Schedule of Benefits

REENE

This Schedule of Benefits and Policy Face Page forms part of the health insurance Policy and is a summary
outline of the benefits payable under the Policy. All benefits described are subject to the definitions, limitations,
exclusions, and provisions of the Policy Face Page and the Schedule of Benefits. All amounts are shown in USD.

FREBEMNREAREEMEAETRERZARAR , BR TAZRTHERNBECH. MELBENDERER
REMAREENRCEL., REIFZME, RERIMSZKORFA. AEKHENENET,

The following benefits are per person per Policy Period and subject to the Plan Participant’s Policy Period
Deductible. After satisfaction of the Policy Period Deductible, Insurer will pay the eligible benefits set forth in this
Schedule at the Allowable Charge, which is defined as Usual, Customary, and Reasonable (UCR). This is the
lower of: a) the Provider's usual charge for furnishing the treatment, service or supply; or b) the charge
determined by the Insurer to be the general rate charged by the others who render or furnish such treatments,
services or supplies to persons who reside in the same country and whose Injury or lliness is comparable in
nature and severity.

UTBUBRRRAESMEPEANENZRTHERRAREFEANREH, THARREFENNFREHSE
RENAFREZRRENRINSENTRA, IRZANEL N ERNRFEKF (UCR). LI U THIEA
PRIENIKD : a) B HEERAET. REILFTROTEA ; )RELBINENEMEST SREEEEER -1
ERMXBZAREBERNEERUARBHLIOET. BRSRLFERBEBER.

Benefits will be paid on a Usual, Customary, and Reasonable basis, subject to Policy exclusions, limitations and
conditions, for the charges listed, if they are; incurred as a result of lliness or Accidental bodily injury, under the
care of a Physician, Medically Necessary; ordered by a Physician; and delivered in an appropriate medical
setting.

FERNNIEZTNFEEXRS. BEAGHE, ZHTRERERAREBH. HERBRZAFRN S FHRH5E
 BNETAFHEMEY, FHTTSENETATHRA,



GENERAL FEATURES AND PLAN SPECIFICATIONS

—BASE ST RIB AR
U.S. Provider Network Aetna
EEETERSMSE Aetna
Annual Maximum Unlimited
FRE ToBR &l
Lifetime Maximum Unlimited
& SR TR
Outside U.S. and U.S. Out-of-
U.S. In-Network Network
SEUANZERERN XEFEMEAN
100% UCR 80% UCR
100% &M UL 52 K F 80% EH K ek T
Plan Coinsurance
. OR
RIS AF 5l
80% UCR 60%UCR
80% E MU T KT 60% FE UL B K F
Overall Individual Deductible Op;[zn = U;D 0 USD;OO
=1 iz 0ETT 500% 7T
AAES R B & &
. ;‘ggﬂ;ﬁ?;?f;’%g - Option 2: USD250 USD500
2 _ —
a A2 250% 7T 500% 7T
Office Visit Co-payment, including Student Health Center UsSD 25 USD 50
BRARH , A/FLEREDPL 25% T 50% T

Emergency Room Deductible

BYERE#

USD250 per Occurrence

(waived if admitted) BIREH250%T
(TERATEALERAER)
USD6,350

Out-of-Pocket-Maximum (excluding deductible) Unlimited
BEENRE 6,350% 7T Fo Rl

( RIEFERA )
Pre-Existing Conditions Covered for Policy Periods of 120 Days or More
BEAAE W F120 KR MR B ER
Residence Country Coverage Up to USD1,000 per Policy Period
BEERE SMREHE & S1,000% 7T
Area of Coverage Worldwide
RESEE IR




PLAN REIMBURSEMENT

Covered Services and Benefit Levels:
Subject to Deductible, Coinsurance, Co-payments, and Benefit TR

Maximum. Once the Annual Out-of-Pocket Maximum
BRRSEER (Coinsurance Maximum) is met, the Plan
reimbursement is 100%

