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China Continent Property & Casualty Insurance Company Ltd.
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This document includes Schedule of Benefits and Endorsement to <Individual Health Insurance Policy (Version B 2024)>. It is a part of the agreement
between the Insurer and the Policyholder, and shall be read and understood together with <Individual Health Insurance Policy (Version B 2024)>. In
the event of any discrepancy, this document shall prevail. All other terms and conditions of the <Individual Health Insurance Policy (Version B 2024)>
remain in full force and effect.
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Policy Type: Greater China Plus Plan/ International Plus Plan (Worldwide excluding U.S. & Canada) / Worldwide Plan
AN NI 0 J6/MERBE: 12,000 TG H 58/ RBi: 30,000 Jo FlEE/{ERE: 50,000 7T A0
Individual Annual Deductible: RMB 0 / Inpatient: RMB 12,000/ Inpatient: RMB 30,000/ Inpatient: RMB 50,000

PRES: B AT ELA: 0%

Policy Co-pay: 0%

LG TR /2

Optional Outpatient Benefit: No / Yes

Al FEfE A 75 / 2,000 JG/5,000 G (AEFIE S % (REGF] 25 %)

Optional Supplementary Wellness Benefit: No / RMB 2,000 / RMB 5,000 (Benefit defined in the Schedule of Benefit)
EEMEM: &

Maternity Benefit: No

1.

KA NERREST R -AFRIAE OFEA B 350

Policy Rider Advanced Individual Health Plan B

B R b S5 45
Underwriting and Waiting Period:

P ORI N 7 22 BT AR

All Insured Persons are subject to medical underwriting.

A, BRAESE N ORIGER AP DR, AT ARG . FEORES A FLORR ST A BT ORI N SRt 2 W, B2 B W Elin T, B 254, 54

S IUREIR 9905 w403 10 AN - PG

Pre-existing condition is policy exclusion which will not be covered. Any lliness or Injury, physical or mental condition, for which an
Insured Person received any diagnosis, medical advice or treatment, or had taken any prescribed drug, or where distinct symptoms were
evident prior to the Effective Date will not be covered.

T RER AR OB ORI, AEBE& 172 M HA A BT RIS SUE M E IR R AE R H 2 30 RIVEERF, TR
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There is a 30 days waiting period for inpatient, outpatient & all other related benefits for all Insured Persons when first enrollment. (The
30 days waiting period will be waived if any Out-patient & Inpatient cases resulted from Accidental events treatment, Supplementary
Wellness Benefit)

AL AR TR, AU A 30 RJE A REMAA TR H /G 205 55 =75 R 5 S o v o RN R

Newborn infants should be subject to medical underwriting and can be added after 30 days.
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Greater China plus Plan provides full coverage up to Usual and Customary Charges in Mainland China, Hong Kong, Macaw and Taiwan;
Emergency coverage up to RMB 1,000,000 is covered outside Mainland China, Hong Kong, Macaw and Taiwan. Emergency coverage must be
approved by Third Party Service Provider.

TREE A BB ag (AFRERE E INER) SRR 45 OR o AR 55 75 4 BR R 3 [ &N R A/ 1) [l S FH 1 XA 28 19 745 -G 38 5 A5 451 7K P
(BT 2 FH SR ORI ORI DR Br AT 48 DR e N\ ek i 72 25 [ &N KISl L T IIERIT 98, Hoism BRI AR 1,000,000 Jt; %
BRI LA B 5 =07 IR 55 Sk v i) B2 7 W B LAG B A AT

International (Worldwide excluding U.S. & Canada) Plus Plan provides full coverage up to Usual and Customary Charges in all countries/areas
except U.S and Canada; Emergency coverage up to RMB 1,000,000 is covered in the U.S. and Canada. Emergency coverage must be approved
by Third Party Service Provider.

PRBS AT 2 BRORRETHRI A R B AR 56 7 4 3K B A7 1] SR - X AR 9 A% 388 183491 K ST (0 R 7 9% P R S8 S L IR T 2 B i IR
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Worldwide Plan provides full coverage up to Usual and Customary Charges in all countries/areas. Emergency coverage must be approved by
Third Party Service Provider.

FEDESTIREN RN L Dyt G 7 H A B 475 T B ST AL B 2 2 B TRV T AR, B ORI AL BRI B KA AT 5t 5 R R AR IR
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Medical services provided in connection with an Emergency. Which is defined as an injury or illness that'is acute, poses an immediate risk to a person's
life or long-term health and requires immediate medical intervention, which the Insured Person shall secure after the onset of such condition (or as
soon thereafter as care can be made available, but in any case not any later than twenty-four (24) hours after the onset).

3. XFAMRE 180 RN HIBLAI ISR, & #EAT IRAT IR M & .

For Chronic Conditions happened within 180 days after the policy start date, it will be subject to pre-existing investigation

4. ERMNMEEAT M B, —SE AT R ESTIE R RIIAR, 15 S0 B A PRI AL 51 3% R
There are specific terms related to the use of direct billing/services at'a few direct billing providers. Please refer to the "Direct Billing Providers
List" for details.

