vaetna sk

Aetna International Claim Form

Aetna International IEREE SR

One form must be completed for each patient, for each medical condition treated.

BRRERRFTERR—DIERRIEE, RHGIBEmMiZER.

Please complete the claim form with Claimant's signature, you also need to provide the below materials:

EERESHEFRERASES, FRMHLITH

e Originalinvoice (Fapiao)and charge breakdown (Medicines, exams, treatments and other expenses)
ETFRRKERERER (B%, 055, ST ENHMER)

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.

FENFEHER, SFRERRTIISSHEN. REATREFNERS. FhiRttb/ESE Y
e Acopyofthe payee’s valid passport/ID card if the claimamountis over RMB10,000, USD 1,000 or equivalent.
ERBESIET 1 AT ARTESINEEHEI 5T, BREEIANESHIEERE/AFPRSEME.

Please note Aetna International is not responsible forany costs associated with the completion of this form or for any furtherinformation/document
requested by Us to assess Yourclaim. The issuing of this Claim Form is in no way an admission of liability.

Aetna Intemationali§ NEIE SARBERIESEHE RN T EERBMERIETRMERS/ SRS HITRRER. RUFEFRIERARIE]
LMEEERIAMETRE.

1. PatientInformation — Must be completed FiiZ AR (WHEHS)
Policyholder Name Policy Number
RIRABIR REPRS
Patient's FullName Patient's Member ID
MZAZ2E SRIRS
Patient's Date of Birth Relationship Self Spouse Child Other
iz ALER SERFRAXR [ 2aA[] &/ [] 7« [] &t

Does the patient hold any other health insurance? No Yes Other Carrier Name

s AR BREHEE T HiERERIRG? [l |8 EtRes=Esan
Otherlnsurance Policy Number Policy Holder Name
HitRIEBRS RERAMR

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

R HARRRISRBECENEMRIGEIRERE, SRR TIHEERIERXM.

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

MREWETEST 1 HlALHEIDHE 1 FETU L, ESYETEHESEEAMBEXER, SNETEEERIEEIME,

Patient’'s name Nationality Occupation

LN YN £ Ef& Bl

Type of ID ID Number ID Expiration Date (dd/mm/yy)
IR IEHSHE IHEERER (H/B/5)
Mailing address ZIP code Mobile number

@itk HBELSRESD FHNSHE

Note j¥: For patients’age under 18, please fillin Appendix A. M1RFHIZAKH 18 FZ, EIESHRA.

2. Contact Information — Must be completed BXEHB I (HHIES)
Contact Name Email Address
BREAME FEFHRA it
Mobile Number
FNSHE

. Declaration— Must be completed FEBf (WAE)

| declare that allinformation, to the best of my knowledge, provided on this Claim Formis truthful and correct. | also understand thatthis declaration
gives permission to my insurance company and theirappointed representatives to approach any third party forinformation required to complete theif
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, ortransferred (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.

FRABIMAE, REARM—IIER, HT2EXL. AABNEARFEIEEARAHTE=FRIERENER IREBXAALLREI TR
N—IERRAABRERERNRL. BHINSTEst,. RABPEHERRANNAGERSHRIGAT), HHAR, EREEUREMETXREKAT
WE, 8, BESEREIKEEN) . AAFBERETHERRRFMPIEERIFERD.

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. IR S THIERE FART | FAZRELIDELFAMIRIGSSTURAE TS,

For Direct Billing case or guaranteed case which the medical treatmentreceived in the pre-appointed provider, | hereby authorize the provideror
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.

MNFREFEFFAENETIER, FIMEENSRIEATEESSERNETIRSRE, FENZETTMEEENSE=T{RROREA TR
B, RASEEEAREZETTIRIEENE=7.

Patient's/applicant’s Signature Date
BMIZA/BRBEAER = ):0]

(If patient is under 18 years of age, Parent or Guardian must sign, and signer must be our insured member.)

