Pre-Authorization Request Form

SRR

COMPLETION OF ALL FIELDS BELOW IS REQUIRED
IRZBAARN, B IERBMRS LA T RIS

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 which 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, the risk of claim denial and the provider may decline to offer direct billing service.

ENERAZFREXNIFZEFTESLARNNGT, WEEKE GBG EMNBRAFATHIT. BIUSREREGH
BfE GBG Wi www.gbg.com EEEFEFREZENMATIIER. B, HEAFTEXMHRNOLTE, FEEM
MEBERTESAELBRHECRS, FTECHERER, BFEEBEBEXK.

Section A. Patient information please write legibly

MIZABR
Name (Last, First, M) : Gender:
= B
Date of Birth (MM/DD/YY) : GBG Membership ID:
HEBE (B/B/SF) RiESRE:
Contact Email: Phone Number:
HR%E EXZEBIE:

Diagnosis, Symptom, or Complaint (medical necessity for requested procedure):

g, EREER (REaTIeES) -

Is the patient being admitted to the hospital overnight? If yes, expected number of days / duration:

BATZARBERETE? (R 2" BEBEITHMIERRE) | Yes 2 [ INo&
Inpatient days {FBEXREL:

Procedure or treatment name:

BRIE AT IERIRTR:

Expected date of surgery or inpatient admission: MM B/ DD H/ YYYY &
TRt FAIRT S ER B ER

Anticipated type of delivery (for maternity admissions only): | | Vaginal Ii’= | | Cesarean Section =
it oo ((RESRERES) -
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Section B. Physician information

ERER

Hospital/Facility BERz/Er{IEEFR:

Estimated cost: Physician/Surgeon Name:
TRt ZR R AREY/IMRIEESS:
Date of the injury, iliness, or accident first occurred: MM B/ DD H/ YYYY &

YIRZAR, &, SESNRERIBER:
Describe how accident occurred if applicable:
WEA, BHREINMITRE:

First consultation date for this condition: MM B/ DD H/ YYYY &F
BRI HER:

Describe previous treatment(s) received for this condition, if any,
including dates (ex. medicines, consult, surgery, hospitalizations):

SR B ELRREMEZ AT TATT, ANz, me. FA. EhiarriFBinags:

Physician/ Surgeon Name FAE4/IMIEERR:

Telephone Number: Email :

FEiE: HBAE AL -

PLEASE ATTACH ANY AVAILABLE INITIAL EXAM AND/ OR DIAGNOSTIC
REPORTS TO SUPPORT THE MEDICAL NECESSITY OF THIS REQUEST.
1B AR SR/ SiSHmERR R R I LU SR BRSBTS 2

Section C. Signature of Physician i2{7EITE#A:

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.
HIABNREIRPEHAATFARERER, F=BHRSHERN, BRI TAHSREE
RSRIELRL, FrRTREREIRSELT.

Member's Signature £R&E : Date 33 HER : MM B/ DD H/ YYYY &

If you have any inquires on the pre-authorization, please feel free to contact us through chinapreauth@gbg.com
or the following hotline or WeChat online services.

EIENBIENE A%, ETLURERMAEZE chinapreauth@gbg.com, (RITLATAEBIESRKERDRHEFEHTES.
Greater China: 86-400-816-9300 U.S and Canada: 1-866-914-5333 Rest of the world: 1-905-669-4920
RepLEthX : 86-400-816-9300 EEFIMNELK: 1-866-914-5333 HithithX : 1-905-669-4920
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