5. W TARBRORBEABEIREE N, E LN N ETHAR AR TIZFE R ST 2% F 100% 8 14 & 18 R K- FRIEST 2 . (FEFFEH T4
mLEAER, R aAERD
According to the Usual and Customary guideline, Worldwide Plan members have FULL coverage in the providers listed below. This can
also apply to Flexible Benefit, Supplementary Wellness Benefit.

XoF T H K i B R 6 398 i O / 18] o 1 e R P (R BRBRSEE RANEE R HIREORISG N, 72 DL R BRI 7 WAL R AR I 112 A e (1) B2 9T 2
100% )& 77 &8 H BB K P RBRST H .  (RIFESEH T A= i ZAa8 A, thrafd=ama)
According to the Usual and Customary guideline,
members have FULL coverage in the providers listed below. This can also apply to Flexible Benefit, Supplementary Wellness Benefit.

Xof T e K ity B2 R 5 398 i DR / ] o 1 i R B (R BRERSE E &N EER) HIAORIG N, 72 LR BT AL A AR I T 12 M e (1) B2 9 T 2%
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According to the Usual and Customary guideline,

members have NO coverage in the providers listed below. This can also apply to Flexible Benefit, Supplementary Wellness Benefit.

o [ ERIE TR (BROREEACF 2 E LR AL amEE e F SRt i LR BBt 20t 2 )L R
9]
New Century Medical Group in China(Except Tianjin New Century Women’s and Children’s Hospital & Beijing Eden Hospital & Qingdao
New Century Women'’s and Children’s Hospital & Chengdu New Century Woman’s and Children’s Hospital)

o AbEFIEEKER CHEHEX) ALK EESH. b MBEKREEER . REMBERER . FRBMEERER . 5w A
e K B2 97 H L
Beijing United Family Hospital(Jiangtai Road), United Family New Hope Clinical Center, Beijing United Family Rehabilitation Hospital,
Tianjin United Family Hospital, Qingdao United Family Hospital, Hainan Bo'ao United Family Medical Center

o HLERSTAENR (BREBIMUFEEI; BREVCE BT BT B L il Bk




ParkwayHealth Medical Group(In all cities except Hong Kong; Except All Parkway Shenton Clinics; Except Parkway Shanghai Hospital)
o FARITEPREST HL
Shanghai East International Medical Center
o SR LERITICE IR/ REE/ REZRIS /B / RKEC T bR/ RPN/ R/ Rk /m mt/ RKEEFR (S0S) RugH )
Raffles Medical Nanjing, Beijing, Tianjin, Tianjin Taida, Shenzhen, Dalian Clinic(Formerly International SOS Nanjing, Beijing, Tianjin, Tianjin
Taida, Shenzhen, Dalian Clinic)
o REE (WD
Hong Kong Adventist Hospital(Hong Kong)
o WIEEREE (FH
Matilda International Hospital (Hong Kong)
o FRMERE (FH
Hong Kong Sanatorium & Hospital(Hong Kong)

6. DR ERRH X A SLEER BB B R 212 (JEE12) WA AT 2493220 AR 5T (IR T T 12 REA H
fPEEBD  AHANA R BT T 245 i s 2 H
The insurer shall be liable the insurance liability for the doctor's fee, prescription drug fees for the subsequent visit (NOT eligible for first
consultation) of online consultation directly affiliated to public hospitals in Mainland China( Subject to Overall Outpatient Maximum and Policy
Co-pay) . Any forms of drug delivery fees will not be covered.

7. (MAERBETRK (B3, 2024 i) FK) Btk BT MSIRSMBELRR
<Individual Health Insurance Policy (Version B 2024)> Article 27: The Medical Provider Network
C(TD) REBEST RS ML AR 2% E AL

“B. Preferred Provider Network in the U.S. and Policy Co-payment outside the Network

FESRE, WORESE AR P48 BT U N B 52 IR YT s ARAE I 2% BRI AT N B S2 IR 11, R 5 2 b X 248 Ry LR P 3 AN A& 7K — B i 7K
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In the United States, the Insured is required to receive treatment from a/Network Provider. Outside the Preferred Provider Network, benefits are
payable according with the Usual and Customary Charges within the*Preferred Provider Network, and a Policy Co-payment outside the Network is
required to be paid by the Insured. The calculation is as follows “Benefits.amount calculated as per Article of “Insurance Benefit” in this Policy * (1-
Policy Co-payment outside the Network)”. Preferred Provider Network'in the U.S. and Policy Co-payment outside the Network are as follows:

1. MZEEEITHL

Preferred Provider Network

WILg BEIT LAY, 35 SR —ES7 M (First Health Providers) DL PR A\ 45 7€ 156 R HAD BT LAY o B DR IS NAE IR 2% BT WL R 2 VBT 1, AR
25 AT 0%,

This Tier consists of all First Health providers as well as other Preferred Providers designated by the Insurer and listed on the website. Policy Co-
payment outside the Network is 0%.

