3etna Aetnainternational Claim Form
Aetna International R IE R

One form must be completed for each patient, for each medical condition treated.
B—ERERRTERM—NEWRRIER, "RPITIRREMISER.
Please complete the claim form with Claimant’s signature, you also need to provide the below materials:
BEEEEERAIERTER, FHEHRUATHR:
e  Original invoice (Fapiao) and charge breakdown (Medicines, exams, treatments and other expenses)
ETREAERERAER (A KER. AITEMEMER)
e  Complete medical records, including but not limited to Outpatient medical record, medical prescription, exam report. Please submit
discharge summary if it is an inpatient claim.
TENRHER, SRBREFRTIIQVERN. ARLAREZFRERE. EREHtHRNSEEENE
e A copy of the payee’s valid passport/ID card if the claim amount is over RMB10,000, USD 1,000 or equivalent.
BEREFS T AT ARDIONDFEITER, BREVKKANBRSMEERE/AFBEENM.
Please note Aetna International 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.
Aetna Internationali§ RN &IB 5 K RIERES R ARV AITAERBEAERMEAEBER/SCHmENEAEXER. ERAERBERTRERMN
RUEAT A RAAEAI TR

1. Patient Information — Must be completed M AER (MLARE)

Policyholder Name Policy Number

IR ABR REHRS

Patient's Full Name Patient’s Member ID

MEAEHE LRSS

Patient's Date of Birth Relationship Self Spouse Child Other
MICAHEBH S5FHABAXR OxAORSE OFx O HM
Does the patient hold any other health insurance? No Yes Other Carrier Name

ML ARBENIHFE T HMERRGE? O O= B REZEF B

Other Insurance Policy Number Policy Holder Name

HARIE B5RS BRALZ

Please submit the relevant documents for the details if you get the reimbursement from other insurance for this claim submission.

MRHNERRZBERECELNEMREBREREE, BRIXTERESNAXRM-

If the claim amount is above RMB 10,000, or in case the claim amount is in non-RMB currencies, for any claim amount above USD 1,000
or equivalent, please complete the following information of the payee, otherwise it may result in claim processing delays.

MRFRRETST 1 AU LRENTFE 1 TR LR, BSLETEARBERABXES, TUTREERERKHE.

Type of ID ID Expiration Date (dd/mm/yyyy)
At WEHEME (R/AE

ID Number

WS

Nationality Occupation

EE Bl

2. Contact Information — Must be completed BERA R (HHME)
Contact Name Email Address
BRAANESE B F R ik
Residence or Office Address (please include ZIP code)
{EFriths TR frttbhit (& EREURAD)
Telephone Number Mobile Number

BXZRERIE FHSH

3. Declaration — Must be completed BB (MAFME)
| 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 my insurance company 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. | declare and agree that personal information
may be collected, held, disclosed, or transferred (worldwide) to any organisation within my insurance company, its suppliers, providers and any
affiliates. | declare that | have read and agree to the Data Protection section in the Handbook.
ERBAR, RAAREH—IIER, HREEE. AABNRARSEEERRBEMEZSFRBLERERNER, REAXKAALREINER|
B— BRI R AANRERNREIR . mAMSTER. RABRAHEERANNAGRESKRIEAR, HENRE, HREEUREMERAXEAR
WK, #6, HEXERB(EHKEERN) . AAFREAIEHEES RFMPHBIBERIPRRT .
If the chosen settlement currency is not RMB, | authorize my insurance company to purchase foreign exchange for claim reimbursement up to the
policy benefit maximum. R E K HIEFEART, FAZESARMEBEUREFTHNRIE S ST RO S .
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.
WNFEEEBRAENETNAAN, SHHENIREATELERIERNETRSTE, REZETIASEENE=ZSREREREATRE
I, REAREERMREZETIESIEENE=A.

