Name (44 -

Chinese Name ' 3 #: 44:

Member ID £ 515

O Male B O Female %«

O Male % O Female % Relationship with Primary Insured 5 4 {5 A\ 5% &

DOB *:H: MM H / DDH/ YY4E 0 Spouse ACfi O Child 14

Mailing Address Hls &7 il : DOB 4 H: MM/ DDH/ YY4E
Mailing Address 27l :

Tel. Hiif: Fax f&11: Tel. Hiif: Fax f&11:

Email Hi 1~ HRA: Email HL 1~ HRA:

Insurance Company:
PRI AT :

Policy # (refer to insurance card):

RIS CILEREE R

Ref.# (refer to insurance card):

A LR

Name of Policyholder (Group policy only):
BRAATE DR TR LRE

2. Describe Injury or lliness ZAFWEIR R

Is this the first time you sought treatment for this Injury/lliness? 24/ —Etiz@? O Yes 2 O No &

If No, give the date you first consulted a physician for the same lliness/Injury WA, 5 H& —katis Hi:

Are you also covered by another insurance policy? #3£ 7 AL RES? O Yes & [ No &

Policy # {f-815 Name of other insurance company FH At {55 23 & 1) 44 Fx:

3. Payment Information BT k(=8 (Please complete clearly EF4 UiBEHETE)

RMB Bank Account Information (Bank account must be located in Mainland China) A E& ik 7 (15 R o [ Bl X)) -

Account # k5 Name on the Account 1k 44:

Name of bank and branchJT J' 447 Province & City 1 Bank 447

The above answers are true and correct to the best of my knowledge and belief. | authorize any physician, medical institution, druggist, insurancq
company, employer, labor union, or association to release information to the Service Center including copies of records, concerning advice, care
or treatment provided to me or my dependent as is required to properly pay all benefits, if any, due me, or my dependent for this claim. If this
claim is direct billed, | acknowledge that | am responsible for any fees that my insurance policy does not cover. A photocopy of this authorization
shall be considered as effective and valid as the original.
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Primary Insured's Signature: Dependent's Signature:

ERRBANET B R AR NS

Date H#j: MM/ DDH/ YY4
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Claim Form - Part B Medical Information
HEHER - B 349 BiFER

Please note: A photocopy of the medical record(s) from the visit(s) may replace Part B of this Claim Form.

#iE: WA R BT EACERE HEEBEE R .

4. Medical Information - To be Completed by the Treating Physician BEJiffgE - HIXLEFES

Doctor's Name EEIfifzk44 Phone # i :

Hospital's Name [ 475 : Address Ml

Patient's Chief Complaint  J55 A 3%

Physical Examination 444% k& £ :

Necessary Lab Tests 7§ A 75 21 LI =M &5
Lab tests' Results Sz & f Ar4h 7 -
Diagnosis/Impression 2 Wi/ E114 :

Details of treatment provided 47 1 )i :

=)

Please state name of drug(s) and dosage(s) 24\ 4 x5 &

Will lliness/Injury require follow up treatment? If so, please give details. 5215 /79 5 B G G296 97 9 2 0T 2, i ULIHENS

When did patient seek treatment for this condition for the first time? ¥ A2 — Xtz lLEOR T2 CE—IRES 1 12D
Date H H: MMH / DDH/ YY4

Treatment is related to (Please check box if related to one of the following items) AVKIAT7 & S5 LA R A (g, ibed) -

O Maternity F=gif & sk & O Immunization or Wellness Checkup v 53 14 B LI 444,
O Physical Therapy ¥FAIT O Dental F#}
0 Chinese Traditional Medicine g O Vision #1 /s
O Full Body Checkup 4> {4k
Date of Service J8¥7 H#H Description of Medical Procedure EJ7 % F B 41 Charges W #

Consultation fee(s) 277 3%

Drug fee(s) %%

Lab test fee(s) SL¥ = A v

Treatment fee(s) V47 %%

Others H:th

Signature of Treating Physician 8T E4%4:

Print Name and Title #:42 f1ERf: Date HIH: MM H/ DD H/ YY4E

*Please send this completed Claim Form, along with the original Invoice(s)/Receipt(s), photocopy of your medical record,
prescription (if any) and discharge summary (for inpatient claims), to the Service Center.
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Submit Claims to Service Center 3% %Rl 27328 5 IR 45 ol
East Unit, 5th Floor, North Tower, Building 9, Lujiazui Software Park, No. 20, Lane 91, E Shan Road,
Pudong, Shanghai, P.R.C 200127
M AR LR 91520 5 BE R MR A O 5 M AL BESHE AR B0 %W 200127
Tel: +86 21 6187 0330 » Fax: +86 21 6160 0208 « Email: claims@mshchina.com