2. JEMILKERITHLI

Out-Of-Network
BRI NAS AT AEA T FL A 7 [ =2 B/ T BN B X8 BT LR 3 320697 40 AT FE AR 48 B T LA 32 1697 I, JAERI 2% B AT EE Dy
20%.
When network Provider was available within 30-mile (50 km) radius of where the Insured is staying in the U.S., the Policy Co-payment outside the
Network is 20%.

3. LRSI
Out-of-Market Area
ORI N R G J A 1t T [ =+ 9 L/ i BL N TE I 24 B 7 AT LAA) T E JE 9 2% BRIT BRI B2 ¥R 9T 1), JER 2% B AT EL AR 0%
When no network Providers located within a 30-mile (50 km) radius of where the Insured is staying in the U.S., the Policy Co-payment outside the
Network is 0%.”

ANTE F A LRES 77 o
Does not apply to this plan

P HoAt 2 3 S ARRE 40 I 73 O B FE AR 2T

All other terms and conditions of the Individual Health Insurance Policy remain in full force and effect.
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China Continent Insurance

KA NEBRETRE-RETHRIFIRR OBENA B 3D
Schedule of Benefits- Advanced Individual Health Plan B

A o) ARmM/N
Unit: RMB per Insured Person per Policy Year, unless stated otherwise.
TRESFELE: —4F

Policy year: One year

FERRRE. B BAERs, 288 ER

Annual Maximums, Deductibles, Policy Co-payment and Annual Out-Of-Pocket Co-payment Maximum

N SIN AN SN &R 2T SN

Insured Persons Insured Persons & Insured Dependents

A B e e DR 8,000,000 7

Overall Policy Year Maximum per Insured Person RMB 8,000,000

R ST LRR GRS SR

Overall Inpatient Maximum Up to Overall Policy Year Maximum per Insured Person

Fp Rt A iR & S B AR [ 40,000 JG
Greater China Plus Plan: RMB 40,000

ITi2EST LR | PRt frpE (ABRERSEE&INEEK) : 80,000 JG
Overall Outpatient Maximum International Plus Plan (Worldwide excluding U.S. & Canada): RMB 80,000

AER{RE: 80,000 JT
Worldwide Plan: RMB 80,000

0 7t /MERE: 12,000 JG/4ERE: 30,000 JG/{EKE: 50,000 JG

A AT A T . . .
B : B 12 : B : B
Individual Annual Deductible (per Policy Year) RMB 0/ Inpatient: RM ,000/ Inpatient: RMB 30,000/ Inpatient: RM
50,000
PRI B AT L 0%
Policy Co-payment after the Annual Deductible 0
B AT IR 7
Policy Year Out-Of-Pocket Co-payment Maximum None
e RMEZR AR
BT 12 By AR BT RFRD
Congenital Conditions, Birth Anomalies
(subject to Overall Inpatient Maximum or Overall Outpatient Maximum)
A G RIS AR YR T 2 60,000 G
All treatment costs for Congenital Conditions or birth anomalies RMB 60,000
& B ALEE R
(RRTTI2BEIT AERE =7 EIRD
Chronic Conditions
(subject to Overall Inpatient Maximum or Overall Outpatient Maximum)
A JRNB M ARE IR (19Y6 97 2% A USRI 2 A A v DR
All treatment costs for Chronic Conditions Covered up to Overall Policy Year Maximum
ERBIRATER
(BRF T2 BT AE R BT RFRD
Catastrophic llinesses
(subject to Overall Inpatient Maximum or Overall Outpatient Maximum)
HER TR

ExXUBEUHERCS 3o TR I

Major Organ Failure or Transplant




IR AR YR 9T 2 Covered up to Overall Policy Year Maximum
Catastrophic llinesses, as defined in the Policy

—ER () M—RIE -ERETRRRE (REERPO
[ R-FAE R 4E 4 4. 50,00075/30,0007G12,0007G/07G )
Hospitalization and Inpatient Benefits (Pre-Authorization Required)
(subject to Inpatient Annual Deductible: RMB 0 / RMB 12,000/ RMB 30,000/RMB 50,000)

BRTARAESR IR ps (o RIRAL B (K PR 1D

Standard private room (no daily limit)

fi SRS FRRC R O (R T
Meals (for the patient only)

R PR 9 (41 B 1) B L 2%K)
Companion Bed (see Policy for age limits

FAE NS5 2 CTCRERIRAL 2% (PR 1D

Intensive Care, Cardiac Units (no daily limit)

3 2
Nursing Care

WIT . A, FARECE 2. RAE. x . (I, AR,
M. M3, MR 258 AR A AH OGRS . BRAE a1 IR 25 2 F
Medical treatment, drugs, medications, laboratory, x-rays, diagnostic
procedures and tests, biological anesthesia and oxygen services, blood
products and their administration, dressings

