Assicurazioni Generali S.p.A., BERBARAT

Hong Kong Branch EEAMMT
21/F, 1111 King’s Road, EHRESHEI1115
2 Taikoo Shing, Hong Kong 2118
T +852 2521 0707 FEEE +852 2521 0707
GENERAL F +852 2521 8018 {5 +852 2521 8018
genclaims_info@generali.com.hk genclaims_info@generali.com.hk

RERBRERERFR TEBIR)
DOMESTIC HELPER INSURANCE CLAIM FORM (FULL VERSION)

(1) Z{RAEHR Details of Insured

(a) ZRANEEH () (b) DRBe 4 5%
Name of Insured (employer) Policy No.

(c) RN (EE) HHES M / RGN

HKID / Passport No. of Insured (Employer

(2) Bz AB&¥l Contact Person’s Information
(a) ZIREA / Bisk NE4& & Bl Contact Information of Insured / Contact Person

1) Fiss ANk 4 (nBLz % AR H) Name of Contact Person (if different from Insured) ‘

2) FHEFEEM5 Mobile Phone No.

3) ESHLhE Email Address

4) @ERMEE Correspondence Address
(3) ZRFIBEEF Details of Insured Domestic Helper

FARHEA4 FAEE S Oy e Sns / v R 95

Name of Domestic Helper HKID / Passport No. of Domestic Helper

(4) FE{E#ERI Type of Claim

O riis s [ &bk g% [0 b 5 0 21 O] amfrbs
Out-patient (Clinical) Accidental Permanent Replacement Helper Fidelity Protection
Expenses Disablement Expenses

] ke / SEEFam g A | [ Z0RE RS T [ e i L 2 L] == mEK
Hospitalisation & Surgical Accidental Death of Insured Temporary Domestic Helper Third Party Property Damage
Expenses Domestic Helper

[ =4/ B2 FRBHEN | [] @XEH (]t kR e [ =542 / FEt:
Accidental/Emergency Dental Repatriation Expenses Loan Protection Third Party Bodily Injury/
Expenses Death

[ 15 / 1455 ¥ Work-related Injuries/Accidents
TR WURISIREE G T TAEMIMZE, s R R T MR S, S RER AN E R LAR N (BT RIATRAD , IR
ERKIAS TIRER. FEIEEEIE L TR (https:/Mmww.labour.gov. hk/tc/fag/cap282b_whole.htm). Noted: If your domestic helper got injured at work, you should
notify the Labour Department in prescribed form within 14 days after the accident (or 7 days in case of death), irrespective of whether the accident gives rise to any liability to
pay compensation. For details, please visit Labour Department website (https://www.labour.gov.hk/eng/fag/cap282b_whole.htm).

[] 34t Gaazw
Other (Please Specify)

(5) F{EZEHMH Description of Claim

The Accident
Occurred 2 Place

(b) FEREAN AR FF 54 IEFE Describe in full how the incident happened

(c) FiREAMER ORI %5 #: %7 Has the mentioned accident been reported to the police?

[]# No (] s, 3526l F& Rl If yes, please provide below information

R Z 2 Name of the Police Station ¥ %< H 1 Report Date
¥RZE W5 Report Time ¥ 240 9% Reference No.
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(6) PIE2EEERE A& Out-patient (Clinical) Expenses
(a) ZGMEE /W A, 55 DLATRS 2D
Nature of Injury / Diagnosis of Sickness (If space is insufficient, please attach separate page)

NN R " e .
D it ute H R # b 4o
(DDIMM/YYYY) Claim Type Currency |Receipt Amount

55 F B34k General Practitioner (GP) [ 741 / 5 & FRIB % & Accidental/
HEHRA Specialist (SP) Emergency Dental Expenses
H 585 Other Benefit Type

Ll
]
[] #1552k General Practitioner (GP) [ &4+ / B2 F#1835% # Accidental/
[] S48 Specialist (SP) Emergency Dental Expenses
L]
O]

[] #4485 Other Benefit Type

¥ 3E £k General Practitioner (GP) [ ] #4h / 2 & F F1 5% & Accidental/
HEHRA Specialist (SP) Emergency Dental Expenses
[] #4485 Other Benefit Type

(7) fEBT / A FLFHTiaEE A Hospitalisation & Surgical Expenses

(@) BEIRAERE / F4h7 2 7578 15 HoAth (B 4 BUAd 12 422 Will you claim other insurance/compensation for this
hospitalization/surgery?
L] No |[] s, CREGAF AR / Wil &5
Yes, Name of Insurance Company/Type of Compensation
] GnBs (2 Fh SR A A A OB, IR IS A% B m A, DA 1) JLAd ORBG A =) RS AR AR MK
If the claim is not fully reimbursed, please return a Certified True Copy (CTC) of the receipt(s) for a second claim
submission to another insurance company.

