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China Continent Property & Casualty Insurance Company Ltd.

el 2 e MR ST AER ARG & AR AR, MSRKFR—EAE. B, R (PMASRETRE: (A K, 2024 ) %K) HEMA
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This document includes Schedule of Benefits and Endorsement to <Individual Health Insurance Policy (Version A 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 A 2024)>. In
the event of any discrepancy, this document shall prevail. All other terms and conditions of the <Individual Health Insurance Policy (Version A 2024)>
remain in full force and effect.

REERAY . KRk SR & R fRfE A, KBl &SR G IR ORME B, EPRIYsRORME, SBR{RE
Policy Type: Greater Chlna Plus Plan A, Greater China Plus Plan B, International Plus Plan, Worldwide Plan

ALE T TI2AE R
Optional Outpatlent Benefit No / Yes

A NAE A 0 J6/4ERE: 20,000 TG 4 AR/AERE: 50,000 JG ﬁam%%ﬁF
Individual Annual Deductible: RMB 0 / Inpatient: RMB 20,000/ Inpatient: RMB 50,000

Al kb 7 AL 75 /2,000 J6/5,000 g6 CREFIE S5 ARE A 25 %) X

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

CIprita A= F =y I e
Optional Maternity Benefit Package: No ( \

KA NEIRETT R -F7 A 4152 (SN D 30O

Individual Health Insurance Policy Ridér (Rremter Plan Version D)

1 R KSER

Underwriting and Waiting Period: / ‘ \

I AR N 75 22 BT AR

All Insured Persons are subject to medical underwriting.

A 0T AZ S B AE S A ORAEIR AR, EERRE A 3 MR GRS RIESHERRE LT » REHE, RS
AASRABARE DA«

There will be a 3-months waiting period for approved Pre-existing Conditions in the first policy year (Please see Underwriting result letter
for reference); and NO coverage for non-approved Pre-existing Conditions.

B. BB LANTE MAA LR TR, AU 2R 30 RJG A BEIAATHRI H 7 28 MSHChina #i 2 A £

Newborn infants should be subject to medical underwriting and can be added from 30 days after birth.

2. RESE N 5 G 38 o 5 18 KT B T 2% P A% 240 T8 ARHRAR IS 54T . B ORI T DA BT LA R AR BT 18 A BE I B T 2% F G245 21 4
I s o
According to the Usual and Customary guideline, this policy does not provide full reimbursement for covered medical treatment at the
following facilities.

X TRl A PR 5 SR R FR iR, AR DU BRI AL A ZE R T T2 ANERE A BRST 2% T A 100%/0% 25 F AR ORI N BAR B 47 K HH

For Greater China Plus Plan members, an additional 100%/0% co-payment will apply for the use of the providers listed below.

Xf T E Bt sR & A BRORRE, 78 LT BT UG A A AT 12 MM B FR B 7 2 FH R 0% 2 A PR 6 NI4T B 47 7K HH

For International Plus Plan & Worldwide Plan members, an additional 0% co-payment will apply for the use of the providers listed below.

o A[EHH AR N BT (BRREFEH A LR AL B MR R . FH Bt i JLER . AR Ett ad i 2o L E R
539
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 JbnTHIEEFER CHEHEEX) « b MEREE S, b MR RS ER . REMERER . &S MERER . N
e 2K = 7 H O



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  HILERITHEM (BREEIMOIEITT: BraCE R N R ETH; Br Bl EilEERD
ParkwayHealth Medical Group(In all cities except Hong Kong; Except All Parkway Shenton Clinics; Except Parkway Shanghai Hospital)
o BRI BREST HL
Shanghai East International Medical Center
o SR LERIT AL /IR REE/ REEZRIE /B 1/ REC T CAER /RPN TR/ Rk /m mt / RKIEEFR (S0S) Rk )
Raffles Medical Nanjing, Beijing, Tianjin, Tianjin Taida, Shenzhen, Dalian Clinic(Formerly International SOS Nanjing, Beijing, Tianjin, Tianjin
Taida, Shenzhen, Dalian Clinic)
o R P/ FRMERT /IR L (FFHE)D
Hong Kong Adventist Hospital/ Matilda International Hospital/ Hong Kong Sanatorium & Hospital (Hong Kong)
o RENYS R/ VS v 4E G0 B / 8 P = 5 (397 3%
Mount Elizabeth Hospital / Mount Elizabeth Novena Hospital/ Gleneagles Hospital (Singapore)

3. R AN HEKH X A IEREREBMERZ1Z AEE12) MEADR. 245 % 20 & ERR 3T CZIRTIT2FERBAE
FEEBD  AHAR RGBT T 24 i ik 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.

