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Direct Billing Claim Form - Part A Patient Information
HAEBEHER -ABS EAER

For a claim to be valid, the following two pages (Part A and B) must be completed and submitted to MSH CHINA ENTERPRISE SERVICES CO., LTD.
(hereinafter "Service Center") which is the appointed Service Provider appointed by your insurance company within 180 days after the date of service.
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Patient Information BEiZAfE B

Member ID £ R -5*: DOB A H* MMA/ DDH/ YY&E

Name #:45*: Gender #:5]: O BMale O “ZFemale

ID/Passport No. & fiiF /4 i 51

Tel. HLif: Email #7lB48:

Ref # (refer to insurance card): {58 ( RAREF ) :

Are you also covered by another health insurance policy ? #0143 T HAh @B AR ? O Yes & O No &

Name of other insurance company AR 2 7 ) 44 Fk:

Primary Insured Information & {FK A& R
If claim is for the Primary Insured, please do not need to fill out the Primary Insured Information.

IR AR ZHRBA, NERRTEHERAELR.

Name 44 *: DOB A H*: MMHE/ DDH/  YY4

Member ID &R E5*:

Anti- insurance Fraud Prompt S ARE K VEHR R :

Integrity is the fundamental principle of insurance contract. One will undertake the following legal liabilities in case of involving in the insurance fraud: 15 /& R
AR AN, W R AR RIRVERS A0 LU R VA R DT

Criminal Liabilities One engaging in the criminal activities of insurance fraud can be subject to criminal penalties, including criminal detention, fixed-term
imprisonment, combined with criminal fine or confiscation of property. The appraiser and certifier of the insurance accident providing the false documentary
evidences and the conditions for others to engage in the insurance fraud will be dealt with as an accomplice. [JF|#5(F ] BAT MG VERILIRIESD, W HEL 254
B AWGE, IFAL T el BIU ™ IS STE . PRSI S e A IE SRR AR B TE B SO, oAt NVESRIR L2 R 10, LARES VRS TR IS0 1R AL .
Administrative Liabilities If the insurance fraud activities can’t constitute a crime, the one may be subject to the administrative penalties of 15 days of
administrative detention, a fine of less than RMB 5,000. The appraiser and certifier of the insurance accident providing the false documentary evidences and the
conditions for others to engage in the insurance fraud will be subject to the corresponding administrative penalties. [4/7E(FTE Y BEAT IR VERIESD, MARIRIE
Jefy, AR Z 15 H LA R . 500070 LA R YR IATBAL . CRIG BN S N UEB N OGBS BLRE IR BV TE R SCIF, At NVEYRAR B2 A1, B2 2 BIAHRL
ATBAL T .

Civil Liabilities If one fails to fulfill the obligation of disclosure on purpose or due to gross negligence or there are other insurance fraud activities, the
insurer/Service Center may not pay the insurance reimbursement or benefits. [ 3 54T 1 o sk PR 8 KIS 2k R AT Anse &5 51 X 55, sAFE ARG IVEAT v, f2
W8 2 w55 Hh L BT BE AN ARG 2% B 45 (R I 2 R BT

| hereby declare the above answers and all materials submitted by me are true and correct without false statement and gross omission. | have read and
acknowledged Anti- insurance Fraud Prompt. Insurer/Service Center is entitled to refuse to pay the insurance reimbursement and pursue the corresponding
legal liabilities in case of false statement or concealment. A4 A7 W] EIR3E 2%, JeAR NSRGE— D) R e A m s, IR0 el Kidthe, H 2 Bstmee (R
W SRERVESRR) A REAB R I 00, (R 2 w55 v O A LA A R I 5 2% 4 V208 T2 BT

Our direct billing providers are not representatives of MSH CHINA. They merely provide a convenient service for our members by sending the bills direct to us for
direct settlement. It is NOT their responsibility to determine if certain treatments are covered under your specific health plan, meaning that certain charges may
not be covered due to reasons such as the treatment is excluded under the Policy, you’ ve already exceed the maximum benefit for the policy year, or a policy
co-pay was not paid during the visit---etc. In such cases, the hospital will charge you directly.If we have already paid on your behalf, we will ask for
reimbursement from you. MSH %5211/ 45 B2 A EMSH CHINA [T, AR B R BE T (BT IR SS,  Joid i s i e R oo 75 B o i FE vy
TiH . —SetBu0 T, A CRR TR AN 55 58 7h 7 T H Bl AR O BRI 3% F 200k B ORI AR B2 de e L BR, S I3E — (RIS B 7 98 F P e E VARG . a3k
T, BEBEH EE SR RN O ENES AR ST ERE, AT 2R G L A RIS X iz 9 H .

| authorize any physician, medical institution, druggist, insurance company, employer, labor union, or organization or individual to release information to the
Service Center including copies of records, concerning advice, care or treatment provided to me or my dependent as is required to properly pay all benefits, if
any, due me, or my dependent for this claim. | fully understand: without such information may have an effect on the benefits to which | and my dependants may
be entitled. The Service Center may also be unable to process the claims of my dependants and me and serve the medical needs of my dependants and me
without access to some or all of the information requested. All information collected in this process will only be used within the scope of the health policy and may
not be released to any other party without the written my consent. If this claim is direct billed, | acknowledge that | am responsible for any fees that my insurance
policy does not cover. A photocopy of this authorization shall be considered as effective and valid as the original.
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Patient's Signature:

BEAEF

Date H#i: MMH/ DDH/ YY4E




Claim Form - Part B Medical Information
HREHER - B H9 BT ER

Please note: A photocopy of the medical record(s) from the outpatient visit(s) may replace Part B of this Claim Form. Please
submit discharge summary if it is an inpatient claim.
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2. Medical Information - To be Completed by the Treating Physician Ej7{s 8 - ER7T EIfHE

Chief Complaint ¥ iff:

The First Time you note the condition or symptom & & — K & BRI a8 A SRR

Physical Examination {4
Lab Tests and Results {h56 f 45 F:

Other Exams and Results JAh 25 &% 45 5

Diagnosis/Impression 2 W/E[1 %

Details of treatment provided 77 1 ifi :

MedicationZi#i497 (Medication name(s) and dosage(s) 47 & A4 77D

O Checkup Ak O Immunization 745 ¥
O Therapy #7 O Acupuncture £F%&

O OperationFA (Operation name and time FAR %k & a]) O fsk4: ™ Maternity

Description of Medical Procedure BE§7 %t F B4 Charges ¥#

Consultation fee(s) 277 %

Drug fee(s) 2%

Lab test fee(s) 54 = (1% 5%

Exam fee(s) o

Acupuncture fee(s)¥t % %

Therapy fee(s) Bj7 %%

Others A

Total it

Signature of Treating Physician 7477 [ /4£:2544: Date H#: MMA/ DDH/ YY4

*Please send this completed Claim Form, along with the photocopy of the patient’s valid picture ID card / Passport & insurance card, original
Invoice(s)/Receipt(s), photocopy of your medical record, prescription (if any) and discharge summary (for inpatient claims), to the Service Center with in 180
days.
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Submit Claims to Direct Billing Claim Department  F i %} 273% 25 BLASHERI 35
5F, Building 9, Lujiazui Software Park, Lane 91, E Shan Road, Pudong, Shanghai, P.R.C 200127
L AR L B QL TR Bl KW IR 9 S LSS Z MR 200127
Tel: +86 21 6187 0220 « Fax: +86 21 6160 0208 « Email: networkclaims@mshasia.com




