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PARTICULARS OF APPLICANT 投保人信息
Name 名称: ___云南大学
______________________________________  
Address地址:_______昆明市翠湖北路2号_______________________________Zip 邮编:__650091_________       
Contact person  联系人姓名:                         Telephone 电话:                   Email 电子邮件:          
PARTICULARS OF INSURED 被保险人信息

As the enrollment form attached hereto详见附后《被保险人清单》。
PARTICULARS OF INSURANCE 保险信息:  
Benefits Schedule For Each Insured 每一被保险人保险责任列表                  

	Benefits 

 保险责任
	Sum Insured

保险金额
	Note

说明

	AD &D  

意外伤害
	CNY200,000
	A scale of the sum insured to the extent of dismemberment

 根据残疾程度，为保险金额的一定比例 

	Critical Illness  

重大疾病
	CNY100,000
	For critical illness due to non-accident, waiting period 30 days

对非意外导致的重大疾病，免责期30日 

	Inpatient  

住院治疗
	CNY 50,000
	For medical necessary and reasonable inpatient charges in the scope of local social insurance, co-pay 15%. For inpatient due to non- accident, waiting period 30 days

按符合当地社会基本医疗保险报销范围的、必要、合理的住院医疗费用的85%支付保险金。疾病住院责任免责期30日 

	Outpatient

  门诊
	CNY 5,000
	For medical necessary and reasonable outpatient charges in the scope of local social insurance, deductible CNY 600 on a per office visit basis and co-pay 20% 

每次门诊治疗发生的符合当地社会基本医疗保险报销范围的、必要、合理医疗费用，扣除人民币600元免赔额后按80%支付保险金


Proposed Insurance Period保险期间：From由_                    (dd/mm/yyyy日/月/年)to到                     _(dd/mm/yyyy日/月/年)

PREMIUM PAYMENT   保险费支付
Preferred Method of Payment 支付方式
√ FORMCHECKBOX 
 Lump sum 一次付清    FORMCHECKBOX 
 Semi-annual半年付    FORMCHECKBOX 
 Quarter 季付 

REPRESENTATIONS, ACKNOWLEDGMENTS, and AUTHORIZATIONS    表述，承诺和授权

1. The undersigned hereby certifies that all the foreign experts employees will be mandatory added into this Plan.
以下签名者确认所聘用的所有外籍专家都将加入本保险。


             FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

2. I, hence all the insured persons, have been informed of the terms and conditions of the insurance plan. I, hence all the insured persons, accept these terms and conditions and declare that to the best of my knowledge and belief the statements made in this Application form are true and complete. I understand that failure to disclose information in this application may be the basis for cancellation of policy or claims denial.

本人，从而所有被保险人，已经被告知各条款和细则。我，从而所有被保险人，接受各项条款和细则，并保证在本申请书中填写内容的真实和完整性。我了解和接受：申请书填写错误或不完整，会造成保险人取消本保险或拒绝承担保险责任。                                                                                                                                                                    √ FORMCHECKBOX 
Yes  FORMCHECKBOX 
No      
3. The insurance plan shall be governed exclusively by the laws of P.R.C.本保险受中华人民共和国法律管辖。

4. I understand and accept that insured benefits will not be payable to any pre-existing conditions for any insured person.

我明白且接受保险人对既往症不承担任何保险责任。

5. All Insured Persons must be actively at work and mentally and physically capable of conducting the regular duties of their 

employment at the inception date of this insurance, or upon the contractual commencement of their employment, provided not 

having been absent for more than 10 consecutive days in the preceding three months.

所有被保险人在保险期间开始时必须在职并有能力完成日常工作，如被保险人为新加入投保人的员工，则需在投保单位工作前三个月内连续10日以上无缺席记录。                                                            √  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No  

I, ______毕媛媛___________________________, hereby acknowledge the above information and the attached enrollment form. 