(b) &G SRR T B EA? Has the patient had any prior treatment for this condition?
]+ No [z, s3E%s HIW(H/H/4) If yes, please state date (DD/MM/YYYY)
(c) WREANZEMABL - GERG IR IEA 2 HH. 35

If hospitalization was the result of an accident, please
give date and a brief description of the accident

R Ol HTAEAR - =& Cmss TR ERTE?

Non-Work Workrelated. Is the work-related injury reported to the Labor Department?
related [0 #No [ & Yes

AR B R 2R A Notes for filing a claim:

1) AN b IEA B R is, B RIS EERERSIE | 1 Original bills and receipts must be attached showing the date of treatment,
H#l. wiEats. Bl LT REEE N EE. patient’s name, diagnosis, and the Attending Doctor’s stamp and signature.
SHELRBE T PR GES . ZEY) R AR R R R AN B k) Please request the Hospital to provide the itemized details and charges
JUSCE breakdown for laboratory, medication, treatment/procedure.

2) FrAIEAREEERBEA g (RIEEREE 2) Original bills or receipts will not be returned (unless clearly stated). Please
B, S BEATREEIA. make a copy as required.

3) IMNEEEEMHR L, SRR BN MEL | 3) If the hospitalization was made in Hospital Authority Hospital, please attach
TR, DUMEIROLIE X FHT & k. the Discharge Summary for the provision of diagnosis and surgery

4) EHIHFERAR TSR ZBURA R 4L 2 R Gk information.

e e 2 141 0 S 55 4) Incomplete form or omission of required information may cause a delay in
processing.

(8) E{thZR{E%FR! Other Claim Types

2% 1 WEH (H/H/4) i R/ RSN E RIEEH
Descript%srfgc\)f/c\zlaaimed ltems Purchase Date Purchase Price / Claimed Amount
(DD/MM/YYYY) Additional Expenses (HK$)
1.
2.
3.

(9) Eft{REEE#} Other Insurance
(a) BRTE CASEHT St L RO A F) AL ORR A ) CELHESS LR FRE B R IR HRE R ?

Have you made a claim or plan to file a similar claim with other insurance companies (including employee compensation insurance or group
medical scheme) related to this accident?

[]# No (] M2 - 3HREELLLU N &R Yes, please provide below information
1R85 A 7 44 K% Name of Insurance Company 1R E 4w 5% Policy No.
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(10) FEEFREZEANG Basic Documents Required
DLt R R AR P B PR PR R R aE, SERCTR CAFAS S R aE R RIS A A T . AT MR, a8 DL as

To help Generali process your claim faster, please submit the required documents and return the application form to us. For the required
documents, please visit the following link:
o https://www.generali.com.hk/ZH_HK/claims_and_support/required_documents/#domestic_helper

(11) KERZR{EFRIEIRT Claim Payment Method

(1) NEEN [E8EREFTAO] 5 RKEREEFIE If the claim payment method “Autopay to bank account” is chosen,

a) FRFRXHAERENZRANEGEBALIREALELEBITEOMRBEZFOER NRTFEXEESESEFXRTA EERFSE),

Please provide the Insured/Insured Person/Eligible Person/Claimant’s bank account proof showing the account holder’'s name and account number (e.g. copy of
bank book, ATM card or bank statement etc).

b) BERANZRANEEBALIREAREAER, BEREERADREREAFEXZEFO,

For Insured/Insured Person/Eligible Person/Claimant who is an individual, only personal saving/current accounts will be accepted by Assicurazioni Generali S.p.A.

c) BRANZRNEGEBRALIRBARBERF, SERBERARDRESINAREXERFO,

For Insured/Insured Person/Eligible Person/Claimant who is a corporate entity, only commercial saving/current accounts will be accepted by Assicurazioni
Generali S.p.A.

d) BERERBRERNSEIAEERETIIEENRITIRS, Assicurazioni Generali S.p.A will only pay/transfer Hong Kong Dollars to the designated bank account.

e) MRITEIRRIEBENAI SRER U R A X 2R E R FRAFTRENB AL, TR 5 T8,

If the bank transfer payment is rejected, declined or unsuccessful, a cheque will be issued and posted to the correspondence address mentioned on the claim form
instead without further notice.

(2) MREFBENAREEELNMERLEE  ZPBRIEERRERBRERATARECHEERMNE - EX 7 RHEHRERRBATE - CRAREXRR - BEXEL
FRE - CORERER ZREMBANIMFIZERE, If the claim payments are settled in currencies other than the policy currency(ies), the payment amounts would
be subject to change according to the prevailing exchange rate determined by Assicurazioni Generali S.p.A from time to time. The fluctuation in exchange rates may
have an impact on the payment amounts.

