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< cigna High-end Medical Insurance Claim Form AT AR

LIS BIEST RIER AR Fovo

To be completed by the beneficiary or his/her agent F#{RI& AT EREARZEIES

1 FullName 44 2 Gender 3]
3 Policy ID R4 4 Policy Holder's Name #tf# A\ 144
5 Residential Address {3 il 6 Full Mailing Address if different i 2i sl (i ANED

Email address 7 #i 4

7 Membership ID £: 515 8 TelNo. HiE5fY
Fax No.f% 3 514
9 Passport Number 4 [if 54 10 Are you eligible for full or partial reimbursement for these expenses
Or Chinese ID Card Number 2% & {7E 54 from another insurer? 1R& 545 B A AT 55— ARG A T -4k,
Date of Expiry 13 XK 53 2l FHEHIE 2 Yes/No #2&/ %
11 State nature of illness  failure to complete may delay claim settlement  ZIRAZFR (FAHE S 0] GESIE R T )

12 If you have answered yes in section 10, please give details below( Full Name, Address of Insurance Company and Policy number)
WARSEI0KME RN 7, EREITIHER GXRBE AR, bk AfReS)

SECTION B: PAYMENT DETAILS B&B%: {3:xBA4H

To be completed by the beneficiary or his/her agent IR A ERIBASEIES

13 List of expenses for which reimbursement is claimed and amount and currency 14 State to whom you wish settlement paid
T H H RIS P 2 P A S < AR T g LTIV G ON
Treatment i39I H | Date HH Amount and currency i HFk | Payment to {732

15 Select payment method

If claimed amount exceeds RMB 10,000 or other currencies in equivalent, we require a copy of the patient's valid identification(i.e. ID card or passport).

Ak Sk o SRR S0 10,000 A [ T BRAE (AT, R LR 0T RS HIELE (e 3 S S BhE P B
Bank Transfer |:| Cheque |:|
RATEIR b

16 State reimbursement currency that payment should be made. Claims incurred in China will automatically be paid electronically in RMB

(aEL R R R L NN R AV N MRS Er S e S X b

17 If payment s to be sent to your bank account, please complete the following:  #1 B Af FK E4RATIK )7, W BIHE L T{E L.

Bank Account No.JF /471K Bank NameJT /4T
Sort Code [Hprftiy Bank Branch Name and Address 4177347 & F ik
Swift Code* Swift{tfig* IBAN* IBAN{CRB*

*by providing this information, payment will be transferred more efficiently by the receiving bank
R ALIXLAE B T2 BT A Mk ST

Name on the Account(must be exact) /14 (S-AUER)
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SECTION C: Anti-fraud Prompt C&B4%3: RIRFEHREIRTR

Honesty is a fundamental principle under insurance contracts. People involved in insurance-related fraud can be held accountable as follows:
Criminal Penalty: People engaging in insurance-related fraudulent actions can be subject to criminal proceedings that may result in a combina-
tion of detention, imprisoment, fines and confiscation of property. This applies equally to those who assess insurance incidents or provide
evidence related to an insurance incident and intentionally submit false evidence or documentation to support the fraud of others. Such people
may be criminally penalized as accomplices to the fraudulent activity.

Police Sanction: People engaging in insurance-related fraudulent actions that are not deemed as serious as criminal activity may still be
subject to police sanctions, including detention for up t0 15 days and a fine of up to RMB5000. These sanctions are equally available to those
who assess insurance incidents or provide evidence related to an insurance incident and intentionally submit false evidence or documentation
to support the fraud of others.

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.

BRABERREEEERREN, REMIEFAELTRE:

[HEFE] #HTRRIFRLREES, BFoIBRETFEUALEHRERN, FRANSIORWMW =RRELST. REEFHHEEA IEPHARER
HERMIERSE, AAVERRHZGN, URRIVEREMNILLILL.

[TEGHE] #HTRRIERES), BAMRIERN, BB SAUTHHRE . S0007TA TmMTEAST; REFHHEEA. IERAHE
REERIIEAXE, AMATERRHBEGN, B EERATELT.

