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Non-Direct Billing Claim Form - Part A Patient Information

EE(TIEIEHRIES - A BB BiZAER

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. (hereinafter "Service
Center") which is the appointed Service Provider appointed by your insurance company within 180 days after the date of service.Please full fill all parts with *, if patient is new
born baby, Information related to ID document can be primary insured's.

FREREENE, ASBREMDABLMESTE, HENETZHRI180RZARABERIIRE A SHEENETRIGRSTUERRM (L) RURSERAE (UTE
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Patient Information BiZAE 8

Member ID 2 B DOB 4£RH™*: MMA/ DDH/ YY4E
Name #:4*: Gender #:5*: O FMale O&Female
Nationality E g Profession Blk™:

Type of ID document ﬁ{#%ﬁ* [ Chinese ID card 8 3iF O Passport3” & CMainland Travel Permit for Hong Kong and Macao Residents ##)& F3fet: i #3847

Number of ID document E4-EFE*:

Period of validity of ID document A& 28 MMA/ DDA/ YY4E- MMA/ DDH/ YY4E

Tel. BBIE™: Email A7 R4

Permanent Address % fEHuht* s

Relationship between the Patient and the Primary Insured 52 A5 EHARK A9 &
O Principal A< A\ O Spouse fiif# O Children 1%

2. Payment Information $R{TEEMISE (Please complete clearly, otherwise your non-network payment will be delayed. )

(ESWERES BNENAN ARBRASRIESR. )

OCNY bank account(Mainland China) AERMH#A

Account # IS Name on the Accountl¢F43:

Name of bank and branchFFF4R1T

ONon-CNY bank account(Out of Mainland China) JEARMHIKF

Account # IS Name on the Accountl¢F43:

Name of bank and branchFF4R1T

Swift Code/IBAN Number/ABA#/BSB:

Preferred Currency CHiCak imififr):

Bank address(For Non-CNY account)§R4Titbiit:

Please ensure the name on the invoice is the same as that on your ID/passport. iSTR{RIERE LIRS S{DEaKINEE I E—3,

Anti- insurance Fraud Prompt J {5 8 VE$R 7 :

Integrity is the fundamental principle of an insurance contract. If engaging in insurance fraud, one will undertake the following legal liabilities: {5 /& (R & [ I 3EAR G, 25 K&
PRISHRVEAE ARAH B VAR 5T

Criminal Liabilities: Whoever commits insurance fraud is subject to criminal liability and may be sentenced to criminal detention or fixed-term imprisonment, and shall also be
fined or subject to confiscation of property. The appraiser and certifier of the insurance accident who intentionally provides false documents for another person to defraud
shall be regarded as an accomplice in the crime of insurance fraud and punished as such. [JHIHF 54T ] AT RIS VERILTEGG B, ATAE 23, AIIEER, IFabiEakis
WO P B S5 PRI SRS A TEI N BOE SRR ATE I SCIF, 9 N VESR SR AL SRR, DARIS VESR SR I IL I 1R 4L

Administrative Liabilities: If the insurance fraud activities can’t constitute a crime, administrative penalties of 15 days of administrative detention or a fine of less than RMB
5,000, may still apply. The appraiser and certifier of the insurance accident who intentionally provides false documents for another person to defraud shall be regarded as an
accomplice and is subject to the corresponding administrative penalties. [ATEHEY BATIRGVEIRTESD, MAMMRICTEN, TAESZ315H LU RH#¥ . 50007600 T k4T
EUAbST . GRS e A IEW NGRS AU AIEMI SO, At NVEYRERBE AR, o 52 BAH BL I AT AL 1 -

Civil Liabilities: If one fails to fulfill the obligation of disclosure on purpose or due to gross negligence or there are other insurance fraud activities, the insurer/Service Center
reserve the right to deny coverage of the related costs. [RHF53E] #oR s E ORI R AR JBAT W92 45 51 L 55, BAFAE AR IRVEAT g, RIS 2 W]/ 55 oo W BE AN R HEL I £
BRI & T E.

