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ALLTRUST INSURANCE COMPANY LIMITED

Alltrust-GBG UniCare Student Insurance Claim Form
XKi-GBG EXFIMFERRERERER

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. Claims Services recommend claims to be submitted within one hundred eighty days (180) after first day of treatment.

REEHES RS VEREZLEHE LA GBGC REFRER , B FEEERR, FAREREZE , ERTEA KT R RIS ML
FEM T ik, BRRSHOBNIEATERGEN (180 ) XK, RREXEBHRE,

*GBG China Claim contact information *GBG P E BB RER :
Shanghai Claims Center: Suite 2104,SCG Datang International Plaza, 868 Yinghua Road, Shanghai 201204, P. R. China
EEBEFRS . EETERTXERE 868 SE T ABEERR 1% 2104 E BB4% 201204 ;

Tel E3.1F: 400-816-9300; Email B2 F-Hif #4: aicclaims@gbg.com; Claim Status Inquiry 32 k5 IR 25 & 1) aicclaims@gbg.com

*GBG is a Claims Service Center authorized by Allturst Insurance

*GBG R 7K B R L £ AX Y 5 AR S5 P /0y

Section 1: Policyholder Information 5 —&8% : IR AER

Name X {R A ES

Policy No. R 51 Member No. & R &

Current Resident Address and Country
YAUEHERREE Yt

E-Mail E& i3 Mobile Phone F#H51 Fax £

Is the Policyholder an Insured Member? 1ZR A BB RERA 2

o Yes 2 oNo&

Section 2: Applicant Information 8 =% : ABAFE

Section 2-A:Claimant Information 2-A X : ZERSEHE AR

Is this claim for a Primary or Dependent Insured? X)X IE R i€ A B T WRB AL ZHBHRBRA ?
o Primary Insured E#{RE& A , o Dependent Insured Fff /& 4R B A

Last Name First Name & Gender {31 o Male Passport/ID # B/ & {2 &
o Female &
Nationality El$§E Primary Insured’s School Name 34 All full time students must have a letter verifying full-time student status from their school’s
P LT registrar office at the beginning of each school year. & £ B HE 4 B ZHFZ0T ,
BTEEMZ LM EBUFTF B 2R ZEE G UFHBo

Section 2-B: Contact Information 2-B X : KR AER

Last Name 2 First Name % Gender #£5! o Male & Passport/ID 1 /& AT

o Female &
Residential Address JE ¥ ith i City Country B Zip Code HB4w
Mobile Phone FHl 51 Email ELHE

Section 2-C: Contact Information 2-C X : BERBKREAEFER

Last Name 2 First Name & Mobile Phone FH 513



mailto:aicclaims@gbg.com
mailto:aicclaims@gbg.com

711' 5" 7m mg F T% Fﬁ Rx TJﬁ ? ﬁﬁ —-ﬂj Insurance Hﬁr! Burg"

ALLTRUST INSURANCE COMPANY LIMITED

Section 3: Claim Information £E=&% : ERER

Was the claim for: ZEEREH : o Health By %<5 A If choose this, please complete Section 3-A. Z1iER I |, FHEE 3-A X,
o Non-Health IEEEFr 8<% A If choose this, please complete Section 3-B. ZER LI |, FHEE 3B X,

Section 3-A: Health Claim 3-A X : EEfT <K

Medical records are necessary for claim reviewing. If there are no medical records, please ask doctor to fill out blank space of section 3, put down his signature and have it
stamped by the hospital. GBG will deem the information as valid medical information. ( If you cannot provide required records, your claim application will be delayed or

rejected )

ERRAREREZAANME. BXEEPEN , FRERAERY BN AN EERA , AEEEHBREE=HY , ASBRERERST , TEY
FRNEZRER. (MELTZRHUFAEEH , SNERRTRSAFEERERIES )

Nature of illness/injury: BSE/Z4H1ER
Date illness/injury occurred: Time illness/injury occurred:
| SIS BRI

Where the illnessfinjury occurred: B/ : Please provide a detailed description of how the injury occurred:
EFARRZ BRI ROMEER

Name and address of doctor(s) and/or hospital(s) from which the treatment was received:

EERBZBCATRELE () AR/RERKN B P

If treatment was given in hospital as an inpatient please confirm the admission date and discharge date:

R BRER , W ERAMSHERE AN

Was the Emergency Assistance Company contacted: EEKR A RS ETFHIELT ? oVYes 2 oNo &

Was the Insured Person pregnant: #{& B A B EHFZ ? oYes 2 oNo & If yes, how many weeks? 1R 2 , fFZJLA ?
Is this claim for Maternity Name of Treating OB/GYN Date of Last Menstrual Period Estimated Delivery Date
treatment? EENELEF ERAGH =50/ 1 5 3
RREERRERTAS

AT? oYesR oNo&

The following treatments and or prescribed drugs were provided to me and the charges for each are listed below. (ATTACH ORIGINAL COPY OF RECEIPTS in order to
receive payment) SA T4 5 HFF B R ET RS MRS A HURERA (KRRRERERR, =K _EPTE R BEERK S FRE),