(3) ERRBRBRAREBENBTRAEEREIENNRS N, Assicurazioni Generali S.p.A reserves the right to determine the claim payment method at its discretion.

RIBMERERERESRREERATAUT ARSI RENE (FLUVIELRE) .
I/WE hereby request and authorize Assicurazioni Generali S.p.A to pay benefit due in respect of this claim by (Please “\” the appropriate box to indicate your choice):
XE LUBTREXNRE (I8 | XRRRRESH AR LS ETERANTIEREAL)
Cheque, to be drawn in Hong Kong Dollars (Note: The cheque will be mailed to your correspondence address in 15 business days after the approval of the claim.
[(JawmEzrissn GUsTitE). #2400 T &4 Autopay to the bank account (By HKD). Please provide the below information:

Bank Account Information #8172 &k}

J= s 1 Full Name in English of Account Holder(s)
Name of Bank $R1T& 8 = -
RITEOFBE AR
Bank Account No. . .
BATR OIS Bank Code Branch Code Account No. B C14E%
RITIRY TR R

(10) EEARIZHEE Declaration & Authorization

(FEHZEAEE, MZRAKRR 18 5%, AR FHEEZEAEE, Tobe signed by the Insured Person or parent of or guardian if the Insured Person is below 18 years old.)

1 ANFRMELER LR —PIBRR, TRESAANEMRFNE, DEEEER, WAKRNRMMAFEZER, FANRMREEAESREREBRSEMEEE
FIAEERE L,

I/We hereby declare that all the statements to all questions above, whether or not written by my/our own- hand are to the best of my/our knowledge and belief complete and true.
I/We agreethat any concealment or misstatement as regards to the amount or otherwise, in connection with this claim may result in prosecution and the Policy will become void.

2 ANEMRBEAFEEENANBEMAR LR RARRIER EE, B, £EE. REBRAR. EF. BRI, IEGBERBERAAFEMS ERZR
AZRE, HECHEE, AR, GR. S7ER. MREE. SEEORETIECRER, RESSERFEERRERAR ( [BERR] ) SHEEZR
* MEFBLBESEPIBTFCERT, ANBMLRSAEEANELRHS FEMBIEESI LS R,
|/We hereby authorize any doctor, hospital, pharmacy, insurance company, police station, employer, or other organization, who has records or knowledge of myself/ourselves or the
Insured, to release all information regarding medical history, prognosis, treatment (including drug and alcohol abuse information), sick leave history, employment history, reasons of
employment termination, earnings or benefit payable under other insurance coverage to Assicurazioni Generali S.p.A. (hereafter referred to as “Generali”) or its authorized representative.
In accordance with the provisions of the Personal Data (Privacy) Ordinance of Hong Kong, by signing below, I/We consent that the personal information collected or held by the Company,
whether contained in this application or otherwise obtained is provided and may be disclosed toindividuals or organizations within or outside Hong Kong.

3. ILREEZBIARTNEA—RERS S - Aphotometric copy of this Declaration & Authorization will be valid as the original.

4. ENIBFRERE XE RIS T LR EREETERE, 1/We hereby agree that all documents and receipts submitted to Generali will not be returned.

5. ARNIFAIRESS, RAIFRFICERAL (https:/eclaims.generali.com.hk/personal_information/) —) B £ =R B & HHAWERBAERIER ( [ZEBH] ) , KA/FMHE

FERRELEROZER, AANFEMDEZSEREBAMKBZBANGRIEE. £H. fF. KB, BERREMAXREBANZEMNENER, FAHME
— SR, ANEMABESZEANEAERAL (MERNE) NBREZ, FTLURBZEBAEANAREGMANEASHREEEERR, LRFEE
REBAIMRIBEZERANGREE, £H. f#7F. KE BEREaAAREZEEAER,
I/We acknowledge that I/we have been provided (https:/eclaims.generali.com.hk/personal_information/) with the Personal Information Collection Statement (the “Statement”) issued
by Generali. 1/We confirm that I/we have read and understand the Statement. I/We agree that Generali may collect, use, store, disclose, transfer, and otherwise process my/our
personal data in accordance with the terms of the Statement. 1/We further confirm that I/we have obtained the express consent of the Insured(s) and the other relevant individual(s)
(where applicable) for providing their personal data to Generali for the purpose stated inthe Statement and for allowing Generali to collect, use, store, disclose, transfer, and otherwise
process such personal datainaccordance with the terms of the statement.

