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Patient Name ¥ 4 : SERGEEVA ALENA

Birth Date tH4EH}#i: 2008/5/29

Passport 1D 3'HE545: 662839072

Country E#%: RUSSIAN

Physician Fi2[EJli: Dr Defeng Zhao

Treatment Plan J&8J7 /7 %:

1. CAR-T treatment

2. Immunotargeted drug therapy

Estimated treatment costs il #5/7 52 : 1. CAR-T treatment, costs will be 80,000

usb
2. Immunotargeted drug therapy, costs will be 80,000 USD

Payment terms 41 5 % &

The Hospital requires patients to either "pay in full" or "provide a guarantee of payment" at

the time services are rendered. It is essential that patients are fully informed about

payment and billing procedures, and we are available to address any inquiries the patient

may have. £ B 7E R LR 5 5 2 B H TR SBUTFE “RUAMARERIE” . BRIOFEHRRE

EREE7E S TR ERAIK BB R, o ifEr B DA < R R

1. Deposit E£4&34f: A deposit of $5,000 is required prior to the patient's arrival at the
hospital to secure their spot in the treatment program. N B E R 28, B

KPR BEHE 34 € 4 5, 000 USD.

2. Description of Costs %/ #%8: The estimated treatment costs outlined above are
based on information provided by the patient and/or their representative, as well as a
preliminary assessment of the treatment plan anticipated by the physician. These
fees encompass all necessary tests and treatments outlined in the treatment plan,
including routine medical services, consultations with physicians, nursing services,
examinations, laboratory tests, room charges, and the costs associated with
companions who are hospitalized. However, please note that the fees do not cover
emergency medical services, additional room charges, or the costs of companions
who are hospitalized. Furthermore, the costs do not include emergency medical
services, health stabilization measures, or treatment for conditions unrelated to the
primary diagnosis. Additionally, any extra medications not pertinent to the primary
diagnosis, unforeseen expenses such as extended hospitalization or other
supplementary medical services, and personal living expenses, including household
goods, food, shopping, and personal travel are also excluded. EiRTiiiEI7 %% AR
¥ B /AR RS B A EA T SEERIR T T RIAT A 1. B EREIRER
PRI RO ERE. BRRT I RIEATIEIT: BHNETRS . BEsie.
HRS. RE. hE. FERLERBEEARNZAE. RAAEE: RSETRS.
REERAEEE LS FEESWRMERIETT: 5RFLE KRB Y.
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3. Explanation of Variations Z ) #i #]: The estimated treatment costs depend on the
information provided by the patient and/or their representative. A thorough evaluation
of the patient's actual condition will be performed upon hospitalization. If the actual
condition differs significantly from the medical history and test results presented at
admission, the treatment plan and associated fees may be adjusted in consultation
with the patient and/or their legal representative. & Tt i 77 9% B 2 T 838 & /s K
RFRGEIE R EEREEET 2N ERFFREE. WRARERAEFRES
BEMREEAENERERERER, WG BF /LG e ARANRE & IRE
BTt R AT .

4. Balance Payment £#i37{}: The remaining amount may be paid in a lump sum or in
installments at the time of admission on the day cof arrival at the hospital, subject to a
minimum amount of not less than $40,000 estimated 280,000RMB. Charges for
treatment and medical services during hospitalization will be deducted directly from
the amount paid. When the balance of charges falls below $10,000 estimated
70,000RMB, the hospital will notify the patient to replenish it in a timely manner. If the
balance is not replenished in a timely manner, the hospital care and services
received by the patient may be affected or even suspended. % 4z &% A FEHUIA EE B 24
H Jp3R N\ BBy — IR IR AT, S &RA DT 40, 000 EEAH 2T 280, 000 AR,
R RAE BRI . BTG RS EEN AR TRA Pmkk. 22 AREIKET 10,000
EEMLTF 70,000 AR, EReBamEE RN, FHRERMNINE, BEEZ
H = B B R0 AR 45 T e Z B R E .

Disclosure of Information {5 B #{ 5%

Occasionally, patients or their authorized representatives may request the hospital
provide copies of specific documents, images, or medical records. Since these requests
often involve significant copying or related incidental expenses, the patient is responsible
for covering these costs. Therefore, the hospital requires that all such expenses be paid in
full before the requested documents are released. H#H L AE A LA ERERS B
HEERAEERE S, BGERET LR, HTXEEREESF KBRS HMSR,
BERENFRTIETRH . Fib, EREREZA A Z i 285 TIX SR .

Hospital Banking Information &t fR1T(5 5.
ACCOUNT HOLDER’'S NAME Beijing GoBroad Boren Hospital Co.,Ltd
| JRE R EiEECERER AR
ey Bank of China Beijing Xuanwu Subbranch
NAME OF THE BANK H 4T AL (JERIERAT)
BANK ACCOUNT NO. #ifril¢=5: 340270175169

SWIFT CODE #4744 : BKCHCNBJ110
No. 6, Zhengwangfen South, Fengtai District, Beijing (Towers A,
B, C; 2nd Floor, Tower D; Room 110, 1st Floor and Floors 2-5,

ADDRESS 2 i kit Tower E).
RtiFERETFHE6 S A.B.CHE.DE2E.ERE1E 110
BER2ES5R
Important Notice T E 8.
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The total amount indicated on this invoice represents an estimated cost only; the actual
cost may be subject to adjustments based on the treatment or examination provided. 7<%
EMRASEICATGE A, SEhrst AT REERT B EIF LR

Refund Policy iE3K:

Refunds for patients will be processed promptly via cash, credit card, or wire transfer,
depending on the original payment method used. The hospital accepts payments in both
RMB and USD. The average processing time for credit card refunds to bank accounts
within China is estimated to be between 2 to 4 weeks, while refunds to international bank
accounts may take 6 to 8 weeks, depending on the bank in different countries. The
hospital requires that you provide original documentation when requesting a refund;
otherwise, the refund request may not be approved {T-{a F & (1718 # ¥ R 38 BUAE A 207 R
M4 R RECRIC B R BuiER#ESZ AR MASEIGAR. FHEHRB R
rpE AR AT TR F I AGEER (8] 4 2 B 4 A, B 27 3 B BRR A7 0 fY Ak B TRIAR SRS AR AT P 2 [ 28
N6 F) 8 . EREEEFENRE RN R AL BUR AR, 5 R BRE KT A E

Signed %4 &t
By signing below, | acknowledge that | have read and understood the Hospital Financial
Policies, and | agree to their terms. Furthermore, | commit to paying in full the amount for the

medical services for which | have been explicitly billed by the hospital. JEIL L% 44, ik
ATER LR i FIREE BRI SR, TIRIFRI RN, IR R A S AT AL B B BT R 45 T A
A BRI (IR S

Date:
HHA: DD/ MM/ YY/

Hospital Seal
BE B 5 &
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