3. A(MAERRETRE (ARK, 2024 O %K) B o+-H%, BETMERE MFLZN

<Individual Health Insurance Policy (Version A 2024)> Article 27: The Medical Provider Network

C (D) REEBEST AR ML K AR R4 B A LA

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

FESE, WORESE NP P28 DT WA N B S2 IR YT s AHE I 2% DT ATUAA) P9 B S8R 07 1050 A3 15 2 b X 248 Ry LR P 3 AN A& 7K — B i 7K
P I R K B R, B ORES AR B0 Ah EAT — s Hug] CRIEERE BB B ORI TTAETERIN 9, RIORISG N 4% “ MR HE A RIS
Gk AREETUE S THRIEIT RS S8R X (1—AEMI 4% B b5 7 " i N7 RIS 6. 38 B W4 By AL RIAE R 4% B A L an

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.dmount 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. MBI AL

Preferred Provider Network
W25 BEIT LAY, L35SR — BT M (First Health Providers) DL PR A\ 45 7€ 156 R HAM BT LAY o Bl DR IS NAE IR 2% BT BGRB8 9T 1D, 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
W RIS NAS AT AEAL T FL A 7 [ =2 B/ T+ 2 L B 28 BT LR 3 320697 0 AT FE AR 48 BRI T LA 32 1697 1K, AERI 2% B AT EL 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. LM ESTHLL
Out-of-Market Area
Rl ORI N R G A 1t 7 [ =9 L/ o B N TE I 24 B 7 AT LAA) T E JE W9 2% BRIT BRI B2 1R 9T 1), JERI 2% B AT EL AL 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 7 o
Does not apply to this plan

P HoAt 2 3 S ARRE 40 I 73 O B F 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 NEEREST RE-RIETHRIRIR (L840 D O

Individual Health Insurance Benefit Schedule (Premier Plan Version D)

AL N/

Unit: RMB per Insured Person per Policy Year, unless stated otherwise.

B B R R
Annual Maximums
AR AR DR 8,000,000 JG
Overall Policy Year Maximum per Insured Person RMB 8,000,000
fEBE ST LR B R S R A
Overall Inpatient Maximum Up to Overall Policy Year Maximum
S JE AR R

Up to Overall Policy Year Maximam

MZEST EIR
Overall Outpatient Maximum

A
Not Covered

0 Jo/fERe: 20,0000t FlEEH:E: 50,000 76 4 DRGSR

AN SR
Individual Annual Deductible (per Policy Year) RMB 0 / Ingatient: RMB“20,000/ Inpatient: RMB 50,000 [SHHOHGER

el
S RMEZR AR
CRRT T2 B 7 FE R Bl R D
Congenital Conditiofis, Bitth Anomalies
(subject to Overall InpatientdWaximumor Overall Outpatient Maximum)
ARG RSB FRER VR TT 27 [ § sﬁmi
All treatment costs for Congenital Conditions or birth anomalies RMB 60,000
& MR ATRE R
PRT T2 BT FERE T EFRD
Chronic Conditions
(subject to Overall Inpatient Maximum or Overall Outpatient Maximum)
B AR B FRER 16 9T 5% B R R
All treatment costs for Chronic Conditions Covered up to Overall Policy Year Maximum
HARBIRAGER
PR T 112y AE e 27 BB
Catastrophic llinesses
(subject to Overall Inpatient Maximum or Overall Outpatient Maximum)
BHHEAE, Wb, CRER, HEESRE BB, BRI KR o (1
A 7 9 IR R

Catastrophic llinesses, as defined in the Policy

Covered up to Overall Policy Year Maximum

AERETRKTTE (FHERBD
[ BR T4 B 4F % b5 45:  076/20,0007/50,000% 1
Hospitalization and Inpatient Benefits (Pre-authorization required)

(subject to Inpatient Annual Deductible: RMB 0 / RMB 20,000/RMB 50,000) [[SRNCHGCEIEN
FRUES N 5 IROL TR CANEFEE D)
Standard private room (suite room is not included)
TR Er e FRm AR 2 (PR T A0
Meals(for the patient only)