AR FFIRIAIT  A2EIRIT . ERTT . BT IR
Radiation therapy, inhalation therapy, respiratory therapy,
chemotherapy, physical and occupational therapy

T IR A B
Video Laryngoscope

AT %

Inpatient Consultation by a Physician or Specialist

FAREMKE =%

Operating room and recovery room

FAR% .
Inpatient Surgery 100% i it

AMRHEE AR B 100% Covered

Inpatient Surgeon

B ERAMRLEE AR B
Assistant Surgeon

PRI % A= R Bl S8R R e 25 2 2

Anesthesiologist & any secondary assistants

BRuRT
Medical Emergency Services

N
RAiLER

Emergency Room (if leads to Hospital Admission)

)4 252 3

Day-care treatment

As per Hospitalization and Inpatient benefits, received as a Day-care
patient.

Wit P R T 4 T SE A 4R B

W SEEAR e o, DLACBH S B3 . T 5ok

Durable Medical Equipment

Purchase, Rental Up to Purchase Price (as described in the Policy);
Repairs or replacements

FERRDL L E AR TR

BT S Mo, A EAR T AN ahE. MErmREE. 5
WSMELBYT . RIAE . TR R 2 )RR

Mental Health as an Inpatient

Psychotherapeutic treatment and psychiatric counseling and treatment
in a Hospital or approved facility; Bulimia, anorexia, Bereavement, non-
medical causes of insomnia, ADD, and ADHD are covered conditions.

S 4 100% i, BR 45 /4
Hospice Care (Inpatient basis) 100% Covered, up to 45 days per Policy Year




RE BT T3
H B 2 e B RN AR e ORI N BT 1R 55 5 =7 R 55 S A i b vE O BB 2 32

RER VR TT AN R kA S 6 L ol P 2 2 A 100% ¥R 7, B 90 H /4
Extended Care Facility, Skilled Nursing, and Inpatient Rehabilitation 100% Covered, up to 90 days per Policy Year

Must be confined to facility immediately following or in lieu of a
Hospital stay

TTEFRE (BFEARFRMACH HMEST R, QR ENRTRFESE
B B B BRI 15 A R 55D

Outpatient Surgery

(Include all other related medical expenses of the surgery, such as cost
of Outpatient Anesthesiologist & any secondary assistants & Outpatient
Anesthesiologist )

TR

B HEENTIRIT LR B BB SR 240, B YT, T,
TORTT I, MORERIRITE, MR A TR, MR T, T EET
J7i%. Special Outpatient

Including kidney dialysis, anti-rejection drugs for organ transplants and
electrotherapy, chemotherapy, radiotherapy for malignant tumors, | 100%% %
Tumor targeting therapy, Tumor immunotherapy, Tumor endocrine | 100% Covered
therapy and Proton heavy ion therapy.

BRZBIMGFERERIBT GREERATTEE2ET)

1LIRF 4 CREE ATE AP HORAE G =400 (24) /NPy FE PR % A S o i i 49 5
HHT RRESIT RIS A

2R FHE—EIRERIIFENREE =T (300 HNRMMEEESITNA (Ot rr
A mAZ SR .

Emergency Treatment (Inpatient & Outpatient Emergency basis)

1. The related emergency treatment fee can be covered up to 24 hours after the
accident occurs.

2.The afterwards follow-up treatment fee which diagnosed by the same
doctor/physician also can be covered up to 30 days after the accident (including
prescribed drugs and OTC fee).

BRI FRHET TR (FEARBD  (ERAIT2)

X R A2 BAMA FE TR FEREIIATATEIT . B RRN H Sk
WEZRITREE Y. CRREMES, KA E R 9D

H: (BRRSTF RN G &Yk 2 i g = Ab s 51 R B 45
RIYRIT 3] HHwHR. RER)

Emergency Accidental Dental treatment(Pre-Authorization Required) | 100%J% %
(Inpatient & Outpatient basis) 100% Covered
For Accidental Injury of sound, natural teeth (Excludes Implant and all
related medical costs)

Note: (Emergency Accidental Injury does not include damage to teeth
incurred while chewing food or foreign objects.)

RIS
CEBARR AR B IR YT B3RS H D 600 7o/H, M 30 H/4
Inpatient Cash Allowance RMB 600/per day, up to 30 days/year
(From the 6™ days of each hospitalization)
B KR 2 37 BE e A Bt 4 i 300 yo/H, MR 15 H/4E
Public Hospital Inpatient Care Allowance in Mainland China RMB 300/per day, up to 15 days/year

RS ET RR AT
LR F{E: B 4E 4 50,0007%/30,0007T/12,0007G/07T ]
Special Treatment Benefits
(subject to Inpatient Annual Deductible: RMB 0 / RMB 12,000/ RMB 30,000/RMB 50,000)