ERTREM , AN, BNSARAEERN SR B ARG ( B TLE IR ) I L 10006054

Outside U.S. and
U.S. In-Network

XEMSNAXERER

U.S. Out-of- Network
ZEFEREA

HOSPITALIZATION AND INPATIENT BENEFITS {EBt&fr

Inpatient Expense

A

e Room and Board (semi-private room)
HENER (XABE )

. Intensive Care/Cardiac Care
BREK 0B

. Inpatient Consultation (Physician or Specialist)
FERET (EREMRER )

e  Use of operation room and recovery room;
FREMEFENEA ;

e Al medicines listed in the U.S. Pharmacopoeia or 80% UCR 60% UCR
National Formulary; 80% MU BKT 60% HH UL BKT
FBESIA (ZEEHASERLSE) BHR ;

. Blood transfusions, blood plasma, blood plasma
expanders, and all related testing, components,
equipment and services;

Wi, MR, mRmRBAKTIMPTERXNRE, A4,
BREREBS ;

e  Respiratory therapy rendered by a Physician or
registered respiratory therapist;

B B 4 SRR M I R O6 7 U B 1T B9 IR AT

Surgical Expense

FREM

e Inpatient Surgery or Procedure

ERFARSETT

e  Assistant Surgeon and Anesthesiologist
BYIRSN TS 4 SR BRI 80% UCR 60% UCR

e Surgical dressings; 80% HH UK FEKFE 60% HHULTEKFE
SABHEH

e Reconstructive Surgery
EEFR




Covered Services and Benefit Levels:

Subject to Deductible, Coinsurance, Co-payments, and Benefit
Maximum.

RRBFRER
EFRTRES , AFHH , BEFTURAERN

Diagnostic Tests and Procedures

1700 =D bad

e MRI, PET and CT Scans, X-Rays, Pathology, Laboratory,
Echocardiography, Ultrasound, Endoscopy (e.g.
gastroscopy, colonoscopy, cystoscopy)

BEHAIRRE, ERFRAMERAMER CT A, X k&
", RESN. LR, BEOHE, BEFRREUARNE
BRE (NBR. MRENBERE )

PLAN REIMBURSEMENT

Once the Annual Out-of-Pocket Maximum
(Coinsurance Maximum) is met, the Plan
reimbursement is 100%

Outside U.S. and
U.S. In-Network

XEMSNAXERER

80% UCR
80% HHUWFEAKF

OUTPATIENT BENEFITS {13477

Outpatient or Ambulatory Surgery
MEZRIILFR

e  Outpatient or Ambulatory Surgery
MLHITEFR

. Outpatient Surgeon Expense
MZAREERA

e  Anesthesia, Drugs, Medications

FREE, ZAYIESm

Outpatient Physician Visit
M Em

General Practitioner or Specialist
EBEMHER

Urgent Care Center

2 H

Diagnostic Tests and Procedures

N B FETT

e MRI, PET and CT Scans, X-Rays, Pathology, Laboratory,
Echocardiography, Ultrasound, Endoscopy (e.g.
gastroscopy, colonoscopy, cystoscopy)

BEAREE, ERFRAFMERER CT A, X k&
".OREST. Lk, BELHE, BEREEURAR
BRE (NMBH. BENBERE )

80% UCR
80% HHUWFKF

80% UCR
80% EH UK Z&KF

80% UCR
80% EM W TR F

LHEFANRM ( BFHLHIRERE ) 5, 10098

U.S. Out-of- Network

XEFRALEHN

60% UCR
60% HEHUFEKF

60% UCR
60% HHUFEKF

60% UCR
60% FEH UK ZRKF

60% UCR
60% AU TR F




Covered Services and Benefit Levels:

Subject to Deductible, Coinsurance, Co-payments, and Benefit
Maximum.