EIR D CHF BRI BAR 2650

% I 75
Companion Bed (see Policy for age limits) 100g i
Py 100% Covered
HIE W6 S
Intensive Care, Cardiac Units
L

Nursing Care
WIT AL AN TARERL . kA, X OOtk dd. et A
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Medical treatment, drugs, medications, laboratory, x-rays,
diagnostic procedures and tests, biological anesthesia and oxygen
services, blood products and their administration, dressings

AHRIT  FEIRIAIT  ASEIRIT . ERYT . BT IR
Radiation therapy, inhalation therapy, respiratory therapy,
chemotherapy, physical and occupational therapy

LT IR A 2
Video Laryngoscope

AT

Inpatient Consultation by a Physician or Specialist

FREMKE E5
Operating room and recovery room

FAR%E
Inpatient Surgery

HMBHEE AE 2R B B AR AR 9

Assistant Surgeon & any Assistant Surgeon,

PRIV 5 A= % A El 34 JRR e 2 A 2
Anesthesiologist & any secondary assistants

BRI
Medical Emergency Services

SLER
Emergency Room (if leads to Hospital Admission)

H )47 2 9

Day-care Treatment

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

BrER

BRI NME S22 28 B . il

EBEAAT . SEORIERH . IG5 2 AN
Transplant Services

Medically Necessary human organ, blood, bone marrow,and other
similar procedures

Expenses for Donor, Donor search, and transplant tissue fees are
not covered.

FEFALL PR AR IRTT 3]

BRI G AN, B EARRTHEEREE. MEEREE.
Wl SRR T« RARIE . YR I BEIRIG . JE R GG 2 3
.

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.

[P SN

Hospice Care (Inpatient basis)

iy F &7 i % 5%

W SEB G, DARBEEIEEE. St

Durable Medical Equipment

Purchase, Rental Up to Purchase Price (as described in the Policy);
Repairs or replacements for Durable Medical Equipment originally
obtained under this Policy.

RERIT T2 5}

HBE 2 5 B8 RN 2 AR B N RS IR 55 PO I HE A LA IR 2 I B IR T
T ER A St Y b 2

Extended Care Facility, Skilled Nursing, and Inpatient
Rehabilitation

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




IMTEFRE (AFEARRFTARERKHANET HH, G EAR
T BRI 5 A R B 3 RIS 5 A 2 55D

Outpatient Surgery

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

RRITER:

B IEEATIRTT LA A B R BrHE R 25, SR R B FRT
2B, BURTTE, MORERIRTE, R A T, IR
I, T EE I,

Special Outpatient

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

EZESMIEERIRIT GRFERAT2 S008I

LIR TR RIS NTE R AP FHOR A G - F 0 (24D /INE A0S L R 2 A g 0 ik
W HEAT 2012 s A .

2R TFRI—BEITER AN FHOR A G =+ (300 HAREMESSIT MR (1
AL TR 2 AN ISR D .

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).

BERBATRIET R (REERBD  (ERM12)

xof IR 2 B AMA E 2R 0 . JRARGIMTARIT I SERERNE &
FTHRPESVRITFEEH. CRREMET, KRR
. CERBSTRA GBI Yy ek tH g KA A 5 8 1T 5
HERGT R BHR. RAER)

Emergency Accidental Dental treatment(Pre-Authorization
Required) (Inpatient & Outpatient basis)

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.)

100% M55 (7 HEHRBO
200% Covered (Pre-authorization required)

FEBE PSR

(EBRBANFERERIET RSN HR)
Inpatient Cash Allowance
(From the 6" days of each hospitalization)

1,000 Jo/H, BR 30 H/4E
RMB 1,000/per day, up to 30 days/year

Hh B KR A 7 B e A e 4 TR

Public Hospital Inpatient Care Allowance in Mainland China

500 yo/H, R 15 H/4E
RMB 500/per day, up to 15 days/year

KRS BT IR STAE

[ R TR fE 48 %5: 075/20,00075/50,0007T 1

Special Treatment Benefits

(subject to Inpatient Annual Deductible: RMB 0 / RMB 20,000/RMB 50,000) [SHNiCHCORREm

