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ICBC-AXA Assurance Co., Ltd.
Medical Reimbursement Claim Form (2020)

To protect your rights and interests, please read carefully the instructions and complete the form clearly in block capitals (For the list of materials/documents needed for

the claim, please refer to the reverse side).

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

@ Please submit this form within six months after the first treatment date, kindly note that you fill in sections A to G and that all doctors who have treated you fill in section H.

@ You (the claimant) shall be the insured or the guardian of the insured if the insured is a minor. If you are the guardian of the minor insured, please submit the photocopy of
guardianship certificate (household register, birth certificate, etc.)

e Assessment of your claims may be delayed if you do not fill in all the necessary information of section H.

A - Insured/ Beneficiary details
Name(required):

Gender(required):D M DF Date of birth (required): / /

ID Type(required): Passport/ID number(required): Passport/ID card expiry date:

Member number(required): Relationship with policyholder: Nationality:

Job content or career: Area code: Fixed Tel.: Extension: Cell phone number:
Contact address:  Province*: City*: District*: Street/Road*: Unit/No*:
Other address: Postal code: E-mail(required):

Note: 1.Your Claim status will be sent to you via the Email you provide to us. Please make sure that the email address is valid and correct.
2.Under current local legislation if the amount to be reimbursed is more than or equal to RMB10,000 or foreign currency equivalent of USD1,000 in a single transaction, we
are required to request from you to fill in Passport/ID card expiry date~ Relationship with policyholder~ Nationality~ Job content or career~ Fixed Tel./ Cell phone number-~
Contact address (*required) , and please provide the original ID.

B — Claimant details
If the insured is the same as the claimant, please go to section C.

Name(required):

Gender(required): D M l:lF

Date of birth (required): / /

ID Type(required): Passport/ID number(required): Passport/ID card expiry date:

Member number(required): Relationship with policyholder: Nationality:

Job content or career: Area code: Fixed Tel.: Extension: Cell phone number:
Contact address:  Province*: City*: District*: Street/Road*: Unit/No*:
Other address: Postal code: E-mail(required):

Note: 1.Your Claim status will be sent to you via the Email you provide to us. Please make sure that the email address is valid and correct.
2.Under current local legislation if the amount to be reimbursed is more than or equal to RMB10,000 or foreign currency equivalent of USD1,000 in a single transaction, we
are required to request from you to fill in Passport/ID card expiry date~ Relationship with policyholder~ Nationality~ Job content or career~ Fixed Tel./ Cell phone number~
Contact address (*required) , and please provide the original ID.

C — Payment details

1. Please provide the account details of the payee/beneficiary/insured or claimant, and ensure that the name of the account holder (including sequence, spacing &
capitalization) you provide is exactly identical to your bank's records.

2. If the account details you provide are not the details of the beneficiary/insured’s account, we will consider that you authorize us to transfer the claim payment into this account.
When we have transferred the claim payment into this account, we are deemed to have fully performed the obligation of making the claim payment. Please provide the
photocopy of the identity certificate of the account holder(payee/claimant) and the photocopy of the certificate that indicates the relationship between the beneficiary/-
insured and the account holder (e.g., household register, birth certificate, marriage certificate, etc.).

Bank name (branch): Account No.

Name of account holder: Relationship with policyholder

3. If your policy currency is US dollar, please complete the following bank account information:

Bank sort code: Swift code/Routing code:

Currency of bank account: Bank address:

D - Claim details
Cause: |:|Outpatient and emergency care D Hospitalization D Dentistry D Physical examination I:lPregnancy I:l Others

Treatment date Invoice date Hospital name Amount (currency)

E — Anti- insurance Fraud Prompt
Integrity is the fundamental principle of insurance contract. One will undertake the following legal liabilities in case of involving in the insurance fraud:

[Criminal Liabilities] One engaging in the criminal activities of insurance fraud can be subject to criminal penalties, including criminal detention, fixed-term imprisonment, combined
with criminal fine or confiscation of property. The appraiser and certifier of the insurance accident providing the false documentary evidences and the conditions for others to engage
in the insurance fraud will be dealt with as an accomplice.

[Administrative Liabilities] If the insurance fraud activities can’t constitute a crime, the one may be subject to the administrative penalties of 15 days of administrative detention, a fine
of less than RMB 5,000. The appraiser and certifier of the insurance accident providing the false documentary evidences and the conditions for others to engage in the insurance fraud
will be subject to the corresponding administrative penalties.