RRBFRER
EFRTRES , AFHH , BEFTURAERN

Prescription Drugs

5%

e Includes Contraceptives

RERRY

Diabetic Medical Supplies

MRBEST IR %

PLAN REIMBURSEMENT
RN

Once the Annual Out-of-Pocket Maximum
(Coinsurance Maximum) is met, the Plan
reimbursement is 100%

LHEFANRM ( BFHLHIRERE ) 5, 10098

Outside U.S. and
U.S. In-Network

XEMSNAXERER

U.S. Out-of- Network
ZEFEREA

80% UCR
80% HHUWFEAKF

60% UCR
60% HEHUFEKF

. Up to 31-day supply per prescription
MRS 31 X

Includes Insulin Pumps and associated supplies

BRRSERREXAR

Therapeutic Services, Physiotherapy

ByTHRSS , METE

80% UCR
80% HHUWFEAKF

60% UCR
60% HEHUFEKF

USD7,500 Maximum per Policy Period
MR EHERE7,500% T

Physical Therapy, Chiropractic, Occupational Therapy, Vocational
Speech Therapy, only when prescribed by a Physician

ZEBHNYIESLT. BHES, BT ENRIBESERAIT,

Homeopathic Care and Acupuncture

IS ENE R

80% UCR
80% HHUWFEKF

60% UCR
60% HHUFEKF

USD?70 per visit, maximum 30 visits per Policy Period
per injury or lliness

BMREBEABRBHIRERRS 30 AL, BRT0ET

Treatment for a covered illness

AMREIRRETT

80% UCR
80% FEH UK 2K F

60% UCR
60% FEH UK ZRKF

USD500 Maximum per Policy Period
MR EHE REI500% T




PLAN REIMBURSEMENT

Covered Services and Benefit Levels:
Subject to Deductible, Coinsurance, Co-payments, and Benefit TR

Maximum. Once the Annual Out-of-Pocket Maximum
BRRSEER (Coinsurance Maximum) is met, the Plan
reimbursement is 100%

ERTREM , AN, BNSARAEERN SR B ARG ( B TLE IR ) I L 10006054

Outside U.S. and
U.S. In-Network

XEMSNAXERER

U.S. Out-of- Network
XEFEMERA

Preventive Care and Annual Exams

HREENEE SR

Child Wellness: JLEf2ER :
e Includes child immunizations and routine medical exams
B\ EREERNEAERZRE
e 0-12 months of age — maximum 9 visits
0-12 MAFIRER , EBR9R
. Up to 18 years — Annual visit
ZE18FF - BF X
Adult Wellness: B AREE :

e Adult Female and Male Examinations, Mammograms and
Immunizations

HELZEEBHRERE , AEXANEEEN
Covered on an Annual Exam Basis (USD100 per policy)
—F-R (BREFELI00ET )

100% UCR 80% UCR
100% EH UK Z-AKF 80% HHL UK 2% KT

SPECIAL COVERAGES % #k&57

Chemotherapy, Radiotherapy
1tyr, Byr

e  Coverage for chemotherapy and radiotherapy 80% UCR 60% UCR
L57 MBI RE 80% EH U FEKF 60% FEHUFEKF

Mental Health
BHRE

Inpatient benefit to treat a covered diagnosis

AT ARG WFTIEZETT BB R R 80% UCR 60% UCR
Outpatient treatment 80% HHLZKF 60% EHRKTRAKF
183877

Alcohol and Drug Abuse
ERAZ kR

e  Rehabilitative treatment only 80% UCR 60% UCR
X PR AT BT 80% EH U FEAKF 60% FEH W FTAKF




Covered Services and Bengefit Levels:

Subject to Deductible, Coinsurance, Co-payments, and Benefit
Maximum.

RRBFRER
EFRTRES , AFHH , BEFTURAERN

Durable Medical Equipment
WRABETRE

Reimbursement of rental up to purchase price

HERASZSUMERANRE

Home Health Care

RERRIE

PLAN REIMBURSEMENT
RN

Once the Annual Out-of-Pocket Maximum
(Coinsurance Maximum) is met, the Plan
reimbursement is 100%

LHEFANRM ( BFHLHIRERE ) 5, 100%8E

Outside U.S. and
U.S. In-Network

XEMSNAXERER

U.S. Out-of- Network
XEFEMERA

80% UCR
80% EH UK ZRAKF

60% UCR
60% FH UL 2R K

USD10,000 Maximum Benefit per Policy Period
MR EHE RET10,000% T

Private Duty Nursing, Skilled Nursing, Visiting Nurse, Home Health
Nursing

BAPE, TLPE, RSP TURRERRPE

Hospice Care

B T

Covered services are available in home, outpatient and inpatient
settings up to the amount listed on the Schedule of Benefits.
Admission to a hospice program is made on the basis of patient and
family need.