ABERTEE HEFRITERE T2 FARWELE LI %, MHXRESR. /L
BRI TTZG PR (90 RAD

Pre-hospitalization or Pre-day Surgery or Pre-outpatient Surgery Doctor’s
fees, Laboratory Tests, X-rays, Diagnostic Tests and Prescribed medicine

(Up to 90 days before admission) 100% i i
Ht/EEE BRFRBHE TEFRBEELT . HXRER. L | 100% Covered
I BRAAETTZ5 3% (90 RAD
Post-hospitalization or Post-day Surgery or Post-outpatient Surgery
Doctor’s fees, Laboratory Tests, X-rays, Diagnostic Tests and Prescribed
medicine (Up to 90 days after admission)

BT R iR B R SR

RT3

Medical Evacuation & Repatriation & Mortal Remains
(Not Subject to Deductible)

B ER (EFHATT2)

‘ 100%3J%i 75




Ground Ambulance (Inpatient & Outpatient basis) 100% Covered

T2 B KK KR & Mg Bl 2 At/ EEeME R BRRETRA (F

BEAI 12D

Emergency Treatment Outside of Mainland China, Hong Kong, 100%i fi
100% Covered

Taiwan & Macau / in the U.S. & Canada (Inpatient & Outpatient
basis)

BAIZIR R RRR AT 5 [Hig 0k Hoast vk 22 K FE 1 /2 1 22 3%
Repatriation of Mortal Remains or Local Burial
Repatriate to home country/ Local Burial

15 200,000 JG
Up to RMB 200,000

RRBETEE (BB =07 RS2
Emergency Medical Evacuation ( Arranged by Third Party Service
Provider)

LESET e (FEWFZO

2. FEEH PR RN S A LR 2 (A LA 0O

3. Figm P R RN RIS B H (VF A0

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)

100% %175 ,
&t 15 H
100% Covered, RMB 1,000 per night for Hotel fees for the
accompanying person, not to exceed 15 nights per Policy Year

23 R RN S (A 9 HIBR 1,000 T0/ME, B ORI

Bt Rt EITE RSN (AR =T RS ML %=

) .

1. AFRE A RT (R

2. UPRMEBEHTIS 14 K

3. E—AREEA R

4. FEKBIRE, KE, BRM, WL CRRAAD ; FURELEMRY
R, KRR

5. AN PR AR E K B i X P /4 BRI 5 [ I 52K i X P/ 4 BRAT:
AR b X A= P S il 2R P 22 36 9

6. UEMHBEIHS, JEER/FAER)E, REE =il S AL
¥ CHTRRAD (T2 AL

Emergency Medical Treatment related Travel Cost (Non-Third

Party Service Provider arrangement)

1.0Only 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/Worldwide allowed.

6. Must be diagnosed locally, received hospitalization / surgery

notification, and approved by the Third Party Service Provider prior

in written document.

o] ARl S PR 5 B SR OR [ : 20,000 JT/4F
Greater China Plus Plan: RMB 20,000 per policy year

E BRI an R (2EREREE-INEKR) : 40,000 JG/4
International Plus Plan (Worldwide excluding U.S. & Canada): 40,000
per policy year

SER{RFE: 60,000 JG/4F
Worldwide Plan: RMB 60,000 per policy year

2B R SE

Outpatient Benefits

Bk

Include Outpatient Benefits

rp KR A i S R AR 2 (LR TSR AD /S
Greater China Plus Plan: Yes (If select outpatient benefit ) / No

/==
AL ER

Emergency Room (if leads to treatment as an Qutpatient)

BRI
Medical Emergency Services

BEAELTT L AL IT B
Outpatient Physician Visit/Consultation by Specialist

HEFE PO AN AR B RS P A 9 LT Z 4 IR R

100% i 5
100% Covered




AR BB IRE A 2 X R o
Echocardiography, Ultrasound, CAT Scan, PET Scan or MRI, X-Rays

WEBR S (i, BE S, ShBRd, Bt s £
Endoscopy (e.g., gastroscopy, colonoscopy, cystoscopy)

155 7
Laboratory

HEEIRIT s UHRIT S PRIRIATT
Chemotherapy, Radiotherapy, Radiation Therapy,
Therapy