[REFME] UEHEEAISRRBTUEENNS, HERRA. WRAMZEHERLEFLLN, REQBTREBERANRRSHOFE;
thiE. ZEMAXRIIH. BRREHMITE, FEERNEIEERESAMEEEN, REARANEERNBATREBERA N RIS
B3R {E-

SECTION D: Declaration and Authorization D&B%3: FRRARzISN

1.1 hereby declare that the above statements and facts are correct and | have read through and understood the Anti-fraud Prompt. If | engage
in or commit insurance fraud, the insurance company has the right to share the relevant claims information in the insurance industry information
sharing.

2.1 declare that all the information | provided for this consultation is true and | also hereby confirm that | have reviewed and signed for all other
related information including medical description that doctor recorded. | understand that changing these information may lead to a payment
delay, partially denial or Whole denial.

3.1 acknowledge and authorize Cigna & CMB Life Insurance Company Limited (hereinafter referred to as "Cigna & CMB") to process the
personal information of the policyholder, the insured and the beneficiary (hereinafter collectively referred to as "personal information") for the
purpose of concluding and performing insurance contracts, providing products and services, and fulfilling legal obligations. With respect to the
personal information of other subjects provided by me, | confirm that | have obtained authorization from these subjects.

4.1 agree and authorize Cigna & CMB to inquire and collect my personal information from credit reporting agencies, medical institutions and
other third-party cooperative institutions for the purpose of concluding and performing insurance contracts, and providing underwriting,
preservation, claim settlement, customer service, etc.

5.1 agree and authorize Cigna & CMB to provide the personal information provided by me, or inquired and collected in accordance with the
above agreement to the affiliated companies of Cigna & CMB and other third-party cooperative institutions (such as health management
companies, medical institutions, reinsurance companies, etc.) necessary for the provision of services.

6.1 agree and authorize Cigna & CMB to provide the personal information to the judicial authorities, the People's Bank of China, China Banking
and Insurance Regulatory Commission and its dispatched agencies and other regulatory authorities, or third parties designated by former
regulatory authorities, insurance industry associations, trade associations and other relevant organizations for the purpose of fulfilling legal
obligations.

7.1 agree and authorize Cigna & CMB, its affiliated companies and partners who shall be necessarily entrusted to offer me such services as
insurance products recommendation, claim settlement and other customer services, including market research and information data analysis,
during, before and after the term of insurance contract.

8.1 acknowledge and agree that personal information including name, gender, nationality, occupation, address, contact information and ID card
information, as well as sensitive personal information such as biometric characteristics, medical health and financial accounts, are required for
Cigna & CMB to conclude and perform contracts and provide services. | further agree that Cigna & CMB can process personal information by
collection, storage, use, processing, transmission, provision and deletion, and that its privacy policy is applicable.

9.1 acknowledge that | have the legal right to access, correct, delete and withdraw my consent for the processing of my personal information in
accordance with the law. My exercise of the above rights will not be in violation of the purpose of concluding and performing insurance contracts
and obtaining customer services, nor will it be in conflict with Cigna & CMB's performance of legal obligations.

Special Notes:

1.Cigna & CMB attaches great importance to the protection of personal information and will do its best to protect clients' personal information
reasonably by means of authority management, encryption management, restricted access, signing of confidentiality agreements with relevant
institutions or personnel, etc. If you do not agree with the terms or part of terms of this Authorization Letter, you can call Cigna & CMB's
customer service hotline [400-820-7553] to make amendments. Please keep your account, password and other personal information properly.
The operation under your account will be regarded as your operation. If you disclose any information that may adversely affect you, you can
contact Cigna & CMB immediately.

2.Cigna & CMB also attaches great importance to the protection of minors' information. If the insured is a minor under the age of 14, the
guardian shall carefully read the terms of this Authorization Letter before making authorization.

3.For sensitive personal information such as your biometric characteristics, medical health, financial accounts, etc., your special consent is
required.

4.Cigna & CMB will provide your personal information to the overseas entities to perform above-mentioned services if your insurance plan
involves overseas medical services, emergency treatment, etc., please give your consent specially.

5.Cigna & CMB may revise its privacy policy in due course and publish updates through its official website (www.cignacmb.com) and APP,
please check such revisions in time.

BEEEASRRERAS B201/H3M OPN-1IC-2024518V4.1



I RAMBRER SESHIAIR, BEREHFAR KRRIRMIFRTY , BRASSHLBREKIETH, REQBETEFEXERESHAR
BTk HZSEH .

