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BEEEAERRBRARSKETIEERIER /

Cigna & CMB

SECTION A : PATIENT’S DETAILS AZ4%: f/AIElH

To be completed by the insured person or his/her proxy H#REABEREBAREES

1 Full Name £% 2 Employee’s Name (if different) FERER GnETE)
3 Membership Number &5 4 Relationship to Employee S5ERHI%XZE
5 Patient’s Date of Birth % AR 4 HER 6 Full Mailing Address of Employee & SR Z5 it

7 Full Name of Employer EBIF£#

8 State nature of illness (failure to complete may delay claim settlement)

KRB (ENES A ST IRIER)
Email address & FHRFE

9 Are you eligible for full or partial reimbursement for these

expenses from another insurer? TelNo HIEFSH FaxNo £EESH/G
RERBEEBREF —REB AT LIRS 2 AIEN? =
Yesz D NoZy

101f you have answered yes in section 9, please give details below (Full Name, Address of Insurance Company and Policy number)
MREIFMERK “B” , ERBUTIHEAER (ZRE AT, tltfixRES)

SECTION B: PAYMENT'S DETAILS B#B4Y: {13kBAZH
To be completed by the insured person or his/her proxy H#REASERBATZIES

11 List of expenses for which reimbursement is claimed and amount and currency 12 State to whom you wish settlement paid
B LR R S B AR R e WA MM IR MR S R A
Treatment &FTIE Date HEA Amount and currency M8 &5 % H# | Paymentto R ZE

13 Payment method is bank transfer. Claims incurred in China will automatically be paid electronically in RMB

HRAFRARITERK. EPENREEREUARTANEFEEIT.

If payment is over 10,000 RMB/1,000 USD, we require a copy of the patient’s valid identification (i.e. ID card, passport).
IR EF A 10,000t ARSI HFHE1,000E T L, FREBEREANETHSOHESF W0 SHE FPROSEHE) .

Bank Account No. FFR1TIKS Bank Name FFP{T

Name on the Account (must be exact) Wrog (S ER) Bank Branch Name and Address $R1T4M{TRFRFNHbLE

14 If payment is to be sent to your bank account outside of China, please complete the following:
MRAHREPERIMRITIKE, BRBESUTESR:

Swift Code* Swift {53 * IBAN*
*by providing this information, payment will be transferred more efficiently by the recieving bank *
SEHXLEES R TIBITEAM KX T




15 Anti-fraud Prompt

Honesty is a fundamental principle under insurance contracts. People involving in insurance-related fraud can be held accountable as follows:
Criminal Penalty: People engaging in insurance-related fraudulent actions which have reached the level of constituting crime can be subject to
criminal penalty of criminal detention or fixed-term imprisonment, which are combined with criminal fine or confiscation of property.People who
assess insurance incidents or provide related evidence intentionally provide fictitious evidential documentation to facilitate the commitment of
fraud by others would also be criminally penalized as accomplice under the crime of insurance fraud.

Police Sanction: People engaging in insurance-related fraudulent actions which have not reach the level of constituting crime can be subject to
police sanctions of detention up to 15 days and a fine up to RMB 5000.People who assess insurance incidents or provide related evidence
intentionally provide fictitious evidential documentation to facilitate the commitment of fraud by others would also be subject to corresponding
sanctions.

Civil Liability: Failure to perform the duty of truthful disclosure, either intentionally or due to gross negligence, could result in the insurance
company’s refusal to pay or reimburse claims.

| hereby declare that the above statements and facts are correct and | have read through and understood the Anti-fraud Prompt.

| hereby authorize any licensed doctor, hospital, clinic that has treated me and is aware of my health conditions, and any other individual or
organization that has any record or knowledge of me to provide Cigna & CMB Life Insurance Company, Ltd. (hereinafter referred to as Cigna &
CMB) and its authorized organizations, individuals or third parties with any such information including details relating to my medical treatment, my
health conditions, medical history, illness, discomfort, or medical records, in order to help process the claim and allow Cigna & CMB to provide
follow-up services, make reimbursement to me and analyse insurance products.

| hereby declare that all the above information is true and accurate. A photo static copy of this authorization shall hold equal validity to the original
document. Any omission or false statement may lead to a delay, indemnity rejection or even a complete rejection of the claim.

RIFRERIERT

BERREERIERRN, BRI IVESRIBUT R E:

[MESRE] #ITRELGEILRES, ATRSZINR. FHERN, FLTEHEREV~HHELT. REFSHHEEA. EAASERMRE
TREVIERASC M, Aot AVEBRIR MR SRR EY, VR VEIR BV SLIEIL &L .

UITBERAE] #TRIGVERES, BAAMRIERER, TRSZENSHUTHE. 50007t A TR TEAS; RIEEHHEEAN. ERAMERME
EREERRSCH, A AVERZHEGE, thSZREMMITBAS.

[RERME] HEREEXNTERBITNREMNS, REQFATETKEBERAMRIESHTRE.

AABRAU LR S ELHELIR, BEREHMEE (RFREETERRD -

FABRREMHREARRBERNEESAANEZDIETHER. B8, UREMAETREXFERONARNG, HAILIEERARSZIETH
MY RARMBRAKR, TENFRE, UREMERETESHBHOERARHERABRFEEAFREARADUAREFEANG, PAHE
=7, BTAEERHEMEERS. GAEBEHOTRIELS.

ANKERBENMEERNEXRAY. ERWHFEOATAEY . EMERITZHMRRE T EERIBBMEIR. BoERE ZE £ IBIEMR.

Signature of Insured (or Parent/Guardian if under 18) b a8
WRIRAZT MFHIBAS, WAEEPAZED ate B

SECTION C : MEDICAL INFORMATION CZB4: EfFE R

To be completed by Treating Physician - PLEASE PRINT Hi2T EIiT2IES-E R E# B SN
(If your patient is claiming for vision please only complete section 19) (NBFABEANTE, NETEESHE19M)

16 Please state the date fof which the patient first cosulted you for this condition &R IZE A B RISIEIZH1EH HEA

17 Date the symptoms first occured  iZHEIBFERHIBEA

18 Please give your diagnosis of the illness/injury  1BIR#IZEIE/ ZHEREISHEIE L

19 Please give details of treatment &2 8T I¥IE

20 Please print your name and address and authenticate with an offical practice stamp
BIEE R SEITEN R B M, FmEERISHE
Date HEA
Signature of treating Physician 2;8EIfZF

Please return your completed original claim form to: & EEIEE WIEREHIERFEHRZE:

Claims outside China

Claims inside China ims insi

(except USA) Claims inside the USA
Cigna & CMB Life Insurance Co. Ltd, Cigna Global Health Benefits, International Cigna Global Health Benefits, PO
PO BOX 120-118, Unit 704, Block E, Shanghai Claims,1 Knowe Road, Greenock PA15 4RJ BOX 15050 Wilmington, DE 19850-5050
Poly Plaza, No. 18 Dong Fang Road, Pudong New USA

Area, Shanghai, PRC, 200120
HEREREALR, HEERRIES E LSRR HEPER GEEE) Lk, HIFERRIERSEN HEXELR, SHERRIERTEW T b
X &G E18 SR FII IHERR7R048 T, Tibiik: Cigna Global Health Benefits, International Cigna Global Health Benefits,

BREL4RAS : 200120, Claims, 1 Knowe Road, Greenock PA154RJ PO BOX 15050, DE 19850-5050 USA

o B E _LIGHREL: 120- 11815784

* 2015518k
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