Patient's/applicant’s Signature Date
RIS ARIBAZER B

(If patient is under 18 years of age, Parent or Guardian must sign, and signer must be our insured member.)
(LIRAZATIE 18 /5%, THAMGAKLE—FRBINZEF, AZXFALT R FEA)

IMFEFER RS TR BREAD Please read carefully the disclaimers at the end of the forms
WA BIA&LIfEIER Please Retain a Copy for Your Records

GR-68747-17 CLIHP (4-18) Page 1 of 2



4. Summary of Payment Details — Must be completed I3 {E2 i (HHME)

Recurring Reimbursement Election f1E{EREASR:
[ Receive future payments using the details provided below &3 A T BE{F15 BUELR A5k
[] Use the payment details that we already have on file for you FRENEZAELEEZNHTRER

Please indicate your preferred payment currency (If treatment was received in mainland China, RMB policy can only be reimbursed in RMB and
USD policy can only be reimbursed in USD. If none is indicated, the default currency of RMB policy is RMB and the default currency of USD policy
is USD.)

ERAEEIENARET (MRETEAMREREZRT, ARMREIERGTART, MESREIERTES.
MRZEEEGE, ARTREKAETEAART, MESREBANEDIEHIES)

[1 RMB bank account A Rk [1 Non-RMB bank account 3 A Rk

Account Name Account Number/IBAN Number
RITHRPEEARE: SRITHKS/IBAN K-S -

Bank Name & Branch Name BIC Code / Swift / Routing / ABA / IFSC
SRITRIR (BITEWR) - BIC #®F3 / Swift / Routing / ABA / IFSC:

Bank Address (include Country)
RiTHOUE (BFEER) -

5. Claim Information Z{5 R

Provider's (physician, clinic, Description of Service/
hospital, pharmacy, dentist) Name of Medication/
Name and Address (If the Device (If hospital, state
provider’s name and address is | Inpatient, Day Case or

on receipts, write “see receipts”) Outpatient)
RieftdE (EE. 2. ER. % RESMMB/AREEZBIR Diagnosis Country of | Currency
Dates of | /5. FE) M/t (20| (MREEET, B (Reason for visit) Claim of Claim | Total
Services | RUE L ARFBIRMEMBIVESR | BRERAT. RiEHER 2.0 BALEER |AEHERAM| Charge
ErARs B A ik, FESWBEED HEINSIATT) (FIBRED 52 2R BE

6. Medical Information EFF{&%& (To be completed by Provider, not necessary if medical certificate is submitted HETRERHEEMNES, MIEsx
WHMEHEAE)

1. Details of Medical Condition or Diagnosis

2. Underlying Cause
FERE

3. When did the symptoms first arise (dd / mm / yyyy)
TERVIR & TRE (BH/B/S)

4. s further treatment required? []Yes  []No
EEREREIRT? Oz O&
If yes, please provide treatment plan or others
MREE, FRESTIHHEMMTER

5. If this visit included diagnostic procedures, other treatments or medicines, please provide results, reports or prescriptions

WRMIZSABEIERE ., RTRERY, FREENMNDEER, REHELS

E4 %4 Practitioner's Signature /N Official Stamp

HEA(B/A /%) Date(dd/mmiyyyy)

H1E Telephone

B3R Email

7. How to submit a Claim {23z BRIl

e Postal Submission o IBEE
Aetna (Shanghai) Enterprise Services Co., Ltd., Attn: Claim Dept. A (B DURSERAT BRI
Suite 702, Gopher Center, 757 Meng Zi Road, LEMEBXERR 757 SHEHL 702 =,
Huangpu District, Shanghai 200023 BR%R 200023
Tel: please refer to the number at the back side of your membership card. Hi%: FERBRERFTESEBIESN

Policies are issued by the insurance company stated in your policy documents and administered by Aetna (Shanghai) Enterprise Services Co., Ltd., a fully-owned subsidiary
of Aetna Inc. Aetna (Shanghai) Enterprise Services Co., Ltd. is part of Aetna Inc.’s international department, Aetna International. Aetna® is a trademark of Aetna Inc. and is
protected throughout the world by trademark registrations and treaties.

R HGHRETHREBNRIE AR ZELHFBRS(LEE)EWRFZHERATRMEERS. RE(LEEWRSHMRATR Actna Inc WEEIERTFAT] . RAS(LEE)BAURS
BIRAFRET Aetna Inc. EFRIEER Aetna International. Aetna®2 Aetna Inc. BEM ERHESIEE N Z HAREM S AR

IMFEFER RS TR BREAD Please read carefully the disclaimers at the end of the forms
WA BIA&LIfEIER Please Retain a Copy for Your Records
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