GBG Member Claim Form

GBG S RIEMEHISE

This claim form is to be used only if your provider did not file claims directly to GBG on your behalf. Return this form along with fully itemized
bills and diagnosis to the address below. GBG China suggests all your eligible claims to be submitted within one hundred eighty days (180) after

your first treatment date.
EHHER,

EE T, GBG FREIEMEIRS HOEIAEIATERER (180) KA, RIRERIEMERIE,

GBG China Claim contact information/ GBG HEIEMEIRS R OBREE
Floor 3, Building 6, 727 Wuxing Road, Pudong New Area, Shanghai 201204, P. R. China
HE LigTARAKREK 727 F 6 St 3 = #B4F 201204;

Tel EEiE: 86 400 816 9300; Fax {EE:: 86 21 2601 5791; Email BEFHBf: chinaservice@gbg.com;

MREREAEMRSEETIWEREE. ATHREEXNEERBERENN, BHEEARE, ERTEIKEBRRISHTIER,

Section A: Primary Insured and Patient Information - Please fill out the form completely, otherwise your reimbursement will be delayed.

B3 ERRIRASMIZAGR - ESLREIAS, EUISEMIEEIZTER

Patient’s name Gender Insurance ID#
MIZAYS: TR RS RRS
Patient Information | Type of ID IE{42£8: D Passport 1788 O ID Card SHHIE Date of birth (YYYY/MM/DD)
FMIZAER ID Number HH4SH3: EHE/B/RH):
Email Telephone Address
EBHB: BAZEIE: ERZIMAL -
Primary insured name Relationship with patient Full Name of the Policyholder
TR AME Sz AXZR: EEEFR:
Primary Insured Name | Type of ID JF{F2£EY: Opassport 388 DD Card E{HIE Policy Number
FHERIEAGR ID Number JF{4E45: REPS:
Email Telephone Address
EEHB: BXEEEIE: BRE ML :
Have you submitted the claim through another health insurance policy? &EEFEREERFGNRRRESIEHNER? OYes E0ONo &
Ifyes, please provide name of other insurance company and a copy of your policy #12, BRERIC A BIRRRRITRIBEIA:

Section B: Medical information

BH: EFER

Date of Service Hospital Diagnosis or Symptoms Amount and Currency
HiZHER MiZER ERRIZRTRER RESER D

| authorize any physician, medical institution, pharmacy, insurance company, employer, labor union, or association to release information to GBG/Tiecare

International as is required to properly pay all benefits, if any, due me, my spouse, or family members of this claim. A photocopy of this authorization shall be
considered effective and valid as the original.

NTEHE. BERRABEINRAORGER, AAREERENES. EFIE. 555, fREQE. I, BEEFEXEM, SEASHREEEEREXEREHRS
GBG/Tiecare, AERRIFEMERIINA SRMEETH.

FRAUD NOTICE: Any person who knowingly and with intent to injure, defraud or deceive any insurer, files a statement of claim containing false, incomplete or
misleading information is guilty of a felony.

HIFE: HAMEIRE, MIRSEUFRIRAT, RUHSBERER. FTRECERHRSEENERREHTEREEERE.

If the insurer finds the above activities, the insurer is entitled to take back the paid claim reimbursement of the case from the insured.

MRS A RIMRARICAT LR TH, RIEABEESTEE. RRABNERCEXZGHNEERRNES.

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 the information may lead to a payment delay, partially denial
or whole denial.

FAEANRRRZSHFEANAAEERRE, HEESWAEEMCRNSARMSHEINEMNBDRHEEE. AATBRERBXHBHERSIEM BRI TIE
ix. BDIEEEESARERE.

*Handwritten signature of the Insured Person #E{RIGAFEEZ *Date
(or Parent/Guardian if under 18) GNKi# 18 A%, iBEEEWIPAZR) SE

GBG
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GBG Member Claim Form

GBG S RIEMEHISE

Section C: Payment Information - Please fill out the form completely, otherwise your reimbursement will be delayed.

B=HS: (IRER- FSURRBEAS, SWISEMERMZTER

Please make payment to: B Member O Provider Please choose payment type: B Bank Transfer O Cheque
BRI BRI A B RS RATHENK %=

Please choose payment currency: ORrRMB O us Dollar O Other:

B SZ (T AEM ESoH Hifth: .

1. Bank Transfer $R{T3EM

Name on account FFR A : Account No. IKE:

(Please provide the exact name used during account opening, including
case sensitive, punctuation and space.)

(BERERIFFER, FRHRFHNE, FRFSRTR)

Bank Name (including branch name) FFP$RIT R D1TRFR: Subbranch Name FFP{R{TZITHBIR:
SWIFT code (for Wire Transfer): Local Bank ID: Routing number #ABA# (for Electronic Direct Deposit):

2. Cheque ¥Z:
(Cheque is only applicable to overseas claims reimbursement X Z{UERTIEIMEREHIE)

Please provide detail address to receive cheque FEHRALUTE T ZE R ME

*Please check with your local bank as there may be a fee for the transfer service. {55 2RI THZ LIRSS ZRUKEN BN,

Section D: Medical information- to be completed by the treating physician

BlES: ErER-AEaEERS

This section can be left blank if the claim information are accompanied by relevant medical information. NIBNEtA#}ch B2 MIAHEFIRNE
£, MEETURBES.

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

FIRNIZESRE KR ERIREIEE AR :

Please provide the details of the treatment received, and when the treatment began X3 FEEZITATHIER, BIRELATF AR &
FHER:

Diagnosis / Impression 121 / EI&R:

Treatments Details QI THEHE

Medical Practitioner Declaration:
BEE4EFSRR:
| declare that | am the patient’'s Medical Practitioner, and that the particulars given are, to the best of my knowledge, true and correct.

EIER, FARMZANESE, SAARMNRAE, FHERRHIERTIR.

Treating doctor's signature: Official stamp:

FaEESTF: BLHE:

Date (YYYY/MM/DD):
B (F/A/H) :

GBG 2|Page
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