Respiratory

AR AR S A BB A RS AR 2
Outpatient Surgeon & Assistant Surgeon

BRI 2% A= 5 R I B0 JRR e 2= A 2l

Outpatient Anesthesiologist & any secondary assistants

Lb 5 2 oh— SR E DUAM E XA, AL 90 Ho LR
Outpatient Prescription Drugs - Outside of the U.S., up to 90-day
supply per filling

WHZ%E - <EAN, &L 180 HA R (ZEREEETTHRD
Outpatient Prescription Drugs - In the U.S., Up to 180-day
supply per filling (Worldwide Plan)

REARA A AVRIT B

RATE A P AR B L S8 1 R BT 5 R R s A A 7 3

Sleep Studies/Tests and Treatment

for suspected conditions of Narcolepsy or Obstructive Sleep
Apnea

AP LR E R

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

Visiting Nurse

Home Health Care

i FBRST A& B (i F o b

WAL BT o, DA BEEIE . SE e O B N 2 I N A
A% HAAG B L R B R -

Durable Medical Equipment

Purchase, Rental Up to Purchase Price (as described in the Policy);
Repairs or replacements for Durable Medical Equipment originally
obtained under this Policy;

Insulin pumps, glucose test strips, and other Medically Necessary
diabetic supplies are also included in coverage.

B it

TS
HHE A P R BRI AL T T BB R B2 SR RS B IS B U R T
H

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

H RS RITIEE RGBT R 2%
Alternative Medicine
Homeopathy and Acupuncture treatment for a covered lliness

BT 5

EVRIT . EREMESRIE. BT, EBERIT

Therapeutic Services

Physical Therapy, Physiotherapy, Chiropractic Therapy, Vocational
Therapy, Speech Therapy, Occupational Therapy

Fh | KRl B TR S 1 5 (R 100%3 55, Bt UL 30 A EBR/AE, AR
L 2,000 7oA L FR

Greater China Plus Plan: 100% Covered, RMB 2,000 per visit, 30
visits/year

E prafom fRhs (2EkbRIEE-IMER) : 100%#iT:, RiTLA 30 YN LR
/5E, R 2,000 6N EBR

International Plus Plan (Worldwide excluding U.S. & Canada): 100%
Covered, RMB 2,000 per visit, 30 visits/year

AERIRE: 100%EE, 2 TTEL 30 o ERR/AE, &RKDL 3,000 Joh LFR
Worldwide Plan: 100% Covered, RMB 3,000 per visit, 30 visits/year

FEMBIRIIT12HRIT R

W 1SR A A

AFEARFHEEREE. WEEREE. B mEmE
I7 RIRIE . VR JIBREARRNG . 1R 2 ) REG

Mental Health Outpatient

Psychotherapeutic treatment and psychiatric counseling and
treatment;

100%3 T
100% Covered



app:ds:Diagnostic
app:ds:Fee

Bulimia, anorexia, Bereavement, non-medical causes of

insomnia, ADD, and ADHD are covered conditions

2SN ¢ 100% i 7%

Hospice Care (outpatient basis) 100% Covered

BrEZIL

New Born Infant

0-7 A% W LERH 100%3#i 55

Child (aged 0-7) Immunizations 100% Covered

FAEZLHAE 12 A AR ESERE 100% 5, H5 i 6 1K

Child Routine Medical Exams during first 12 months of life 100% Covered ,Up to 6 times
ZEAEH]—

R TRIEHD  COART 12T AMEREBEIT B CRRR T BB 5 AT Ee gD
FLEXIBLE BENEFITS |

(Not Subject to Deductible)
(Not Subject to Overall Inpatient Maximum or Overall Outpatient Maximum)
(Not Subject to Provider Co-payment for health plan)

B R/E gk &3 G5 RENER TR
INCLUDED IN THIS PLAN YES/NO(If Choose GCP IP ohly)

Hh [ K SR £ 3 i R - (50000 7o/ 4F
Greater China Plus Plan: RMBY5,000%per policy year

KRR E prifon iRk (RkIEREERINZEARD : 5,000 Jo/4F
International Plus Plah, (Worldwide excluding U.S. & Canada): RMB 5,000

Maximum Annual Benefit per policy yéir

AFRAEEE: 8,000 JU/4F
Worldwide, Plan:'RMB 8,000 per policy year

R A/ BB R

Wellness/Preventive Checkup Benefit

A B REG B DL A AS AL IG 9, s B, WS A LI 2
Costs of a full physical examination and the tests and procedures associated with such examination; Immunizations, routine tests and
exams.

