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China Life Insurance Company Limited
All claims under ¥ 1, 600 (or corresponding rates) per condition, please

complete Section A, B and C and return this with the original receipt(s) showing the diagnosis and a full breakdown of
costs for each condition being claimed for. ALL sections MUST be completed in full for hospitalization claims and all
claims over ¥ 1, 600 (or corresponding rates). A referral letter from Your Specialist should be attached when You are
claiming for diagnostic tests or covered alternative treatments.

RIS T 1,600 Jo BT (BCEHEL A AR BT 1), J5t i 5 Vs 28 S WIAE JF 21 W] 3l F W14, 15 5¢ #4315 A, B,C 2.
FEBeifyy s I S A 124 T 1,600 Je N T (A M ILAR DT 1) 1, T 57¢8IH'S A, B, C, D, E £, 'S5 Bt AP
I7 B 5L By S WA s s 2o s — B 5EA8 . RIS W A I AR RA T T IS ], 5 TR N SR A
HVRYT BRI T A ZHUEN] o AR FRIPAE TR 70 o0l B0 PRI i 2
RS FEFA A DRI B 5
Policyholder Policy Number
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Section A: Patient’s Details - To be completed by the Insured/Supplementary Insured

43P A1k S R B G i <

Surname Address & Post Code

2 RSB R BHESAPRSE: wRBEIARTMAKEAT 1 Fksm
First Name & Initials M ERKTEMERET 1 TIo, BRI RES e 48 B

ID No. / Passport No. : Please attach with your ID
card/Passport copy if the claim amount is above
RMB10,000 for RMB payment or above USD1,000 for
Non-RMB payment

A CRIAA: HL IS -

Date of Birth: Day Month Year E-mail:

IR AR LT 1L F LI 5 HL 1 -

Contact Telephone Number: Fax/Mobile:

A AR IRES ? TEAR IR FIE ST T RAME R ?

Do you hold any other insurance? Were your injuries caused by an accident?

0 0 20 #0

Yes No Yes No

WMAGERE 7, H R HAGRTE B . WP R, E R KR .

If Yes, please provide full details on a separate sheet. If Yes, please provide full details on a separate sheet.

EHB: RESSMNER —H g OB /B CR R NS
Section B: Claims Settlement - To be completed by the Insured/Supplementary Insured

A R KR AR G 2 -

Receiving Treatment inside of mainland China

RIS HG T (OREe 1t M E A AR TD:

Total amount claimed (currency of claim must be RMB)

PRI Bk e 2 B ORI T 48 8 R ARAT IR

Claim payment will be remitted to your designated bank account when you applied the coverage.

H AR B K AS A R B -

Receiving Treatment outside of mainland China

RIS BE T X A
Total amount claimed, including currency of claim

DRES 20 A T

Currency in which you wish settlement to be made

Rk ERHA ART, RESKHEZEEANTEERRITR . MESARNREERTK, Rafmmhik
ART B, ERBEESWTER: BITKSBIOERE AN, WM AK", TR A SITERRIEE

)

If RMB has been chosen as settlement currency, claim payment will be remitted to your designated bank

account when you applied the coverage. If no bank account designated before, or the currency you wish to

settle is Non-RMB, please give full details in below blank. (The designated bank account must be under the

name of the insured or else a separate authorization is needed)
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Notes: BATPERE IR

1k 2 4 I T P 44 58 A — 3 If settlement is to be sent care of your bank or by Transfer, please give
Beneficiary name should be the same as|full details of your bank below:

bank account name. Ik f1 47,

2T ARRTT e R, AR IMATISATI Y AL |Beneficiary Name:

Bank name should include branch name. |47 4 k(& 3247):

3 e Bt mopAE AR T, Zitfe L4847 [H Fr |Bank Name and Branch Name:
(WL AT

For Non-RMB payment, Bank Address:

Swift / IBAN / Sort Code is needed. —
AT T NR T, g R TR S

R N B U B B Account Number:

For Non-RMB payment, copy of| FIFrftid:

passport/ID card of the insured is needed. |Swift/ IBAN/Sort Code:

ARUHCHE J0 S B 2 bk«
Address to where settlement to be sent

TR, BB AR WA, RS RE M ARAA ARV HRATIR T TSI ARAT )

Please note payment may not have been credited to your bank account at the time you receive your Advice from Us. You
will need to check with your bank.

EH C: ABRER - bR E N R NS

Section C: Declaration - To be completed by the Insured/Supplementary Insured

“ERBINE, IR — V18R, B5e 4w i, ARNSADT A w7 s LR AR AT 38 =5 SRBUC PR I 015 R, 32
A RAN B A EBIR —DI R A KA A RER DL . o3 a RS 7 Bkt 7

“1 declare that all information, to the best of my knowledge, provided on this Claim Form is truthful and correct. | also
understand that this declaration gives permission to China Life and their appointed representatives to approach any third
party for information required to complete their assessment of this claim including, but not limited to, my current and
previous Medical Practitioners.”