ABERTEE H A FARBRF TS FARMEELST R, HRIRAER. LK%
FAETTE R (90 KA

Pre-hospitalization or Pre-day Surgery or Pre-outpatient Surgery
Doctor’s fees, Laboratory Tests, X-rays, Diagnostic Tests , Procedures
and Prescribed medicine (Up to 90 days before admission) 100%H i

HBEEEE HAFREHEITLCFARBEEST R, MRRAER. /LK% | 100% Covered
MAEHZBR (90 KA

Post-hospitalization or Post-day Surgery or Post-outpatient Surgery
Doctor’s fees, Laboratory Tests, X-rays, Diagnostic Tests ,Procedures and
Prescribed medicine (Up to 90 days after admission)




BT RS SRR STAE
(NRTRIEHD  CABRT I T2 By AfE e BE7 LD
Medical Evacuation & Repatriation of Mortal Remains
(Not Subject to Deductible) (Not Subject to Overall Inpatient Maximum or Overall Outpatient Maximum)

AR (ERATT2)
Ground Ambulance (Inpatient & Outpatient basis)

100%3# 55
100% Covered

T Fp B R A R 6 HISE 2 At/ SR ISR (R R BT 3 A (fEBe A

1)

Emergency Treatment Outside of Mainland China, Hong Kong, Taiwan
& Macau / in the U.S. & Canada (Inpatient & Outpatient basis).

I BR AR 1,000,000 76
Up to RMB 1,000,000

WA IRERRERTE: 5 E sk u ik 2 I E 4 E/ e 4
Repatriation of Mortal Remains or Local Burial
Repatriate to home country/ Local Burial

160,000 7T
RMB 160,000

BRaETHE (HE = RS ZHD
Emergency Medical Evacuation ( Arranged by Third Party Service
Provider)

LEREITH#IE% (PO

2. FEg IR RN R ASAs@ 2 (G W& 0

3. B R EN A EE A (PR R0

1. Emergency medical evacuation fee (See Policy for details)

2. Transportation fees for the accompanying person (See Policy for
details)

3. Hotel fees for the accompanying person (See Policy for details)

W, s iR [E N 5K ARE 2 F R 800 Jo/M A (RIS AE E Rt 12
H

Covered, RMB 800 per night for Hotel fees for the accompanying
person, not to exceed 12 nights per Policy Year

Bt r g B @ o A IeAME CIESS =7 RS2 HED -

1AV PR S AT e v yT (AR )

2. R FERT S 14 R

3. & — &R R RAZE g A

4. FKEIRTE, KE, BRML WL ORBRAEAD » FURELIEMISEEIR
5 RN A

5. AN PR A Kl TR /4 BRI 55 RN 22 DK X A A 1) S i gl 2 (1) 238
W H

6. AUE MR IEH L, [EMER/FARBERE, REE=T7TREHME CF
JRAD [ THHEEAL

Emergency Medical Treatment related Travel Cost (Non-Third Party
Service Provider arrangement)

1.Only applied to the non-local inpatient treatment (Depart & Return)
2. Only 14 days before and after hospitalization

3. Transportation fees for the accompanying person

4.Cover long distance bus, train, passenger liner, airplane (No class
limitation); the formal VAT invoice and the original of tickets are
required

5. Only the nonlocal inpatient treatment in Mainland China, Hong Kong,
Macau & Taiwan / Worldwide excluding U.S. and Canada allowed.

6. Must be diagnosed locally, received hospitalization / surgery
notification, and approved by the Third Party Service Provider prior in
written document.

rh E KRl S & S AR . 15,000 J0/4F
Greater China Plus Plan: RMB 15,000 per policy year

] R s b (ABRERSEE&INEER) « 30,000 Jo/4
International Plus Plan (Worldwide excluding U.S. & Canada): RMB 30,000 per
policy year

SER{RRE: 60,000 JG/4E
Worldwide Plan: RMB 60,000 per policy year

— B (i) M—RWME-I2ETRRTRE
(FRFITEEST4E LFR40,00070) ([ R fili J s &5 38 5 OR [
(BRFTI BT 4E LFR80,0000T) ([H FrifimfrfE (AakbREEIMER) )
(RTIILERF4 EIE80,00070) (4ER{f[H)

Outpatient Benefits
(subject to Overall Outpatient Maximum RMB 40,000) (Greater China Plus Plan)

(subject to Overall Outpatient Maximum RMB 80,000) (International Plus Plan ( Worldwide excluding U.S. & Canada))
(subject to Overall Outpatient Maximum RMB 80,000) (Worldwide Plan)

Wk

Include Outpatient Benefits

& UERTTSRRD /7
Yes (If select outpatient benefit ) / No

D
ALER

Emergency Room (if leads to treatment as an Outpatient)

KBIRIT 3

100% i 7%
100% Covered




Medical Emergency Services

EAILYT o
Outpatient Physician Visit

LRIZIT T
Consultation by Specialist

R BOLBIRIIC AR 2 R A 9
Echocardiography, Ultrasound

THENEERRE . BT RSTHENEER . R IRR A 2
CAT Scan, PET Scan or MRI

WEBR A (W, BEAE, ShEaa, s a)
Endoscopy (e.g., gastroscopy, colonoscopy, cystoscopy)

