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Claim Form for Direct Billing
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Note: Direct billing is limited to the covered medical expenses that we have paid on your behalf for this service. You will have to refund us for any medical
expenses outside of the insurance coverage, medical expenses in excess of relevant benefit limits, medical expenses that have a co-payment for the insured
or any payments you have to make but were not collected by the hospital. Any premiums that are in arrears will also be deducted from the benefit payment.
You have been notified, and you agree that we will debit your bank account (details provided above) for the medical expenses that we have paid and that you
have to refund to us.
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will carry the following liabilities:
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Imprisonment and other penalties such as a fines or confiscation of personal property. Appraisers or withesses of an incident who intentionally provide false
documents or information to allow others to defraud the insurer will be treated as accomplices in the insurance fraud.
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If an applicant fails to provide true

This insurance agreement is formed on the basis of integrity. Any suspicion of insurance fraud
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crime will be subject to administrative punishment such as detention of up to 15 days or a fine of up to RMB 5 000. Appraisers or withesses of an incident who
Intentionally provide false documents or information to allow others to defraud the insurer will be treated as accomplices in the insurance fraud.
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statements, either intentionally or due to gross negligence, the insurer will not reimburse or pay insurance benefits.
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|, as the insured (or his/her guardian), confirm that the mformatlon in the application (including medical information and settlement amount) is authentic, and | have
read the Anti-lnsurance Fraud Tips. Hereby | agree that Ping An Health may request to hold or get to know my health and medical records, or by itself or entrusting
a third-party investigation institution, collect my personal health and medical data from relevant persons, medical institutions or other organizations that have pro-
vided or are going to provide medical services to me. The above-mentioned information collected by Ping An Health may be used and stored by and disclosed
to my employer or other authorized entities for the purpose of compensation assessment and medical insurance. If | am an insured of Ping An Group and its part-
ners, | will also authorize that Ping An Group and its partners can require that relevant persons, medical institutions or other groups having or understanding my
health and medical records and who have treated or will treat me disclose health and medical related information to Ping An Group and its partners. The
above-mentioned information collected by Ping An Group and its partners can be used, stored, and disclosed to other authorized entities for the purpose of claim
assessment and medical insurance. | have known that the direct billing service is an upfront payment limited to the covered medical expenses that occur in this
visit. In case of medical expenses uncovered by the insurance liabilities, medical expenses exceeding the corresponding upper limits, medical expenses that shall
be paid by me at certain co-pay ratio, or premiums in arrears that shall be deducted from the benefit payment, if they shall be borne by me yet the hospital has
not collected them from me, | shall assume the cost. A photocopy of this authorization shall have the same force as the original.
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HEVREAIEE: To be completed by the attending physician:
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