ARBSAERT., NERERREYR , EREREBANRDIANE
M. ARERAREREREFEREXIRS.

Extended Care / Inpatient Rehabilitation

ESFB/ERES

80% UCR
80% HHUWFEAKF

60% UCR
60% HEH W FEKF

120 Days Maximum per Policy Period
EMREME LR 120 X

80% UCR
80% EH UK ZRKF

60% UCR
60% FH UL 2R K

Inpatient Lifetime Maximum Benefit: 45 Days
K BERRM : 45 X
QOutpatient Lifetime Maximum Benefit: USD5,000
£ 5112 : 5,000% T

Must be confined to extended care facility immediately following a
Hospital stay.

MIT B fE L RS N REATT

80% UCR
80% EM W FAKF

60% UCR
60% EH WK FAKF

45 Days Maximum per Policy Period
BMREME LR 45 X




Covered Services and Bengefit Levels:

Subject to Deductible, Coinsurance, Co-payments, and Benefit
Maximum.

RRBFRER
EFRTRES , AFHH , BEFTURAERN

Sports and Leisure Activities
B A REES

Injuries arising from participation in intercollegiate, interscholastic,
intramural, or club sports

SRR, RARERREPIZZ S HOBRE

HIV, AIDS
HRAE, R

Human Immunodeficiency Virus (HIV), Acquired Immunodeficiency
Syndrome (AIDS), AIDS Related Complex (ARC), Sexually
transmitted diseases and all related conditions

NS ERIAFE RRRE). REURBERBEEE 30HK).
HFHR R EE (ARC), HEABRBNATAEFER

e  Treatment available if condition is not pre-existing

X BRIEBLAEER 1B HESATT

Maternity
EE

. Normal delivery including prenatal care, postnatal care
and complications of pregnancy.

EESBBEFGFE, ~EPEMEIR-ERE,
. Newborn Infant Care

e L

PLAN REIMBURSEMENT
RN

Once the Annual Out-of-Pocket Maximum
(Coinsurance Maximum) is met, the Plan
reimbursement is 100%

LHEFANRM ( BFHLHIRERE ) 5, 100%8E

Outside U.S. and
U.S. In-Network

XEMSNAXERER

U.S. Out-of- Network
XEFEMERA

80% UCR
80% EH UK Z&AKF

60% UCR
60% FHUL 2R KT

80% UCR 60% UCR
80% EH UK ZRAKF 60% FHUL 2R KT
80% UCR 60% UCR
80% EH U FKF 60% FEHULFRKF

EMERGENCY COVERAGES R&&A5T

Ambulance Services

ek e

e  Emergency Local Ground Ambulance
L ESRKPFE
e  Emergency Air Ambulance -Pre-authorization Required

RRZEPRP (BRELEEN)

100% UCR
100% EH WA F




Covered Services and Bengefit Levels:

Subject to Deductible, Coinsurance, Co-payments, and Benefit
Maximum.

RRBFRER
EFRTRES , AFHH , BEFTURAERN

Emergency Room
RUE

Deductible waived if admitted
(RBFTERATRRVERAER)

Emergency Dental Care

REFRbarr

Limited to accidental injury of sound natural teeth sustained while
covered under the policy

RERENRTREZZIMIEMZ R BARN KRG EAETTHT
WNRSETTAEE

Palliative Dental Care

FRhEEATT

PLAN REIMBURSEMENT
RN

Once the Annual Out-of-Pocket Maximum
(Coinsurance Maximum) is met, the Plan
reimbursement is 100%

LHEFANRM ( BFHLHIRERE ) 5, 100%8E

Outside U.S. and
U.S. In-Network

XEMSNAXERER

U.S. Out-of- Network
XEFEMERA

100% UCR after Deductible
100% EHRKFKT (HFRRBHE )