X ek A 2

X-Rays

152

Laboratory
PR T
Respiratory therapy
HMRHEE AR B
Outpatient Surgeon
B ER AR AR B

Outpatient Assistant Surgeon

JRRIA: % A= 2 R B B8R R e 2 A 2

Outpatient Anesthesiologist & any secondary assistants

AR B AIVG T 3

JRATE AR G O S5 1 P R 32 4 IR (R A AT R 9 28

Sleep Studies/Tests and Treatment

for suspected conditions of Narcolepsy or Obstructive Sleep Apnea

i T R & ERMER (FHERD

W SEEAR G 9, DLRBH S IERE . B9k

Durable Medical Equipment (Pre-Authorization Required)

Purchase, Rental Up to Purchase Price (as described in the Policy);
Repairs or replacements

BRI TIBIRIT R

AR Ak As kg

BFEEANR TSR EE. AR EME. B SAEGET. Kk
SE VERJIGEERRS . RG2S

Mental Health as an Out-patient

Psychotherapeutic treatment and psychiatric counseling and treatment
in a Hospital or approved facility; Bulimia, anorexia, Bereavement, non-
medical causes of insomnia, ADD, and ADHD are covered conditions.

KA E % - LEVAMIEZR X (FELL 90 HoN LR
Outpatient Prescription Drugs (up to 90-day supply per filling)

e 2% PR 5%

Hospice Care (Outpatient basis)

B KB B

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

Visiting Nurse

Home Health

75253 - EE BN (HEDL 180 HA B _
Outpatient Prescription Drugs - In the U.S. (Up to 180-day supply per
filling)

HERIGT

W, BIT R, BB TR EITATT R 2

Traditional Chinese Treatment

Consultation fee, diagnostic fee, Traditional Chinese Medicines
prescribed by a registered traditional Chinese physician

RS RITIE R AIRS T 3%

Alternative Medicine

Hh KR SR & SR ORI 00 =1 1,000 7T, RTEL 12 UO8 ER/4E
Greater China Plus Plan: RMB 1,000 per visit, up to 12 visits per policy year

Epriom ke (EEREREEINEAD . MIREH 1,000 6, Rilbh 20 &
N R/

International Plus Plan (Worldwide excluding U.S. & Canada): RMB 1,000 per
visit, up to 20 visits per policy year



app:ds:Diagnostic
app:ds:Fee

Homeopathy and Acupuncture treatment for a covered Iliness
AERORRE: KA 1,500 76, RiFEL 20 YO R/4E

b g Worldwide Plan: RMB 1,500 per visit, up to 20 visits per policy year
WFEYIIGIT . ARG BORIKE R SANE SHRISHITSE (O
P A ELT 38D

Therapy Service

Including Physiotherapy, Chiropractic Therapy, Vocational Therapy,
Speech Therapy, Occupational Therapy (Including therapy related to
mental illness)

RIS 3%

Examinations/Screenings Benefits

WRLFLD X IR T E SR e A g R
Papanicolaou Screening (PAP) and routine mammogram, including
consultation fees

AN

AP IR L R B B . Ao N
ot Covered

PSA exam, including consultation fees

KB LA REPRE &

Screenings recommended by a physician due to family medical history

AR —
CRIRFRIEHD  CRIRF IS ET AR ST LR
FLEXIBLE BENEFITS |

(Not Subject to Deductible) (Not Subject to Overall Inpatient Maximum or Overall Outpatient Maximum)

5 e
INCLUDED IN THIS PLAN YES

Hh KRG R Gt s Rk : 2,000 J6/4F
Greater/China Plus Plan: RMB 2,000 per policy year

W E RO RE (BkEREERINZEARD « 2,000 Jo/4F
International Plus Plan (Worldwide excluding U.S. & Canada): RMB 2,000 per

Maximum Annual Benefit :
policy year

ZER{RME: 3,000 JC/4F
Worldwide Plan: RMB 3,000 per policy year

R A/ TP R

Wellness/Preventive Checkup Benefit

R LR AR 2, R, W AR

Costs of a full physical examination and the tests and procedures associated with such examination; Immunizations, routine tests and exams.

FAHRE

Dental Benefit

T LA FrAUAER],  CREE A 4% 1009% LU SEAS O BG465

FEF A -

TRETIGIT % - G5 F P RGEE . F R S IRBUEIT . WAL (D « BRI BR LT (B F g A k.

FERGYT T - GRS SR AW IRAE, RS FAENE . REER, DU O X kg,

HRWBIT N - GRS E, WRERT . Famigik. M0k BRI A « BIGRER. TR IE CF i BRI B

EAIFFAAR . FERGS CERRRE | B . FERERED LLRAH SR X k9.

