GBG Member Claim Form

GBGE£RIEZHIEE

This claim form is to be used only if your provider did not file claims directly to GBG on your behalf. Return this form along with fully itemized bills and diagnosis to
the address below. GBG China suggests all your eligible claims to be submitted within one hundred eighty days (180) after your first treatment date.

BHI 2 5y, AR ARAE F B RS AE I T B . O T RIS A BRI B R A, WBIE AR, ERTENRERERREHHEN, F4
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GBG China Claim contact information/ GBG H [ P Il il 45 HH L BE R A5 B

Suite 2104, SCG Datang International Plaza, 868 Yinghua Road, Shanghai 201204, P. R. China

P T AR XAE BE 868 S TR E )y 2104 & B4 201204;

Tel H1i: 86 400 816 9300; Fax 14 H.: 86 21 2601 5791; Email FET-Hi£F: chinaservice@gbg.com;

Section A: Primary Insured and Patient Information — Please fill out the form completely, otherwise your reimbursement will be delayed.

F#a: ERERAGHEMNMER - FFUERRE, BNRIEREERI TR

Patient’s name Gender ID#
Mz A HEB: SRRS:
Patient Information |Type of ID ID Number Date of birth (YYYY/MM/DD)
MEZANER IEETR: UHFSHS: £HE/B/H):
Email Telephone Address
ESHE: BAREEE: BAZ b :
Primaryinsured name Relationship with patient Full Name of the Policyholder
FRIREAYS: SMZAXER: BEER:
Primary Insured Name |Type of ID ID Number Policy Number
FRREAGE  [EESETR: UH4SHS: RES:
Email Telephone Address
ESHE: BAZRERE: AR b :
Have you submitted the claim through another health insurance policy? 1§%§f§ﬁﬁﬁ{@{@§{%ﬂﬁﬂg{%$$1ﬁﬁﬁ*¥ﬁgfim§7 |:| Yes B D No &5
Ifyes, please provide name of other insurance company and a copy of your policy i, TBIRERIE AT BFRE RIS TTRIEIZ

Section B: Medical information

BoWa: BTER

Date of Service Hospital Diagnosis or Symptoms Amount and Currency
HiZBHA MIZER IRIRIZRTAER EEER DR

| authorize any physician, medical institution, pharmacy, insurance company, employer, labor union, or association to release information to GBG/Tiecare International as is required to
properly pay all benefits, if any, due me, my spouse, or family members of this claim. A photocopy of this authorization shall be considered effective and valid as the original.
AT BB KNG B RR GG B, AR AFEMLIRBUTATIE R BTAU . ZE. REGAF . Lo, RESMICEAL, KT M5 ORI 3K 1Y)
HARFRHR AL GBGITiecare. ASHLIHE TS RS BN R4 I A 5 IR AT R REA R o

FRAUD NOTICE: Any person who knowingly and with intent to injure, defraud or deceive any insurer, files a statement of claim containing false,
incomplete or misleading information is guilty of a felony.

BRVEEH: EMRESRE, RIWEERVERIE AR, REESEERER. A uE B iR S5 2 i EIS i # /% B AR5 HE.
If the insurer finds the above activities, the insurer is entitied to take back the paid claim reimbursement of the case from the insured.

PRI N R B RIS N ERAT 9, (RIS AR S SO G . RIS A BUE Bl T2 ST R SR R o

I 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 the information may lead to a payment delay, partially denial or whole denial.

FENHNARRLFFHERNFTAEBRYE, HOELMNEEFIERNERRFLSAERNIMNHE IR RBREL . FNT BT BERB R g
TERHSIATIEIR . SRR A .

*Handwritten signature of the Insured Person # {5:f& A -5 %5 44 * Date
(or Parent/Guardian if under 18) (443 18 %, 151 WP N&E4) H
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mailto:chinaservice@gbg.com

Section C: Payment Information — Please fill out the form completely, otherwise your reimbursement will be delayed.

FEEM: NFER-EFUEEHE, BNREREERIAIER

Please make payment to: I:l Member D Provider Please choose payment type: |:| Bank Transfer I:lCheque
ST AN SN BT AL gt SEANEILE AT K SR

1. Bank Transfer 24744k

Name on account JI 7 N 44:
(Please provide the exact name used during account opening, including case
sensitive, punctuation and space. )

(BRI IEBEITT AR, JFX DI FRENG, bR s s %)

Account No. IIK5:

Bank Name (including branch name) JT 7 4RAT J /347 & F5K: Subbranch Name F P 4RAT 3247 %4 FR:

SWIFT code Local Bank ID Routing number (ABA)

2. Cheque 37 ZE:
( Cheque is only applicable to overseas claims reimbursement 37 Z24Y i& F T35 AN B H11%)

Please provide detail address to receive cheque &5 #2 5 B S 221 st il

*Please check with your local bank as there may be a fee for the transfer service. 1% 5 5 ) 24 1447 4% S AR 55 SR USCHUIS 1

Section D: Medical information- to be completed by the treating physician

BES: BEFEE-HEREARST

This section can be left blank if the claim information are accompanied by relevant medical information. ZIFRIEF14} A7 B 28 FG AT SRS AT R, T HEA a] DAAS
HE,

Chief complaint and on what date (month / year) did you first notice the conditions or date of the symptom appear? (Please describe the symptoms)

YR BALI H— UL RN 7] B AR SR -

Please provide the details of the treatment received, and when the treatment began X} T CL 2 VA I7 HIBR, &SR ALETT FFAR I 8] BR T I VELNE B

Diagnosis / Impression i2 i /EN1 4 :

Treatments Details VA7 i Jfi -

Medical Practitioner Declaration:

B
| declare that | am the patient’s Medical Practitioner, and that the particulars given are, to the best of my knowledge, true and correct.

BEIAEN], ANZBSAES, SIARANRRE, PR ER R

Treating doctor’s signature: Official stamp:
FIREEL S BT BN

Date (YYYY/MM/DD) :
HI (4F/H/H)
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