REFRAEN (B HELHFE %% H ZRN / KEFEH NGRS (2R w0
Signature of Insured (employer) / Date of Signed AR 18 3%) Signature of Insured Date of Signed
policyholder Person/ Parent or Guardian (if Insured

person is below 18 years old)
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(11) EBBARE - HEDBL /MHBAERR, IREHHRBABTAE CERHRAERBEB)

Attending Physician Statement - to be completed by the Attending Doctor at the Claimant’s own
expenses (Applicable to the admission to a private hospital)

Ry Bl 44 1

Name of Patient: Name of Hospital:

A (HIA14E): e H I (H7H14E):

Date of Admission (DD/MM/YYYY): Date of Discharge (DD/MM/YYYY):

T s JE A O x&B O] FRAXE ] &AxE O] FI2Fm
Accommodation Level: Ward Semi Private Private Day case

1. BRI FE Clinical History:
la. 52 UL (AT I /v e e S T H 50 PR R RE AR 32 % S FL e [

Symptom(s)/complaint(s) and underlying cause(s) for this hospitalisation/treatment/investigation:

Ib. 55 1 R H B Y G A ) H (B A ).
Date of the symptom(s) first appeared /accident occurred
(DD/MM/YYYY):

lc. WFMLILEMIZAG%, R E TR RZHH Y (HAEF):
Date on which the patient first consulted you for this medical
condition(s)/injury (DD/MM/YYYY):

1d. HEUCRZE, WEA SRS FGHRE?
Has the patient received continuous treatment related to this sickness since then?

2. 1EBEFERE Hospitalization Summary:

2a. f{f% K721 Final diagnosis of the conditions: 2b. FHTHBI(H/HIAE):
Date of Operation
(DD/MM/YYYY):

2¢c. MIRAERE 2 IR 14744 F5: Describe the type of treatment /surgical procedure given to the patient:

2d. FEPRALH B S/ ek B R CEAEERAR A ERAS IR . IR BF SR S RZ RS
Please give brief discharge summary (including clinical and pathological findings, etiology, complication, and
follow-up plan)

2e. B A e ) B B ) HAb B AR SRR, REIRAELL N Bk
If the patient has consulted other Doctor during this hospitalization, please provide the following:

Rz B A4 JiR AL
Name of Doctor consulted: Reason:

1R ? What treatment had the Doctor performed?

2f SERUERZMR A e TN TR P2 T AR o AT 2 SR A
Please provide the reason(s) for hospitalization if this type of cases can be managed on day care/outpatient
basis:
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3. BE&EH Professional comment:
FRBRRAT HREEU TREERE? GEEEE THRE LV

Was the condition due to or associated with the following? (Please tick the appropriate boxes)

[0 =4+ 5883245 Accidental bodily [] 154 Pregnancy MESRER ST
injury [] AEZAEE Infertility or Congenital condition
[0 A% Self-inflicted injury sterilization [] %% /& Developmental condition
[] %984 Abuse of drugs or  [] %2 Contraception [] #f# R % Hereditary condition
alcohol [ —b#etmE General [ =AM R H
[] #5#h2EL Mental disorder check-up Treatment for cosmetic purpose
[] /@t AIE Refractive error [ #ii#:#E Vaccination

L] s, A A 5 00 5 00 5 A )
Venereal disease, sexually transmitted disease, or AID/HIV related illness
L] Ak N/A

4. H¥ Others:

da. iR H AL B8 A i 42 Is the patient referred by another doctor?
(0 #iNo [ #5&, gl s et kit

If yes, please state the name & address of
the referring Doctor:

4b. BT RGEHERE R R [] % No L1 #2, A(HAMF):
Are you the patient's usual Doctor? Yes, since (DD/MM/YY):

4c. EIBZHT, BN S ELESIR 16 H% &2 Have you treated the above patient for this or related sickness before?

[] & No [ ##:%#tk: Yes, please give details (date of consultation and diagnosis)::

wEEEHB(H/A ) SRS B
Date of consultation (DD/MM/YY) Symptom/Diagnosis

Ad. R IS I TS TR AE S5 a8 % 2 Was the condition a recurrent episode or a chronic disease?
(] & No [] ##i&#srid2: If yes, give detalils:

5. HMETBIEZEEM? Is the condition due to pregnancy?

O] #mNo [ %2 sl s 2 B 46 H 1 GE 2 2 7 4R 1L 1)
If yes, give approximate date of commencement of
pregnancy (this is required)

RNRFHEY, SMANTR, ERFTH BRI EREER.

| hereby certify that all information given above is accurate and true to the best of my knowledge.

sl BB
Name of Attending Qualification:
Doctor:
ER2 B A BN 4 Hiy ik
Doctor’s Signature & Address:
Chop:
HIA(E A I4E): Ak T A SR
Date Signed Contact Phone
(DD/MM/YY): No.:
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