CARNASCVFBEA FAELU NGO MG BB AN NG R CEFEAZR TS 5 B AR BUE 2R E D OPHbA
ORI AT %5 ) IR 55 @ BRI A ol 230 A R AT B T R m @4 Bt 24w B SRR 1 5 DR G A 50 I 55 17 1 8 L@ Ak BRI
EORBS AT STAE -

“l declare and agree that the personal information collected or held by China Life, whether contained in this form or
otherwise obtained may be used by China Life, or disclosed or transferred to any organization for the purpose to (1)
assess this claim and to provide on-going insurance and customer services, (2) process and give effect to Credit Card
Payment,(3) provide marketing material in respect of insurance related services of China Life or its associated companies
and (4) process claims or analyze the insurance.”

IR E R MIERE FEART, AAZRFLRAF MRS RRE &S B0 R WIELE"
“If the chosen settlement currency is not RMB, | authorize China Life to purchase foreign exchange for claim
reimbursement up to the policy benefit maximum.”

N FREEFLELRPETHIHA, HNEENRREAF CEFLARPETRSHE, RELOZETHIHEREE KRS
ZTRRRAREAFRLERE, REARBEENKEZETIMEIRENE=T7. "

“For Direct Billing case or guaranteed case which the medical treatment received in the pre-appointed provider, |
hereby authorize the provider or pre-appointed third party to directly bill my insurance company which should
make payment of any benefit payable to the provider or pre-appointed third party.”

BHSYNEE H 393 H H ik

Patient’s Signature: Date: Day Month Year
(U T BERBEARING 18 J] 2, AL i i4E I N 5D

(If patient is under 18 years of age, Parent or Guardian must sign)

#HD: RBER —hELESFEHY

Section D: Claims Information - To be completed by the Patient’s Medical Practitioner or Dental Practitioner

AU T VEAZ WORTR ST IR

Details of Medical Condition requiring Treatment: (Please provide the precise diagnosis, if known).

T BRI

Underlying cause:

MARLZYAT, WEE AL IS TAEA 7 28N A B A gk

If this claim is for maternity please advise whether the pregnancy is as a result of any form of assisted conception:

Joi 15 AL S (1] <

How long has this condition existed:




T8 N AT B AR I A 305 17 i AEJE -
When did the patient first become aware of any symptoms prior to seeking medical Advice?
Wit iz B CHIAAED:

Date of first consultation with any practitioner for this condition:

BRAE A 15 4 A7 AH ] B R AR 175 -

Has this, or any similar condition previously been suffered from?
TGy A2 Wi Ta) CA Rl %D

Please confirm the likely period of Treatment & prognosis (if known):

I3 AT R 12 1) B U ) ek 44 M1k (g A ey AR B 2R A 409)) -

Name & Address of referring Doctor/Dentist (Please complete only if the patient has been referred to You):

V5 5 AT 17 A SRS A5 PR AR 75«

Please detail any diagnostic tests performed and attach the results:

AURIT AR E TOTF R (Ul RIS 2 & Yes O 7 No O

This question relates to Dental Treatment only is this claim for a routine check-up?

DL A HAan=s (AL, 3 59 FHARSR VR4 Ui i .

If you have insufficient space in any section, please provide full details on separate sheet

#HE: BAEFERE -hELFERS

Section E: Medical Practitioner or Dental Practitioner Details - To be completed by the Patient’s Medical Practitioner
or Dental Practitioner

B A= 944 - oo

Name of Practitioner: Official Stamp

Hudik

Address

CERFP

Tel:

FL IS - & 3L

Email: Fax:

Pe A% 44

Practitioner’s Signature:
H 15 H H GB
Date: Day Month  Year

EE! AT RIESKRIGE KN R, EHA
*IMPORTANT** -This will ensure that your claim is reviewed in a timely fashion. Please ensure:
1. FEBESTRARE. ik, SHREES. SWRAK RS CHRERRE.

All original receipts and prescriptions are attached
2. A BH CHREXRTEEE.

The Claim Form is completed in full
3. FHIMRM CEZIIHHE .

The declarations are signed and dated
4. rEHE . MERESCEWTAHERE.

All laboratory tests are attached
5. BERMEBERECHEE.

The diagnosis and underlying cause
ORI ORI P RIS e, IR ORI THIR S NN ] W AT T w7 TS FRR R e R n], R
TSI PR AT IR o Ay w) AN 0 ATAT H T 405 BRI R 3 S SR e 5 DI A 9 T A og . A BRIR: AR R A D AR 2 w) 7k
THEZEAS A5 HIEH .
Important Note - Please ensure Your Claim Form is completed in full and returned within six months of your initial
Treatment. Failure to complete your form in full will result in the form being returned to you and will hold up the processing
of your claim. Please note China Life is not responsible for any costs associated with the completion of this form or for
any further information/document requested by us to assess your claim. The issuing of this Claim Form is in no way an
admission of liability.
N TABREERAT S A U B R 5%, ATATAR R SO0 R B, HIEEYT . AZBER(MRI) T E R (CT) R A e
VS R LIS T S A ) A 28 R PE 7 AR RS 1 1 T SOV RS A S IS B8 5 K)o BRI, T AR AT IS &
DR BB R H A
Please ensure that all costs for non-emergency In-Patient/Day-Patient Treatment, all MRI & CT Scans, are agreed by us,
or Our Helpline, in writing (Fax/Mail/Letter) before any planned Treatment is undertaken. Planned Treatment undertaken
without pre-authorization from us will not be covered. A verbal confirmation does not constitute pre-approval. If in doubt,
please contact the Medical Helpline, as shown on Your Membership Card.
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FER: XA FRE KRG 2 5 S B FE 1.
PLEASE NOTE: A SEPARATE CLAIM FORM MUST BE COMPLETED FOR EACH CONDITION CLAIMED.

