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GERIECIIES Using Direct Billing Network [ Yes & [ No &

Claim Form - Part A Patient Information
HEHER - A 9 BAGE

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.
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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 H#iE A O Primary Insured == #7 fRE: A
NOTE: If claim is for the Primary Insured, please do not fill out Dependent Information.

O Dependent B @4 fR A

i WSRO ERREE N, T IS R RS

Primary Insured Information EEERAEE

Dependent Information [fB#HRANE R

English Name J3x0#:44

English Name JE3XC#:4

Chinese Name 344

Chinese Name 3. 44:

Member ID £ %5 O Male 5 O Female %«

O Male 5 O Female %« Relationship with Primary Insured 5 £ £ A< &:

DOB #:H: MMH/ DDH/ YY4E O Spouse BCfH O Child ¥%&

Mailing Address 27l : DOB *£H: MMH / DDH/ YY4E
Mailing Address F27 ik :

Tel. Hif: Fax A &: Tel. HiF: Fax 5 K-

Email 57 H5FE: Email BT HR4:

Insurance Company:
NSENEE

Policy # (refer to insurance card):
RS (RARRE R -

Ref.# (refer to insurance card):

ARBS AR

Name of Policyholder (Group policy only):
BORNATR URT BIAELRED

2. Describe Injury or lliness Z4elEF iR

On what date (month/year) did you first notice the conditions or date of the symptoms appear? (Please describe the symptoms)? i 1% 56

R DL RN 18] 5 A SR 5 — U BRI (R A A Bk 2

On what date (day/month/year) did you first seek a doctor’s opinion regarding these conditions? %55 — Va2 (KN [a] R AE A4 I fig 2

Are you also covered by another insurance policy? %% T HARMARG? O Yes & O No #&

Policy # 55 Name of other insurance company FHAt {55 2 & (1) 42 Fx:

3. Payment Information 175K {5 S (Please complete clearly, otherwise your non-network payment will be delayed. &% MERHEE,
5 U S5 B AN A ZE RS T AR FER)

RMB Bank Account Information A& MBK /{5 & (Bank account located in Mainland China is preferred B B AR X RTHS)

Account # K5 Name on the Account 1k 44:

Name of bank and branch7F /4847 Province’s CityTli BankfR1T

The above answers are true and correct to the best of my knowledge and belief. | authorize any physician, medical institution, druggist, insurance 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:

EHERBAZEF MY R RN 257

Date HH#i: MMA / DDH/ YY4




MSH CHINA

Claim Form - Part B Medical Information
HEHER - B #9 BIFrER

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

4. AT RAREE HIERBERFER .

4. Medical Information - To be Completed by the Treating Physician EiFfER - BiX2EMES

Doctor's Name PEJfigE4 Phone # H1if :

Hospital's Name [Z [ 4 55 : Address Hitil:

Patient's Chief Complaint %5 A 3= 1f:

Physical Examination &A% 4525 :

Necessary Lab Tests i A\ F ZM M SLIn =t & A -
Lab tests' Results SZI6 =G A4 R :
Diagnosis/Impression £ Wi/ E{4 :

Details of treatment provided 477 i

Please state name of drug(s) and dosage(s) %4k 4 Fr A7 &

Will lliness/Injury require follow up treatment? If so, please give details. 3215 /# F B R S06I7 2 R, HU0

When did patient seek treatment for this condition for the first ime? i A 55— gk i2 Hpm I Ta)2 - BB —IRBRIZ (K E) 2D
Date [ #i: MMH / DDH/ YY4

Treatment is related to (Please check box if related to one of the following items) A&7 & 5 LA A (N, st -

O Maternity /=g R sk 4L & O Immunization or Wellness Checkup ¥4 57 v 5k B 15 4R 46
O Physical Therapy #3377 O Dental F#}
0 Chinese Traditional Medicine [ O Vision #1177
O Full Body Checkup 4= & & #5
Date of Service 537 H#i Description of Medical Procedure &7 3% F B4 Charges W3k

Consultation fee(s) 297 %

Drug fee(s) %%

Lab test fee(s) S236 =46 9%

Treatment fee(s) JAJT7 %%

Others HAth

Signature of Treating Physician 87 E4AEZ4:

Print Name and Title %45 f1HRAL: Date H#H: MMA/ DDH/ YY4E

*Please send this completed Claim Form, along with the photocopy of the patient’s valid picture ID card / Passport & insurance card, 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 « i %k} 2715 2 i 45 0>
5F, Building 9, Lujiazui Software Park, Lane 91, E Shan Road, Pudong, Shanghai, P.R.C 200127
U AR 1 L B QL il X W K [l O S R AL BB )R R4 200127
Tel: +86 21 6187 0330 « Fax: +86 21 6160 0208 « Email: claims@mshchina.com