Date of Service 5857 Bk <5 B A

MM/DD/ YY B/B /5 Description of each service andfor prescribed drug R B E ST BRS M4k 5 2549 Cost 22 F Currency %

Total Amount Paid by Patient & H&# &1t
Total balance still due to provider RS EFT M EF ST

Has diagnosis and/or treatment for same condition or related condition been given previously? If so, state dates, results, kind of treatment, prescribed drugs and name of

doctor or facility: AR R B R MRARMBXMLMFAT ? WRA , HEH AN, SR, ATERE. L5750, UREEESRETIEEH

oYesg oNo&
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ALLTRUST INSURANCE COMPANY LIMITED

If treated in your Home Country for this condition/symptoms or a similar condition, indicate the treatment recommended/medication prescribed and date first treated

EERERTRTERAREROLHRAT ? RE , WEBHAM. SR, ATEE. 45%W. UREEEERETNERH

Section 3-B: Accident Death or Dismemberment Claim 3-B X : EAFET-RIGZRIER

Location of Accident Occurrance: Date/Time of Accident Occurance:

EHREMS BEHRERARIEE

Please detail the nature of how the accidental death or dismemberment occurred: IR ZAFFTRGBRN R ETRE :

Was journey organized by school 2 B &K A 4R Dates of journey: FRfTHHI :  From : To:
Yes 2 ONo & (DDIMM/YYYY, .. 01/08/2017)
Is the Injury Related to: TR BN T REER ? If due to a motor vehicle Accident, please list names of all drivers and Companies Insuring all drivers
_ and/or vehicles BRI ERMABRSBIGE , BFEEFMAMXERASERRERRAN
o School Sponsored Trip or Activity S #4843 FR1TER5E Zh =
REAREER

o During Practice or Play of an Intercollegiate Sport (Please provide
copy of School Injury Report) #RXPRIZ3) EE TR RIR LR ( BRHUZER
REMIEHRE )

o Sport or Activity Outside of School B ASNE I H5ES

o Motor Vehicle Accident (Please provide Police Report) #13h ZE &4k
BN (EREBSRE)

o Work-Related Injury 45

In the event of a fatality, a Death Certificate issued by a licensed authority must be obtained, with the original copy being submitted to GBG.
ERAET , BAFEBRRYX R ARIETUH RGRXE GBG.

Beneficiary Name (Last, First): BRESZRAMRS (&, §)

Relationship to the Late Insured: 5 B R AR R :

Address: Bx Rt 3t

City:38Th : Country:E=R :
Postal Code:#B4 : Email:BB5S :

Section 3-C: Non-Health Claim 3-C X : JEEEFT i< RE

Was journey organized by school R & # R4 41 Dates of journey: fR{TH :  From : To:

(DD/MM/YYYY, i.e. 01/08/2017)
oYesZ o No#&

Date of baggage loss: T2k HHA : Time: B4 :

Please provide a detailed description of how the loss occurred, including the location:

ERAHRITEIMTRRN , SF/BRER

Please confirm when the loss was reported and to which authority (e.g., police/airline/tour operator/hotel, etc.), including complete address and reference:

WHIAM B QB RRETEREN (S0 BRMZLRARTHEES ) SEEEN MU RSEMKIT
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ALLTRUST INSURANCE COMPANY LIMITED

If the loss relates to travellers cheques, cheques, cash, credit, bankers/charge card, provide date that the issuer was notified:

MEBETEHFIERTXE. XK. A&, GAF. 87F, BEMEAHRTAINEN

ITEM DETAILS ¥ S i¥ 15

Full description of item 1: ¥1 B 1iE 40N 4R :

Where purchased: {TH ]I - Date purchased (MM/DD/YY): B43E H ] :

Price paid: 323 & : Cost now: B B 4HME : Amount claimed: RS :
Full description of item 2: ¥1 B2i¥ A48 :

Where purchased: {31 §3E : Date purchased : X I AA -

Price paid: 14 &4 : Cost now: B BT 4HME : Amount claimed: RS &4

ADDITIONAL DOCUMENTS REQUIRED iS4 Bl R

- In the event of a personal baggage loss, all incidents MUST be reported to the local police within 24 hours. An incident number and loss report must be obtained and
submitted to International Claims Services.

-HREMATERX , AL AELUPMNARE L HRE , AXTRB—NEHREMNBERS , HEXLEGFERRS PO

- If the loss occurred at the airport or on the aircraft, the incident MUST be reported to the airline within 24 hours through an Incident Report. We require the Incident Report
to be sent with this claim form.

-MPBEREENZR UL , BEXAEXUDPHAETE4BREARZLTRE. RNEREXERHIFRNH EZOERRSE.
- Provide proof of the original purchase/ownership, i.e., receipts, bank/credit card statements, photographs, packaging, instructions manuals, valuations.
-ERGRAMEFELGES , MR, |TERFkE, BH, Gk, WHEFMR. HNE

- Please note that we may make a deduction on the claim if proof of purchase is not provided and/or if wear-and-tear is applicable.