TR

AESELEE N E TG, Sk, &iRik, B, WHE, PURAHIR R X O3

Insured Persons will receive 100% reimbursement on all dental treatment described below.

Coverage

e Preventive Treatment - including routine examination, dental health instruction, fluoride treatment, scale and polish (prophylaxis). Two
routine cleanings per Policy Year are included in coverage.

e Basic Restorative - including amalgam or composite fillings, simple extractions, periodontal scaling, root planing and related pan oral x-ray.

e Major Restorative - including root fillings, root canal, crowns and inlays, bridges (including laboratory and anesthetic fees), wisdom teeth
extractions, orthodontic treatment and related pan oral x-ray..

Exclusions

Cosmetic Treatment (not Medically Necessary), false teeth, dental implants, on-lays, veneers and all associated costs.

AR AHAE B R

Vision Benefits

— IR A £ 2
Examination (one per policy year)




FeEiRE: (HHM. AWz TR R %) BRI 4 B — R AE 2L R 45 2%
One pair of glasses or contact lenses (for disposables, multiple pairs may be reimbursed)

FAESukR: A ELHGKBAEE B AH AT ) 9 H

Exclusions: Sunglasses and/or related accessories.

RERER =
CRIRF 80 CRIRT 1T BT LR BT IR
FLEXIBLE BENEFITS II

(Not Subject to Deductible) (Not Subject to Overall Inpatient Maximum or Overall Outpatient Maximum)

BERHRBLCIME (FIE) BETBREFERE (s RjE
HPV B [H 4324 B SRR E (HPV- A LSRR Sl

FRE =18 — IR At MSH $8 B HUIREE (L 18 Ji8 DL BB D

Early intestinal lesions non-invasive screening (Coloclear) or UU MR 1 /4
Tube(Helicobacterpylori screening) or HPV Genotyping self-sampling Once per policy year
Kit(Human Papillomavirus screening)

One out of threeThis screening is provided by MSH designated
provider (Only for age 18 above)

AR =
CRIRFREHD  CRIRF IS MR ST LR
FLEXIBLE BENEFITS III

(Not Subject to Deductible) (Not Subject to Overall Inpatient Maximum or Overall Outpatient/Maximum)

r [ Kl S AR 65 1 5 ORBsE - 200 JT/4F
Greater China Plus Plan: RMB 200 per policy year
b F %R (VR AR E T BT RS R EL T B TR L

FRETHEELIERTTE . B& FEAD ] o 1 5 e (4= BRERSE E & ANEE KD+ 300 Jo/4F
OTC Medicine Expenses (The insured person is allowed to purchase | International Plus Plan (Worldwide excluding U.S. & Canada): RMB 300

OTC medicine, Equipment and Consumables through online or offline per policy year
pharmacies without visiting Medical institutions.)
A ERR [ : 500 JT/4F

Worldwide Plan: RMB 500 per policy year

A REREE
(AR TRERD  CRRT TS By FE e Ry R
Optional Supplementary Wellness Benefits
(Not Subject to Deductible) (Not Subject to Overall Inpatient Maximum or Overall Outpatient Maximum)

35 /B

INCLUDED IN THIS PLAN YES / NO

PR 20 2,000 J5/5,000 G
Maximum Annual Benefit RMB 2,000 / RMB 5,000
g A 2L/ T OR

Wellness/Preventive Checkup Benefit

2B RR T A AR R B e 2, e B, W R AL 2
Costs of a full physical examination and the tests and procedures associated with such examination; Immunizations, routine tests and exams.

FRHRE

Dental Benefit

YT LAURERSAER], RS N 3% 100% L6151 SCAS RS 45 -

A B A

TREGIGTT 2% - S P RG T . A EEE S IRBUAIT . WAL (WD SRR BER LT (B FliEiE R,

FERRTT % - AR A S E AWIRFE. MRkl TR AR, DU X k2.

HRIRIT N - WIEIRE . WERT. Tk, RO CRIELIRARRBE D B RER. TR IE PO IE IR 7T F kB

HAFIR RS, [EEAAS (BRAE | EmHES . FORERRED) LA T X 9k,

ARG

TEFEUES NE TR, X, mikdd, P, W, PARAHSG O X R A .

Insured Persons will receive 100% reimbursement on all dental treatment described below.

Coverage

e Preventive Treatment - including routine examination, dental health instruction, fluoride treatment, scale and polish (prophylaxis). Two
routine cleanings per Policy Year are included in coverage.

e Basic Restorative - including amalgam or composite fillings, simple extractions, periodontal scaling, root planing and related pan oral x-ray.

e Major Restorative - including root fillings, root canal, crowns and inlays, bridges (including laboratory and anesthetic fees), wisdom teeth
extractions, orthodontic treatment and related pan oral x-ray..

Exclusions
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Cosmetic Treatment (not Medically Necessary), false teeth, dental implants, on-lays, veneers and all associated costs.