CIERAZATIE 18 /8, THFZNL G NEF, EEFZALTIHRERIEN)

GR-68747-17 CLIHP (8-20)

BRI RS RS R A% 5=E0E Please read carefully the disclaimers at the end of the forms
BIREBRIALMEIDS Please Retain a Copy for YourRecords
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4. Summary of PaymentDetails — Must be completed (5SS EHlif (HHES)

Recurring Reimbursement Election {IFMEEEABR :
O Receive future payments using the details provided below JEISLA T E (S BUENEf T2k
O Use the payment details that we already have on file foryou {EREEIIBZNEEE=RTRISE

Please indicate your preferred payment currency (If treatmentwas 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.)

BRAEEERARET (MRETEAMEREZST, ARTREREBCART, MESRAREECES.
WMRGBEEARE, ARMRERAEDIENIART, MESRPIVAETEHES)

O RMB bank account ARt~ O Non-RMB bank account 3 A R~

Account Name Account Number/IBAN Number
FITIKPIFEARS: $RITKE/IBAN kS

Bank Name & Branch Name BIC Code / Swift/ Routing / ABA/IFSC
FITER (EXITEWR) : BIC #wf3 / Swift/ Routing / ABA / IFSC:

Bank Address (include Country)
RTiviE (BFEER) :

5. Claim Information (S8

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 Diagnosis Country of | Currency
s%iﬁi:; on receipts, write “see receipts;’h) Outfftient) (Reason for visit) Claim 9f Claim CL‘;th:e
Erpany [ESREE (EE. 2. Bk 2 RSHMSHREER T BRREER |REEBAY o
&, FE) NSt 0| (REERET, 1Bk (MIZIRA) S -
RUE FEIRSIREENSRGES | BRARaT. BRER
ok, BIES KR HEJi2iarT)

6. Medical Information EEfF{SE& (To be completed by Provider, notnecessaryifmedical certificate is submitted HETIRSSIRILEIES, MIR3Z

RAMNEES)
1. Details of Medical Condition or Diagnosis
2. Underlying Cause
FERE

3. When did the symptoms first arise (dd / mm/ yyyy)
FERYIRRINESE (B/B/4F)

4. |Isfurthertreatmentrequired? [ Yes O No
EEEBMEaT? o= o&
If yes, please provide treatment plan or others
MRFE, ERESTITHISHEMNTER

5. Ifthis visitincluded diagnostic procedures, other treatments or medicines, please provide results, reportsor prescriptions

WMRFMIZHNBEERE. JATREEA, BREENANSEIER. IRESELS
EAEZ L Practitioner’s Signature 4NEE Official Stamp

HHEA(B/B/4E) Date(dd/mmiyyyy)

E31E Telephone

B HB Email

7. How to submit a Claim H{A}23SIBNEERE

o Postal Submission BREZE:
Aetna (Shanghai) Enterprise Services Co., Ltd., Attn: Claim Dept. A09, 35F, Ping An Riverfront Financial
Center, 757 Mengzi Road, Shanghai 200023 Tel: please referto the numberat the back side of your
membership card. 2% (L£ig) RUIRSEIRAT EREER)
e ERREERS7TSTPRE TSR O351KA09%, B4 200023 H1E: EERaRFEEERSH

1M=Lk FIEE Claim via WeChat

Policies are issued bg the insurance company stated in yourpolicy documents and administered by Aetna gShanghai) Enterprise Services Co., Ltd., a fuly-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.

REHEIREHFEBIRIRA TS AH BTN L8 B IRSERA S EERRS. TN LE8)RVIRSERATRE Actnalnc NEFERTAE. TSLE8)BWRS
BIRATIRET Aetna Inc. EFRS3ER Aetna International. Aetna®& Aetna Inc A F MR ESICE E NS Eim H R 2I090RP .
B AFSERIS RS FRA% SFAE Please read carefully the disclaimers at the end of the forms
B{RBEIFLUEICS Please Retain a Copy for YourRecords
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