FRHRIE

Dental Benefit

XFFLAF FrAAEF], AREE A\ 4% 100% H 1S AT PRI 45

EF B2 -

TBTIETT % - AAEE A RS, TN S BRI WA (FBD BRI BEIKLLT (8 FliiEERE .

FERRVAIT O - GRS ERE AMIE . MR HCE . ARSNGB, DU Xk,

HARWRTH - ERERE. WERT Ak H00h ORI HD « BRER AR E CF N IE RSB T, F

WEDRL, JESIFRaeS. EEFAes CEIEEE) | IERRT . FEREPRRE) DRI O X 6.

TERR

NESEUEE N BTN, 08, @Rk, B, WHE, DARAHK O X 63t

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.

HRAHEC B ORI

Vision Benefits

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

FeoERE: (HAE. HISEIh s Ra R ) BN RIS A B — BINESE AR 4% 7%
One pair of glasses or contact lenses (for disposables, multiple pairs may be reimbursed)




TAESRER: AR R FH B KA R AR 2% H

Exclusions: Sunglasses and/or related accessories.

PEARR =
CRRFREH)  CRITF IS ETAMERET LD CRIETFBER B A )
FLEXIBLE BENEFITS II

(Not Subject to Deductible)
(Not Subject to Overall Inpatient Maximum or Overall Outpatient Maximum)
(Not Subject to Provider Co-payment for health plan)

B RHRE LA E (I BB TBRTERE (dE)
B Hpv HEF G BRAARA & (HPv- AFLRRERND

TRE =3 — IR A i MSH FE B HLIIRHE ([ 18 F 8 BL L RAFE D
Early intestinal lesions non-invasive screening (Coloclear) or UU FR 1 R/4E
Tube(Helicobacterpylori screening) or HPV Genotyping self- Once per policy year
sampling Kit(Human Papillomavirus screening)

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

RERER =
CRIEFRIBEHD  CRIET TS ESTAMER ST LD CRIETBERE B L)
FLEXIBLE BENEFITS IlI

(Not Subject to Deductible)
(Not Subject to Overall Inpatient Maximum or Overall Outpatient'Maximum)
(Not Subject to Provider Co-payment for health plan)

Hh LK fii B AR 8 OR B A/B: 300 JG/4F
TR LR AE B E AR S M T B 58 Greater China Plus Plan: RMB 300 per policy year
R LS FAEMSAAL L. Bk FetD) o it (e, (& BRI MBS < 400 T/4F

OTC Medicine Expenses (The insured person is allowed to , : .
.. . International Plus Plan (Worldwide excluding U.S. & Canada): RMB
purchase OTC medicine, Equipment and Consumables through 3
400/per policy year

online or offline pharmacies without Vvisiting Medical
institutions.)

SRR : 500 Jo/4F
Worldwide Plan: RMB 500 per policy year

AEAHAEBILEST R T

Maternity Related Benefits

LR 5 AFR i L1 T B ORI A ZE LI BE 151 L B 3 IR N o Tl (2 T L I G BRI o T4
Benefit is for Insured Employee, spouse or domestic partner. Dependent Daughters are not covered. Please refer to the “Maternity Related Services”
section of the Policy for details.

ik =
INCLUDED IN THIS PLAN NO

FERTAS A 9 AR AR DY R ITAL 77 T B 4 A2 RIS B . 7R A
ey =, ERELFHIE . KRS, T EE A .

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

WEURIT RAEVR T 37 Not Covered

Complications of Pregnancy

AR )L B- A 14 H N 4 BEATEE 57 2%
Newborn Infant Care Services - nursery services and medical care
during first fourteen (14) days of life

Wi R RS
CRRF R CRRTIT2 R FEREST B CRBRTEEFE B A5 H D
Optional Supplementary Wellness Benefit
(Not Subject to Deductible)
(Not Subject to Overall Inpatient Maximum or Overall Outpatient Maximum)
(Not Subject to Provider Co-payment for health plan)

i /5

INCLUDED IN THIS PLAN YES / NO

FRAR 2,000 J5/5,000 JG
Maximum Annual Benefit RMB 2,000 / RMB 5,000
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R A/ T R

Wellness/Preventive Checkup Benefit

A B REG B DL A A AL IR 9, e ¥, RS A LG 2
Costs of a full physical examination and the tests and procedures associated with such examination; Immunizations, routine tests and
exams.