| hereby declare the information and all materials submitted by me are true and correct without false statements and gross omission. | have read and acknowledged the Anti-
insurance Fraud Prompt. Insurer/Service Center is entitled to refuse to pay the insurance reimbursement and pursue the corresponding legal liabilities in case of false
statement or concealment. A< A5 B L3RS %, AR NSRBLM—YIRi e )@y, o R, HOmuotme ORRBIRTERZR) , W i Bakkam i,
PRISE 2 7R 55 v O A B A CRBS I £ 4 0 1K 1508 TR LA

| authorize any physician, medical institution, druggist, insurance company, employer, labor union, organization, or individual to release information required for the claim audit
to the Service Center (including third parties entrusted in writing by the Service Center). This includes my or my dependents' doctor notes, medical history, rescriptions, or
treatment plans, including copies. | fully understand, in the absence of such information, the Service Center may not be able to process my and my dependents' claims,
resulting in a partial coverage or rejection.All information collected during this process will only be used for health insurance coverage purposes, and will not be disclosed to
any third party without my written consent. If this claim is a direct billing claim, | acknowledge | am responsible for any fees 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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| agree to entrust MSH CHINA ENTERPRISE SERVICES CO., LTD to act as my agent for this claim. The authority of the agent is to process the claim application, receive
the notice of claim decision, receive the payment, and sign it, this authorization is valid until the settlement of this claim.

FERBCTIRA (Ll VRS IR A R A R B AE AR AAREEN, AREEBUR . 0SB fTl, SZOUN s il i, SR O 287,  BOBUH RO R e A
WHLIS S 2N k.

If the Patient is a minor, the Claimant shall sign the signature

Patient's Signature M AN EREANKREA , HABAZS

Date H#H: MMH/ DDH/ YY4E
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Claim Form - Part B Medical Information

HEEEHESY - B #4 BT ER

In additional to filling the claim form A with Claimant's signature, you also need to provide below materials. B3 TH#HE

WAL NWBERRAT 25, REFRERMEL TR

v A photocopy of the medical record(s) or discharge summary [T 55, £ 53R it H B /N5 5 B4

v Original tax invoice (Fapiao) or Original receipt( If the visit is occurred in Oversea) Bi K ZE 4/ (BINARIIHS & 478 Ak DA
o) el E A

v Charge breakdown (Medicines, exams, treaments and other expenses) USZRBBM (Z5%%, 0B, ;& ZMEDAYZER)
v Herbs charge breakdown (Name, dosage and price of every herbs) 2§ Bi4l (F—FhhBMLHR. BE/EE. )

v Medical prescription Zjfiiti

v Photocopy of exam report ¥ & 8 B

v A copy of your passport/ID card for RMB Payment 10,000 or all Non-RMB payment &{F# MM ART, RRELSHA RT10,0005
Y EREFLNETNEART, TIREBRERAKS HIE RS

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

submit discharge summary if it is an inpatient claim.&%: [TERAR G TERER FIEHBHEEE . AREREFERMAHENE.

3. Medical Information - To be Completed by the Treating Physician EfF{5E - HigaT EIHES

Chief Complaint and on what date (month/year) did you first notice the conditions or date of the symptoms appear? (Please describe the symptoms)?

FIRFIZARE IR R R B SR

For conditions that have required long term treatments, please provide details of when the symptons and/or treatment began. I BEEZ KA

BRRS, IBIREMERT (50) AT FHRBERNFRER
Physical Examination {iM&HGE:

Lab Tests and Exams {{3&FItGE:

Exam Results 1GET£5E:

Diagnosis/Impression i2#fi/ENSR:

Details of treatment provided ;&fT+&HE:

Please state name of drug(s) and dosage(s), otherwise your claim payment will be delayed. iSIZ2HZARISIRIFIE, BUWENEREETISSEIER:

Signature of Treating Physician ;&f7 EAES: Phone # BBiESH3 Date HER: MMB/ DDH/ YYE
Treatment is related to (Please check box if related to one of the following items) AGETF 2R SATHEX (M2, Bird) -
O Maternity FEAEERAE o Immunization JF5HEE
o Acupuncture §t5% or Therapy 87 o Dental Fgl
o Checkup & o Vision fi7
Date of Service ;&7 HH Description of Medical Procedure EEf7 % FHIR4H Charges W%

Consultation fee(s) 272

Drug fee(s) Z5%k

Lab test fee(s) SCIO =L IR ER

Exam fee(s) 1GETZR

Acupuncture fee(s)§t% 2

Therapy fee(s) ¥Bfr 2

Others Hfh

Total &3t

EIESEHEEEEAN RIS
Please submit Claims to Non-Direct Billing Claim Department
LSRRI oL RIS EOSHEALIESE BRdw: 200127
EHiE: +86 21 6187 0330 « {EE: +86 21 6160 0208 -« HP4H: claims@mshasia.com
5F, Building 9, Lujiazui Software Park, Lane 91, E Shan Road, Pudong, Shanghai, P.R.C 200127
Tel: +86 21 6187 0330 « Fax: +86 21 6160 0208 « Email: claims@mshasia.com