- EEENRREREMIIS , R*NTRSERIERTREERPHRBIMNE.

LOSS OF PASSPORT 3 % %

Please confirm where the passport was lost: il #IAFF BRI #hE & :

Please provide details of the expenses incurred to replace the passport, including receipts: #i¥ MRS ERP RN EH , H/ERE :

ATM SAFE ATMZ £

Date of the loss occurred: ATM&RSF R & A4 : Time of the loss occurred: ATM& %5 R £ERTH :

Location of the loss occurred: ATMZE %5 R & #th & - Amount of the loss : X G & :

Section 4: Other Insurance Information £ ¥4 : HA{RERER

Does the Insured Member have other Insurance? #fRBE A B&HE | Is the Insurance a Health/Travel Insurance Plan? B4R B E B @ E/RIERE ?
HAtfRES 2 oYes oNo&

oYes oNo&

Other Insurance Company Name and Policyholder Name for Other Insurance Policy Number and Effective Date of Other Insurance
Address AR B BRA H AR RS SR 4 R B
HAtfRE 22 R B Bl b at

Is the Claimant Eligible for Medicare? EEMF AR AR BIFHEXE | Ifyes, Medicare ID Number £ 2 , W XHBRKIETREEINLRT
BR3BEST RRER ?

oVYes, PartA 2 , A% oVYes, PartC 2 , C 2%
oVYes, PartB 2 , B#4% oVYes, PartD 2 , D #4%
oNo &
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Section 5: Payment Information S8 H &84 : AKEE

Member will only be reimbursed if acceptable proof of payment is submitted with claim. R A BB R A LIAX A HRAARIER , A TRERE,
. For member: Acceptable proof of payment includes receipts from the Provider(s) and itemized billings noted for hospital or physicians.
NFRHRA . GRNARIENRBEEST SRR AN RIERER R EE AN KA
e  For US Hospital Charges: All hospital submissions must be itemized on a UB-92 form with proof of payment (box 54) completed.
HNTFXEERRA : MEERLMEBIFIA UB-92 RAKN S IMBAAREFT RN ARIER ( box 54 )
e  For US Physician charges: All physician submissions must be itemized on a HFCA/CMS-1500 form with proof of payment (box 29) completed
FNTFEBELERA : MAEEELFIRIFA HFCA/ICMS-1500 2= P I % BTEA 4 5 B 5 R AV BRIERR ( box 29 )

Make Payment To XA
o Member #H{REEA o Provider BE57 RS H44
If you Selected Other Mailing Address, Please Specify Address
EiEFMFER Myt |, WIEE Myt
If you selected Wire Transfer, please provide below information:
Send check and Explanation of Benefits (EOB) to: EREBECNR , FEAUATERATER
BXRERMENEBAL (E0B) BE !

Name of Bank FF P T2 1T & %5 :

o Mail to Member Address on Section 1 2F = 51| F 55 — B2 Y& ifl Name on Account 7 /= AZ£%

bk Account #/IBAN K& :

o Mailto Other Mailing Address 25 2 51| T H fth th 41t Routing Number (ABA) for Electronic Transfer,
o Send by Wire Transfer 850 43 and/or SWIFT code for Wire Transfers

4R1TEE MR (Routing/ABA Number) S4B 4T
SCRARES (SWIFT Code) :

Bank Address R 1TFF 4Tt -

Section 6: Certification and Signature 5384 : IFTARE R

| authorize any health care provider, medically related facility, health care plan, insurance company, and the Medical Information Bureau and their representatives to give
Alitrust Insurance Company, GBG or their agent’s any and all information, including complete medical history records and mental health and substance abuse records, for
consideration of this claim and all future claims. A photocopy of this form shall be just as valid as the original. | hereby certify that the above statements are complete and
correct to the best of my knowledge and that | am claiming benefits only for the charges incurred by the above named member.

BRREMESTRSHNE, EFEXIE, BE RRAF., NEFEERRMAMNORAREKEM=RERHARLE. GBG L IHWAEARMEM
EFBERER  @RZENETUHAELFNBEWERRERAGYIEE , MEZREBNRRFAEERSE, ZRERNENGNERERFEEEN .
BRI , RRERTHRBNFARMRREYR , EARRTBIEEN, B BRENERERY LR ERBRAFTENEM,

Claimant Signature Date
ERAEARESS A5
Parent/Guardian Signature if Insured Member is a minor Date
BHRRARRKREA , REBUP AFESH B4

FRAUD WARNING: 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. claim form.

REFREMRERE , RNRRERRAT , BEZAEREE. FTxBFARRSFENERFEFEERIBEERE.

Please submit copies of your current Passport and Student visa along with this Claim Form

AP RUAREFSTEOHSRERRRR—BEX