F R R

Dental Benefit

XEFRAT FrglaEs], frbss A% 100% L3S AF PRk 45 o

A B A

TRBHRIT 3% - AR P RG . AW EEHE S RBIGIT . WAL (B « B RERIIERR AT (&) FRiEiE e,

BRI TT % - AR &4l AW Ae e E. FIREE . FRAENG . R, UM O X k%,

BRI - WIERE R WERIT. TRk, R0 CRARLIRRRREE R A « BRIk, N FRIE CF I E e .

WENR ., JEshriA ey EEFGEes (ERRE | IERR T . FORRTRTE) DU = Dl X O3k,

THERER

AFELLER R E WA WA, U, @ik, PO, W, DUAESGHREE XOGZRA .

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, periodental scaling, toot planing and related pan oral
X-ray.

e Major Restorative - including root fillings, root canal, crowns and inlays, bridges (ineluding‘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, ¥eneers and all associated costs.

HRAH e 5 OR Fit

Vision Benefits

— IR A 2
Examination (one per policy year)

BOBIRGE (HIE. A R E IR 0D s ORI L RINE SR 2

One pair of glasses or contact lenses (for disposables, multiple pairssmay e’ reimbursed)

PAESuRR: A EIEKFAEE B AR REC ) 9 H

Exclusions: Sunglasses and/or related accessories.
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UTERER (BSEFSEETRAEETE) REMEHTEFRARES
THIALSRIEMOIEMESE, MSH (REEHILTIZRAINF

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.

#if563 Spine Care

FiE iR EETELHER AT Shanghai lijin Perfect TCM Clinic Co., Ltd
FiEIR SRR EZHTEGENS Shanghai lijin Perfect TCM Clinic,Lianyang Branch
FiEEIREFEPRBEZAHTKTE Shanghai lijin Perfect TCM Clinic,Changning Branch
BRI L X 58 £ BB JE  Kunming Xishan District Jijin Perfect Massage
FFRHTH = FHEEA I 58 5 HEETE Danyang Yunyang town Jijin Perfect Massage
#EE TP Health Sage

FEHIE T EAFHELZHIEIRAR Shanghai Cervical Medicine Chiropractic Clinic Co., Ltd
gz A VE TR EEi2 AT Shanghai Jingyiwei Jihuo Chinese Medicine Clinic
g AN EEZ TR R AE Shanghai lingyiwei Jiyue TCM Clinic Co., Ltd
FiEEiE AR EIZ AR AE Shanghai lingyiwei Jiyao TCM Clinic Co., Ltd
g AR EZ TR PR AE Shanghai lingyiwei Jihong Chinese Medicine Clinic
FiESE A EREZHARAT Shanghailingyiwei Jifu TCM Clinic Co., Ltd
¥R sE R EE2 T A IR 2 F] Shanghai Bowan Traditional Chinese Medicine Clinic
g RS AR A ] Shanghai Jin Bo TCM Clinic

Mg PR A R A ] Shanghai Bo Jin TCM Clinic

iR ELHTARAT Shanghai Gaobo TCM Clinic

LB R ELHARAT Shanghaili An TCM Clinic

IR HRELHTERAR Shanghai TaiJi TCM Clinic
EiEARS AR AT EE Shanghai Gaoran TCM Clinic, Wealth Br
iR IOV R A FMEEE)E Shanghai Gaoran TCM Clinic, Health Branch
B % Mingjingtang

b & E HEIZFT Meridian Traditional Chinese Medicine Clinic

bR HL B WisH FEZFTE R AE Beijing Ming Jing Tang Asian Sports Village TCM Clinic
bR Z 5 T E | 12 AR A T Beijing Ming Jing Tang Wanliu TCM Clinic
e Yosemite

AL SEE E B E B Shanghai Yosemite Hospital (Jingan)

AL SE L 11258 Shanghai Yosemite Clinic

JERERE KB LT Beijing Yijia Jiahe Clinic

JbRZH - E T ELT Beijing Zhenshitang Chinese Medicine Clinic

L EBEHRREEITLH Shanghai Whole Jiujiu Health Clinic

Klinoerth AJTT 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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