PRE-EXISTING QUESTIONNAIRE Contact Us 34EERS

EETEMDEEIFEB Tel B8 : 400-816-9300

Please scan and submit completed form with appropriate signatures via e-mail to chinaservice@gbg.com
BRABEFIGRXESEESESENFRIZE chinaservice@gbg.com

A.PATIENT INFORMATION
FIZA/RIRBEARER

Name (Last, First, MI) : Alias :

WE BlE

Date of Birth (MM/DD/YY) : Policy ID Number :

HEBE (B/B/E) - {REASHD -

Policyholder Name : Diagnosis/ Symptom/ Complaint :
EWRAMS IZH/ER/ R

Date(s) first symptom was noticed by the patient/insured/#{®RE A B A INZEKBER :

Date (Day/Month/Year) patient first took medicine for, or first consulted with a physician or other medical provider

for this condition/#{RIE ASHRHZEREANZZES |, SEEAEHE] :

If delay between first symptoms and date treatment sought, please advise reason for waiting :

BIRIEABERERINZIERZ G | FIARRRIREGRT, | BRERE

History of Treatments (Include all medications, surgical procedures, etc. for the past 3 years) :

SER=FRIATER (BEAaT  FARTES):

* For the insured employees and dependents covered under the previous group policy, if valid insurance transfer
certifications can be provided, non-catastrophic-illness pre-existing can be covered without a waiting period after
underwriting review and approval. TE[R{RER/2 T FIRE T RO IREG 53 T K i IE 4R ARBE A U BEFR B R IRBLEEIRIERA, JEE
AR EE LRGN SR BT R Rl % 155,

All fields are required. Do not leave any questions blank. Please provide as much detail as possible.
GBG to fill out first four lines (thru Diagnosis) above. &E&%ESLL FFAEVEER,

GBG 1
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B.PHYSICIAN INFORMATION (if more than one, please continue on back)
EEESE (MREI—TELE, BEATH)

Physician’s Name (Print) FHaE4HS:

Physician’s Signature : Date Signed :
EESE : Eox= =1l

Physician’s Mailing Address/ibiit :

Physician’s Email Address : Physician’s Telephone Number :
HRFE FEIE

C. FRAUD WARNING

B

Any person, with the intent to defraud or knowing that he/she is facilitating a fraud against an insurer, who
submits an application or files a claim containing a false or deceptive statement, is guilty of insurance fraud.

AR A R REHR IR M PRARIZ NS BT R B IR B R EXS A SR AW IREY T O RIS VFIRICTE T,

Signature FLIZAZR: Date HER:

PLEASE ATTACH THE INITIAL CONSULTATION EVALUATION/EXAMINATION AND ANY RELEVANT LAB,
RADIOLOGY, PATHOLOGY RESULTS, CHART NOTES, ETC. AND SUBMIT TO THE ADDRESS ABOVE.
RELATED SERVICES CANNOT BE PROCESSED WITHOUT THE SUBMISSION OF THIS FORM.
WIREA TN ROIURABHERGESR, MHRER, BHPER, REBERES, FTERMB LS,
MEWRENRBRRZU ERBRARMH, REASHFILEHTER.
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