20 RABARRFIS PR BERRESE, HEE2MIAEEMCHNS RSB RNATHBRRLEES. AANTBEXAXRED
AR EREERNZNER. BOEREESHBIER.

3. FABHRFRNBEFEAFRRARLE UTHR BEEE ) FITL. BITREEE, RESRIRS, URABTEEXS,
BREBREA. BRRARZZANDPAGEE CATHER “PABR” ) « SIAAMRENEMBEIEDIAREE, AABASIEHEX EENR
8

A, RARBIHER, PMITZHETRIESE, REZR. fe 2R 2RRSESEN, BEEETEEENGE. Erig. UREMmSAM.
PRAFE=FRENBER. WEAANDPAER.

5. RABBHEN, BEEETEEARMNURRELRAZER. WENDPABRRBAXBAF ULAM ARSIV ANE=T
EENE (WRREBAS. BT, BREAFSE) .

b EARBHEN, MEITEEXS, BEEETEIAGERBARENX. FEARRT. FERRESRERENEEHEENBRAE
EME=F. RETLDS. Bl ASSHEAEER.

7« EARBHEN, EREARME. RITZA. RIEE, BEHEE. XEQAEARSFVAZTENSERFTEAEARBE. HERRS &,
BERS. REMEFRS, AHHEESEESEITS.

8. AAMBRFEE, PMARESELER. Hal. BE. Rl AN BREGTX SMEHEE. UREYVNRS. ETRE. Sk PEE
RAOANGER, ZEEERBEFEEANL. BTEELRHREILT; BEBEEENDMAERNLETXSEKE. FiE. £/H. mI.
B =2t MRS, BEERBEEERTABK.

9. BAFR, ARFSZEEAENBET, AANPTAGEREEZENER. EE. k. BREREN. AATELARFTSS AL BT
REERERTEFARFEES, BFA2EBEERERITEEXFER.

FRRR:

. BREGHEEEENDNAGERF, HRRABHEERPIAGE, SEXBAREE. MREE. RELE. SHEXARARSEZRE
NG H . MEFREEARRFRRE B BARR, THAREERERAL [400-820-7553] EBIFR. BEZBRECNKS. BBR
HbMAEE. B THRETHERAEERANRET . —BEMEIZES, NS EBERFEN, B2 5RIBER.

2. BEGEEEURBREANEFEERT. NFEREAFTHI4ASHRBEN, BRPATHERDEATRBER, FH TN

3. BRAEMRA BEiTRR. SMKPEEERTHENAGE, REEFIEE.

4. MARE RIS RESNETRS . EEKERSSBEN, BEEEENBTLIRARSHSBINLEERELENDPAGE, RIEEEZIE
5. HREERENEITRIARSE, HFFEM (www.cignacmb.com) . APPR#ER, BEERER.

Signature of Beneficiary (or Parent/Guardian if under 18) Date

BRI N7 CInR 18 5, ke i A&T) H #

SECTION E: MEDICAL INFORMATION E&B%3: EfFIER

To be completed by Treafing Physician - PLEASE PRINT Hi2y7 E|h = ZIEE—is AP SERITED
(Ifyour beneficiary is claiming for vision please only complete section 20) (1 5k {5 A BEIEME F1 00 H , X 55 58 B8 5 452005

18 Please state the date of which the beneficiary first consulted you for this condition 1 [ 4 716 A\ 14 Y2 1% 1% (1 H 1

19 Date the symptoms first occured %% 15 i Ik & vk H 8L H 1

20 Please give your diagnosis of the illness/injury 2 4tiZE 15 / 5215 15 i 192 W 45 16

21 Please give details of treatment i #2 4L ¥4 7 ¥ 15

22 Please print your name and address and authenticate with an official practice stamp

T IE S 155 BT B IR ok AL R kR, O 0 A R B2 M

Signature of Treatment Physician 27 & Iifi % 7 Date H#

Please return your completed original claim form. include original invoices and receipts as well as other relevant claim documents to

TR S8 U (R BRNG FHRE R L0« R SIS s B AT SR BRI A R A 2

Cigna & CMB IPMI Claim Team

3rd Floor, Building 12 of Lujiazui Software Park, No.130, Lane 91, EShan Road, Pudong New Area, Shanghai, 200127
FH A5 VAT RIS R 2 ) A A e i 57 B B0 0

EETARSK KL 5130 SRR T 125 H#3E MBHmA: 200127
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