Al X% A a7

Planned In-Patient & Day-Patient Treatment

N T ARG S RN AT IR IR 5%, A2 R e AR B s H VAT, UG DL T AP SR AT

In the event of a planned admission on an In-Patient or Day-Patient basis to a Hospital, the following steps must be taken.

Payment of all expenses incurred by You will not be recoverable unless You follow these procedures.

1. fEBEBedtBe H IRy i, JRRIRSTA A ml By R i il, a3 dl RER . K TG Y 5 %, 1Ry mid
M), PARHS BB B B AR A VEN, o AR m) BT IR 45 e v 5 A BRI AE RS 2 5 R T 1D
Contact Our Medical Helpline as soon as reasonably possible prior to admission giving full details of the condition,
proposed Treatment including dates and name of procedure (if known) together with the name of the Specialist and
Hospital details. (The telephone number is provided on the back of Your membership card).

2. KRRAFEHEETT AL N SO SR A 5 B R e U R D I AE B
The Medical Helpline will advise You if they have sufficient information to confirm Your cover. If not, they will advise
You what further information is required.

3. MR T AMIEEE, AR RS MENRS N D1 5T LR R R E R FEA R T B S P A 4 s Tl 1
G
When sufficient information has been made available to appraise Your claim, the Medical Helpline will verbally
confirm the basis of Your cover and will dispatch written confirmation to You.

4. Kpw| BTG IRS N SR RS AT BER O B, B A A mRE R T OR B D ATV 9 BT 9 T SO R S R2 I B
Bto BLINERE G TR ST T S AR et o AHAZ A0 1 VR RS A 1 A FRINE F A R N, B B DA e e 38 PR R A IR B 97 9
(A S A
The Medical Helpline will attempt at all times to make arrangements with the Hospital for all eligible bills to be
settled directly. Where this has been arranged You should send the original Claim Form and any unpaid invoices (if
given to You by the Hospital) to Your China Life Claims Service.

S. BENBEICHT BIRAEAIAN [ FRAT: e 2 B e WL 486145 2 ) L5 B Py LS W 3
Please ensure a new/separate Claim Form for each member, each new Medical Condition and each admission to
Hospital is submitted.

I TERYT

Outpatient Treatment

WURISAEAS 2 w45 7€ I BT P 4830 il AANBEAT 1120609, AU AT iy S, ARG I A A e A RIS FR G . W4 e
Be42 5. www.goodhealthworldwide.com.

If you receive medical Treatment as an Outpatient, outside of Our Provider Network Treatment must be paid for in full by
you at the time of the appointment and re-claimed from us.

kA BN TE, SRR O K B A e BTG DR MBS 1 BRIRE R . TR BLRE Wi AR R I T o R SO AR . AbTT L 2
W55 oERl CFEIEAMR T BT S R A SRR 25t Ak T7 A BRI TR W] S Egr AR )

In such circumstances please ensure that a Claim Form is completed by you and the Medical Practitioner or Specialist.
Please remit this to your China Life Claims Service with all substantiating proof of your claim, including, but not limited to,
the original invoice(s) and proof of payment, prescription and a written diagnosis from the Medical Practitioner.

TR TR PR LGS A 3 AT 2 AR 2 ) RO B v
Please return your Claim Form to the following office:

FRA A BRI S 7 OR B BEGE 7 0 Goodhealth Claim Service
R X TR 5 18 = Unit 1306B, Harbour Ring Plaza,
HEl) 1 1306B Hiot 18 Middle Xi Zang Rd,

Huang Pu District, Shanghai

A
34 : 200001 Zip code: 200001

fE¥: 8621 6326 8525 Fax: 8621 6326 8525

B 2 e FEL < \ Claim Service Hotline:

10 800 110 0868 ("' [ HifF fu?k) ok 10 800 110 0868 (China Telecom toll-free) or
10 800 711 0942 (' [ M3E 2k) 10 800 711 0942 (China Netcom toll-free)

+1 559 490 4958 (1 H LAAMBIX, XFT715 %) +1 559 490 4958 (collect, available worldwide)
HLiE:  chinaservices@goodhealthchina.cn Email: chinaservices@goodhealthchina.cn

www.goodhealthworldwide.com
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