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Patient Name BEME: ZHUMAKHAN AINAZ

Birth Date % BM§: 30.10.2023

Passport ID JPERS§3: N18056195

Country BEI#f: Kazakhstan

Physician Ei2EJf: Dr. Liu Huaying

Treatment Plan j&f7/5%: Treatment of leukemia (hematopoietic stem cell
transplantation)

Estimated treatment costs ;47728 MA: 140,000 USD- 170,000USD (£
980,000-1190,000CNY)

Payment terms {32858

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. ERfEiRitIR SR RESAHE 2N & 2
HERFRE . BRINFERFEEESRD TRAZNKSES, HeRssanigxaa.

1.

Deposit B 3213 : A deposit of $5,000 is required prior to the patient's arrival at
the hospital to secure their spot in the treatment program. AB{REE AT S
8, SEEXEReSIES 5000 USD,

Description of Costs ZZf8iH3: 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
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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, LEiAFiH&ar ZBIRIERER/
B RARIRMOEBR EERIT SRAET RIS i, BRSEREATHRIR
THRERE. RRaTIHTRET, BINETRS. BEL2. PERS.
RE. K. BERRERBEARNERS. BATEE: ZRETRS. 5K
MRERER SEBZCHMTRNERAT, SBRETESHAXNEIINGY. B R
A, WEER{ERRAER R EMIETRS, £EAR. KA. Y. PABTEE
mEAE.

3. Explanation of Variations ¥&lii#88: 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. EiAfiiHAT ZARTEER/AHARREHNEE. EERE

B T2ENXFRERTE. ARANRERIETEIESRANFERENSREE 1
=2ER, WogEESEER/EFEERFADBERE LT HRIRER. »

4. Balance Payment RE5ZfJ: The remaining amount may be paid in a lump sum ‘!
or in instaliments at the time of admission on the day of arrival at the hospital,
subject to a minimum amount of not less than_$10,000 USD. Charges for ) S’E

treatment and medical services during hospitalization will be deducted directly
from the amount paid. When the balance of charges falls below 14,000 USD

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 HRX2FEITHGAE
PR BB RIS PC S, RESEA T 10,000 USD, (FRIBEIAYAETT.
ETRSELARNCKAINEAPIR. JTIBREETF_14.000USD B, ER=
ENEHRMHINE. SRERNHTE, BEENERPFENRSJESZAEHE
S

Disclosure of Information {52155
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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. &
FHRHARTHLANERERGEESON/RRMHR LY, BRKETER. AFXE
ERERNSEARENNRMNE, BEBBRBITXEM, AL, ERERERMT
B2 RIS X LR,

Hospital Banking Information ERRRITEE:

ACCOUNT HOLDER' S NAME  Dongguan Taixin Hospital Co. Ltd.

WP FRAUERERAS
E OF THE BANK P45 BANK OF COMMUNICATIONS Dongguan Branch
NAMES aad 301602000015

BANK ACCOUNT NO4R{THcS: 483007611018010094110
SWIFT CODE £17U53: COMMCNSHDGN

Room 102-108, Building 7, Yuhuijin Center, No. 428,
Nancheng Section, Dongguan Avenue, Nancheng Street,

ADDRESS 2x8]itbhit : Dongguan City, Guangdong Province

IREREHRISEERRE AR 428 ST
FiCEP0 7 #5102-108 =

Important Notice BEZZ/87:

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 ZA TS EBIUIFGZER, TGRACEESTHISEINREE.

Refund Policy iB3X:

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
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documentation when requesting a refund; otherwise, the refund request may not
be approved {HIBHMNEBFIGIRIBRGAF AN EINE. EAFRBICRNAN. B
AIEREZARDHETAR. FHNEAREARIPENRITFILIEREN 2 5 4
B, BEIEFRRITKALIEEIRBRITAEER 6 2 8 A, ERBEERRKIBRE
RREURIGERTE, BNLRZEHRATAEARALE.

Signed &4

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. BiZ7E
HES, RWMATRERNE LRERMSER, TRABDEHAT, ARESIIREER
ETRSKEERNTENRS M,

Date: 2‘325/’ 2/ 17
BiE: Yy, MM/ DD/
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