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ALLTRUST INSURANCE COMPANY LIMITED

Insurance Without Borders™

Pre-Authorization Request Form

HTRR

COMPLETION OF ALL FIELDS BELOW IS REQUIRED TO PROCESS THIS AUTHORIZATION REQUES. =X B&#ZAL, EhBIsBHMIEAT U TRRE .

If not a medical emergency as defined by your policy contract, you must wait until you have a written authorization from GBG Assist before proceeding with any
procedure requiring pre-authorization. Please see your policy for a list of those procedures, or visit www.gbg.com. Otherwise, penalty co-pay will apply to your claims,
and the provider may decline to direct bill us.

NG RIZRCGE AR RS B E I RARGYT, WIFRAEUCE] GBG Assist FRAH LR R J5 A4 W #E4T . AT LLZHEACER & IR B7E GBG Mk www.gbg.com b 7% 2
it PR BNEIT IR . BN, BORN T ESUTHE R AL TG, JF H WS EAT EEBE W e tE L P EAT IR ST, 5 S

Section A. Patient information please write legibly 7% A {& &

Name (Last, First, MI): Alias:

P4 GIES

Date of Birth (MM/DD/YY) : Policy ID Number:
AR CAIEAE - RE 555
Contact Email: Phone Number:
S48 - Ik R HLi -

Diagnosis, Symptom, or Complaint (medical necessity for requested procedure):
ST W, EIRELEVR (RIEHRITILEN)

Is the patient having surgery? & A HiHEFAL? [ Yes =2 [J No &

Is the patient being admitted to the hospital overnight? If yes, expected number of days / duration: [] Yes =& I No 7
RN BRI S? (R 2”7 S MATHERRED -

Procedure or treatment name:
HEIRYT I H AR

Expected date of surgery or inpatient admission (MM/DD/YY):
Bt FARTERER I CI/EAR -

Anticipated type of delivery (for maternity admissions only): [] Vaginal Jlii’= [ Cesarean Section ¥/
Tk 07 8 R RAEREIRE D -

Estimated cost : Currency :

vt 2 Vigitk

Hospital/Facility : Physician/Surgeon:

BEBEIBETT MU 44 5 - WRHAMEHE A 4 -

Hospital location: Tax ID Number (USA Doctors Only):
% B bk« Bis (EEER) -

First date injury, illness, or accident occurred (MM/DD/YY) :
25, A, BERANRAER R (IR -

Describe how accident occurred if applicable :

WEHR], IR AN R A

First date you ever received treatment this condition (MM/DD/YY):
T8 LR G IR U — s B D (TR -

Describe previous treatment(s) received for this condition, if any, including dates (ex. medicines, consult, surgery, hospitalizations):
VAR R R R4 Z AR TVRST, Bz st TR EBEIRIT TR AN H Y

Section B. Physician information 445 8

Physician/ Surgeon Name: Tax ID Number (USA Doctors Only):
FIRBEAESRHE A s (NREEER -
Address :
bk
Telephone Number: Email:
i s 5 b b«
PLEASE ATTACH ANY AVAILABLE INITIAL EXAM AND/ OR DIAGNOSTIC REPORTS TO SUPPORT THE MEDICAL NECESSITY OF THIS
REQUEST.

i B o AT/ B2 W UE B A S DAIE B L R T A0 B

Section C. Signature 254%:

Any person who knowingly files a statement of claim containing any misrepresentation or any false, incomplete or misleading information
may be guilty of a criminal act punishable under law and may be subject to civil penalties.
EAARMRESSHESEAALERRERER, AeBRRFEEEN, BARBTAFLREERAAEL, HTRZIIRFL.

Signature %4 : Date %22 F# -

If you have any inquires on the pre-authorization, please feel free to contact us through following hotline which you can find on the back side of your membership card.
HHENBRAGEMASER, BENERT U TRALHTEHE. BETUEENS A REEIRIUTHRERRTR.

Mainland China: 400-816-9300 U.S and Canada: 1-866-914-5333 Rest of the world: 1-905-669-4920

HrE KR HIX . 400-816-9300 EEAMMER: 1-866-914-5333 HAt X - 1-905-669-4920