我已了解以上所有信息及附后被保险人清单。

Authorized Signature and Company Chop _______________               Date (dd/mm/yy) __________________

投保单位负责人签署及单位盖章                                                                 日期（日/月/年）
PRIMARY INSURED  主被保险人

Last Name 名: ____            ___    First Name 姓: ___            ____   Date of Birth(dd/mm/yyyy) 生日（日/月/年）: ______ __________

Sex性别: FORMCHECKBOX 
Male男  FORMCHECKBOX 
Female女 Nationality 国籍: __   ___Passport No.护照号:_    _________City of Residence  居住地: _ _                    _
Preferred Post Address 希望邮寄地址:__                                                           Zip 邮编: ___     ____
Telephone 电话: ____________________  Fax 传真: _________________  Email 电子邮件: ______________________
Beneficiary Information For Death Cover

	□Legal (If so ,no need to fill below)法定（无需填写此栏）
□Gradus in Written按填写顺序顺位  □Equally Share均分  □Proportion 比例
Last Name 名: _______  First Name 姓: ____  Nationality 国籍: ______Passport No.护照号:____________Telephone 电话: _________
Last Name 名: _______  First Name 姓: ____  Nationality 国籍: ______Passport No.护照号:____________Telephone 电话: _________


THE SPOUSE AND/OR DEPENDENTS 附属被保险人

(Note: If with the spouse and/or dependants cover, please fill the below如果同时为其配偶或子女投保本保障，请填写下面信息) 
Last Name 名: ________________  First Name 姓: ________ Date of Birth(dd/mm/yyyy) 生日（日/月/年）: _____________

Sex性别: FORMCHECKBOX 
 Male 男   FORMCHECKBOX 
 Female 女  Nationality 国籍: ______  Relationship with Primary Insured与主被保险人关系_______
Occupation职业: _____________         Email电子邮件: ____________________Telephone 电话: ____________________
Beneficiary Information For Death Cover

	□Legal (If so ,no need to fill below)法定（无需填写此栏）
□Gradus in Written按填写顺序顺位  □Equally Share均分  □Proportion 比例
Last Name 名: _______  First Name 姓: ____  Nationality 国籍: ______Passport No.护照号:____________Telephone 电话: _________
Last Name 名: _______  First Name 姓: ____  Nationality 国籍: ______Passport No.护照号:____________Telephone 电话: _________


Last Name 名: _______________  First Name 姓: ________ Date of Birth(dd/mm/yyyy) 生日（日/月/年）: ______________

Sex性别: FORMCHECKBOX 
 Male 男   FORMCHECKBOX 
 Female 女  Nationality 国籍: ____  Relationship with Primary Insured与主被保险人关系________
Occupation职业: _____________         Email电子邮件: __________________    Telephone 电话: ____________________   
Beneficiary Information For Death Cover

	□Legal (If so ,no need to fill below)法定（无需填写此栏）
□Gradus in Written按填写顺序顺位  □Equally Share均分  □Proportion 比例
Last Name 名: _______  First Name 姓: ____  Nationality 国籍: ______Passport No.护照号:____________Telephone 电话: _________
Last Name 名: _______  First Name 姓: ____  Nationality 国籍: ______Passport No.护照号:____________Telephone 电话: _________


Last Name 名: ________________  First Name 姓: ________ Date of Birth(dd/mm/yyyy) 生日（日/月/年）: _____________

Sex性别: FORMCHECKBOX 
 Male 男   FORMCHECKBOX 
 Female 女    Nationality 国籍: ____  Relationship with Primary Insured与主被保险人关系________
Occupation职业: _____________         Email电子邮件: ____________________Telephone 电话: ____________________   
Beneficiary Information For Death Cover

	□Legal (If so ,no need to fill below)法定（无需填写此栏）
□Gradus in Written按填写顺序顺位  □Equally Share均分  □Proportion 比例
Last Name 名: _______  First Name 姓: ____  Nationality 国籍: ______Passport No.护照号:____________Telephone 电话: _________
Last Name 名: _______  First Name 姓: ____  Nationality 国籍: ______Passport No.护照号:____________Telephone 电话: _________


APPLICATION FORM FOR FOREIGNER EXPERTS COMPERHENSIVE MEDICAL INSURANCE


外籍专家综合医疗保险投保单


China Continent Property &Casualty Insurance Co..Ltd, Yunnan Branch, a member company of ChinaRe


Address:4F, Dazhen Plaza, No.408, Beijing Road, Kunming 650011


Tel: (86 0871 3197936); Fax: (86 0871 3135255 )


中国大地财产保险股份有限公司云南分公司


地址：昆明市北京路408号达阵广场四楼（650011）


电话：（86-0871）3197936；传真：（86-0871）3135255
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