[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 may not

pay the insurance reimbursement or benefits.
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F — Declaration Authorized and Signed by Applicant

1. I hereby declare that all information provided in this claim form represents a true and accurate statement and that | have not omitted any details pertinent to the circum-
stances of this claim. | understand that | shall be legally liable if involved in alleged fraud in this claim.

2. | authorize any doctor, hospital, clinic, medical examination institution, insurance company or any organization, and any person who is familiar with the health status of
the insured to provide information or statement to %our company and your representative full details of the accident or illness, past illness and medical history of the
insured. Even if | am deceased or incapacitated, my heirs or assigns shall not revoke or nullify this authorization and shall remain bound by it.

3. I confirm and agree that any personal information collected and held by ICBC-AXA Assurance Co., Ltd., whether contained on this form or otherwise obtained, may be
used by ICBC-AXA Assurance Co., Ltd., or disclosed or communicated to any organization for the purposes of:

i) assessing this claim application and providing ongoing insurance coverage, customer service and the processing of subsequent claims, ii) processing and effecting
related payments and, iii) providing marketing communications in respect o?related products and services of ICBC-AXA Assurance Co., Ltd., and its associated companies.

4. | agree that you will submit to China Banking and Insurance Igformaﬁon Technology Management Co., Ltd. (CBIT) all of my insurance policy information and claim
infgrmation, and inquire about the underwriting, claims and medical information, etc. related to me through medical institutions, CBIT and other organizations that know
my information. CBIT may make necessary use of the above information and share the information with relevant organizations based on the need to provide services for
me or the insurance company, but shall strictly abide by the obligation of confidentiality.

Claimant’s Signature: Date (dd/mm/yy):

G — If you entrust an agent, please fill in the following

Authorization Letter
| (Applicant's Name) hereby authorize (Representative's name) (ID type,
ID number Cellphone number Relationship with the Applicant )

to apply the above-mentioned insurance claims on my behalf.

Submit the claim application materials and receive the application materials returned I:I Agree I:I Disagree
Note: When signing this authorization, the original and copy of the ID card of the representative and the applicant should be provided at the same time

Applicant's signature : Representative's signature:

H — Medical information This section must be completed by a medical practitioner / specialist / consultant / therapist.
Note: Please return this form to the patient after the medical practitioner / specialist / consultant / therapist has completed the form.
1. Contact details

Name of medical practitioner / specialist / consultant / therapist: Qualifications:

Telephone number: E-mail:

2. Referrals
a) Was the patient referred to you? [JYes [INo

Name of referring practitioner: Qualifications:
Address: Telephone number: E-mail:
b) Have you referred the patient? [JYes [JNo

Name of specialist/consultant to whom you referred the patient:
Qualifications: Date of referral (dd/mm/yy):
3. Symptoms

Has the patient suffered from the same or similar symptoms before? [Jyes [ONo
If yes, please give details:

a) On what day did the patient first notice these symptoms (dd/mm/yy)?
b) On what day did the patient first present symptoms to you (dd/mm/yy)?
c) Please give full details of the symptoms:

4. Diagnosis
Diagnosis of medical condition, if known: ICD-10 code:
Treatment proposed:
Is a follow-up visit needed? []Yes [ No If yes, when (dd/mm/yy)?

5. Type of condition
In your opinion, is this condition: [ Acute [ Chronic [] Acute episode of a chronic condition
6. Treatment requested

Please give details:

7. Hospitalization
Has the patient been admitted to the hospital for this condition? [ Yes [ONo

If yes, please give admission date (dd/mm/yy): And discharge date(dd/mm/yy):
8. Declaration

| declare that to the best of my knowledge and belief the statements made on this claim application form are full, true and complete.
Signature of medical practitioner/specialist/consultant/therapist:

Date(dd/mm/yy):

List of materials/documents required for the claim
Please enclose the following materials/documents for the claim:
1. A fully completed and signed the claim application form with the name and date of Claimant/Applicant and Representative.
2. Original invoice and fee list (copy accepted) issued by the hospital
3. Medical records / discharge summary / medical diagnosis and various examination reports (copy accepted)
4. Drug breakdown and prescription (copy accepted)
5. Copy of the insured’s valid proof of identity
6. Copy of the claimant's valid proof of identity
7. Other certificates and information relevant to the confirmation of the accident’s nature, cause, etc.
(Item 3 above may be replaced by section H, Medical Information, of this form.)
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