100% UCR
100% FEH WK FKF

USD300 Maximum Benefit per Tooth
BT NBRE 300 ET

Emergency treatment for relief of dental pain
ERFRIERTT

Motor Vehicle Accident

B EEH

80% UCR
80% HHUWFKF

60% UCR
60% HH W FEKF

USD600 Maximum Benefit per Policy Period
MR % HE BRE6003% T

Injuries caused from motor vehicle accidents

B FEHERAIRT

80% UCR
80% EH UK ZRKF

60% UCR
60% FHHUL 2R KT




Covered Services and Benefit Levels:

Subject to Deductible, Coinsurance, Co-payments, and Benefit

Maximum.

RRBFRER
EFRTRES , AFHH , BEFTURAERN

PLAN REIMBURSEMENT
RN

Once the Annual Out-of-Pocket Maximum
(Coinsurance Maximum) is met, the Plan
reimbursement is 100%

YHEFENRM (ANLHIRERM ) 5 , 1009851

Outside U.S. and
U.S. In-Network

XEMAAXEMER

U.S. Out-of- Network
XEFEMERA

Additional Benefits

Bt b2 Al

Passport Recovery

FRRE

USD750 per Policy Period
BNMRERET750% T

Lost Baggage

TERX

e Loss Baggage Expense reimbursement due to flight delays
PRI EEIRE R T =R A R A I 42

USD200 per Item
BH#H1TZ200% T
USD500 per Policy Period
MR 2 1 E BREI500% T
USD100 Deductible applies
S IEE R 100% T

ATM Safe
ATM 2%

Provides lost cash replacement for losses occurring during a
robbery at an ATM.

JEERE ATM PR EIE RN AR K.

USD500 per Occurrence
BIREM500% T

Medical Evacuation and Repatriation

USD300,000 Maximum Benefit per Policy Period

Er iz iEiE &M% % 58 BR#1300,000% T

Return of Mortal Remains USD50,000 Maximum Benefit
RkiEE PRE50,0003% 5T

Accidental Death and Dismemberment USD30,000 Maximum Benefit
EHNIFET R A5%% FR#I 30,000 7T
Compassionate Care Visit USD1,000 Maximum Benefit per Policy Period
B ERT HMREHEPRH1,000%E T

War and Terrorism Included

SR E L a8




Covered Services and Benefit Levels:

Subject to Deductible, Coinsurance, Co-payments, and
Benefit Maximum.

ERBESEER
FRTEEH , BYLA , ANFCARRERN

PLAN REIMBURSEMENT
RIS

Once the Annual Out-of-Pocket Maximum (Coinsurance
Maximum) is met, the Plan reimbursement is 100%

HHBEFANREA ( AFLARSRE ) /5 . 100%8K4

Outside U.S. and U.S. Out-of- Network
U.S. In-Network EEREMEH
_ _ M4
ZEMSNNEZERER
Accidental Death and Dismemberment BSSET- R 4%
Principal Sum for Primary Plan Participant USD30,000
WARBE A BRI 30,000% 7T
Coverage Period after Accident Within 90 days
EAREATRIR 90 XM
Loss of: Benefit: Percentage of Principal Sum
BE: FBA  AMREES L
e Accidental Death
100%
BT 00%
e Loss of Both Hands or Feet, or Loss of Entire Sight of Both
Eyes 100%
T SR XX R XXM R XX AR 2% B
e Loss of One Hand and One Foot
100%
BE—RFN—R ’
e Loss of One Hand or Foot and Entire Sight of One Eye
100%
#h— RER— R A BRKS ’
e Loss of One Hand or Foot
50%
BEA—RFH-—R ’
e Loss of Sight of One Eye
50%
LY:PY: ’
e Quadriplegia
100%
uefie 3 ’
e Paraplegia (total paralysis of both lower limbs)
75%
B ( TRESM®E ) ’
o Hemiplegia (total paralysis of upper and lower limbs of one
side of body) 50%
RIE ( B —MH LTS5 )
e Uniplegia (total paralysis of one limb)
-~ 25%
B (S —U LR TRE SRS ) ’