HRAHEC B PRI

Vision Benefits

— RAR A 7 2
Examination (one per policy year)

FeoEHRE: (HH. AP m TR AR B %) BN RIS AF B — R AE ZL AR % 2%
One pair of glasses or contact lenses (for disposables, multiple pairs may be reimbursed)

L SekR: AR R BAEE B AR AT ) 9 H

Exclusions: Sunglasses and/or related accessories.

SRR AR ) LB R S

Maternity Related Benefits
W% %
INCLUDED IN THIS PLAN NO

FERIR A 9 L SEARII A BRI AL DT T B 4 AR AN S L R A R A 9
i, PR TRHRIE . RIS, PR E AR,

Prenatal care including prenatal vitamins, prenatal checkups, postnatal
checkups, ultrasounds, anesthesia, Normal Delivery or Medically
Necessary C-Section

WEGR I RAEVRIT B
Complications of Pregnancy

AR LHR- A 14 H 3 B T 9%
Newborn Infant Care Services - nursery services and medical care/during

N TS
first fourteen (14) days of life v

L - B A Jot Coxered

Newborn Infant Care Services - Child Routine Medical Exams

BrEEL)LSE - %, BRAME. AR, RRE. BEERS. B HZ. B
Ko A9 FEIATE R B BB T IR LA H AR S 9t

Well Baby Care: includes child immunizations and routine medical
exams. Covered immunizations include diphtheria, hepatitis B, measles,
mumps, pertussis, polio, rubella, tetanus, varicella, haemophilus
influenza B, hepatitis A and other Medically Necessary pediatric
immunizations
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UTERER (BSEFSEETRAEETE) REMHTEFRARES
THALREMIEMESE, MSH (REEHILTIZRAIINF

Restricted Providers are medical providers where all treatments are excluded under this policy.
All institutions under these medical groups, are included in this restriction, please see the complete list of currently known institutions for
reference below. MSH reserves the right to update this list.

#if583% Spine Care

FiEEInEEPREZHARAT Shanghailijin Perfect TCM Clinic Co., Ltd
FiEEIREFEPRBEIZATECGESE Shanghai lijin Perfect TCM Clinic,Lianyang Branch
FiEEIREEFREZATKTE Shanghailijin Perfect TCM Clinic,Changning Branch

EHATE I 1L X B I 58 S5 #4815 Kunming Xishan District Jijin Perfect Massage

FFBHTH = P4 IE 58 5 HESE Danyang Yunyang town Jijin Perfect Massage

FiET Health Sage

FiESHIETE R EZHTER/AT Shanghai Cervical Medicine Chiropractic Clinic Co., Ltd

i A WE B2 AT Shanghai Jlingyiwei Jihuo Chinese Medicine Clinic
igIEE PENL T EIZ AR A R Shanghai Jingyiwei Jiyue TCM Clinic Co., Ltd

igIEE PR EZ AR /AT Shanghai Jingyiwei Jiyao TCM Clinic Co., Ltd

i AR EIZ AT FRAE Shanghai lingyiwei Jihong Chinese Medicine Clinic \
FilEHETPEETELHARAT Shanghai lingyiwei Jifu TCM Clinic Co., Ltd ‘ \
¥ sE R B2 BT A IR 2 F] Shanghai Bowan Traditional Chinese Medicine Clinic

MBS HATIRA R Shanghai Jin Bo TCM Clinic \
LR R R FTARA ) Shanghai Bo Jin TCM Clinic

iR ERZ2ATA PR AT Shanghai Gaobo TCM Clinic \
LB RPELHERAT Shanghaili An TCM Clinic

FiEFRETEIZHTAR/AT Shanghai Tai Ji TCM Clinic ‘
LRIV R A F W E IS Shanghai Gaoran TCM Clinic, Wealth Bré \
AR IOV IR A B {# 5 Shanghai Gaoran TCM Clinic, Health Branch

BH£E Mingjingtang = 4

bR L E P EEIZ T Meridian Traditional Chinese Medicine Clinic

R HEEWIEM FEZHTE R AT Beijing Ming Jing Tang Asian Sports Village TCM Clinic

JEE L E TR ET 123 A R AT Beijing Ming Jing Tang Wanliu TCM Clinic

LM Yosemite

it E E BLEE Bt Shanghai Yosemite Hospital (Jingan)

IFARALSEHLT 1123 Shanghai Yosemite Clinic

JEREREFELHT Beijing Yijia Jiahe Clinic

IR Bt FEL T Beijing Zhenshitang Chinese Medicine Clinic

e EBEARIAEREITLH Shanghai Whole Jiujiu Health Clinic

Klinoerth ¥8¥T¥ AT Klinoerth Therapy Clinic

—~ MSH CHINA

B RERMER: S (B SRS ERAF
R AR L 2 91 FF 20 SR MER AR 9 SIS 5 2, HRERAY: 200127
Tel: +86-21-6187-0330 400-613-0330  Fax: +86-21-6160-0208 www.mshasia.com
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