Assicurazioni Generali S.p.A., BERBARAT

Hong Kong Branch EESMT
21/F, 1111 King’s Road, EFEREREBE15E
== Taikoo Shing, Hong Kong 2148
T +852 2521 0707 EiE +852 2521 0707
GENERALI F +852 2521 8018 {85 +852 2521 8018
genclaims_info@generali.com.hk genclaims_info@generali.com.hk

ABBNMRERRIERE
PERSONAL ACCIDNET INSURANCE CLAIM FORM

(1) RERE A/ Z{RAEH Details of Policyholder / Insured

(a) REFFAAMEH (b) PREL4w 5%
Name of Policyholder Policy No.
(c) ZIRAIEA d) SRABEBSME / ERRE
Name of Insured HKID / Passport No. of Insured
(e) ggfﬁffi of Insured Person (M 15 Gender O Mm% OF%
(f) THREERS R (g) EEMU (h) HAERH
Mobile Phone No. Email Address Date of Birth

(i) BAAMEAIE
Correspondence Address

(2) FE{E¥EHI Type of Claim

O BAMET: O =ZAPKALLE O ERetE e G
Accidental Death Accidental Permanent Disablement Temporary Total Disability
O =S4MBHEH HAh (GERERD
Accidental Medical Expense Othef (Please Specify)
(3) F&{&=EH Description of Claim
(a) it H#A Date Kl Time ETE Country
The Accident
Occurred Jibkh Place

(b) FEFEANGR 324 10 FE Describe in full how the incident happened

(c) sER AL S A3, . BT TG, B
Describe the injuries sustained, indicating the part of the body injured and the type of injury, e.g. fracture, cut, bruise and
etc.

) REEEER R T IEEBIAE? Has the patient had any prior treatment for this condition?
O No | X W2, s541 At Bk B AN SRS 2 P B8 A= sl e e 44 i Aok a2 H .
If yes, please list all doctor(s) or hospital(s) consulted for the injury and the date of consultation

Bk BE 4 FEName of Doctor/ Hospital Y2 HB(H/ A /4E)
Date of First Consultation (DD/MM/YYYY):

1)
2)

(e) LR EAMES CMZ /72 ? Has the mentioned accident been reported to the police?
O % No| O fmf2, =H#RMLLL N& k] If yes, please provide below information

¥ Z 2% Name of the Police Station # %< H 1 Report Date
REFE[H Report Time % 224 5% Reference No.

(4) Ht{RBRE ¥l Other Insurance
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(a) e O ET St bt AN AR 1 HeAt AR A B (E04 55 T K% RS B RF) FREE R ?
Have you made a claim or plan to file a similar c|a|m with other insurance companies (mcludmg employee compensation insurance or group
medical scheme) related to this accident?

O & No | O M2 - L ftLl F& k!l Yes, please provide below information

N UNSIEA P ORFESA PR B 4 558 PREAEHIA(H/H /)
Name of Insurance Company Type of Coverage Policy No. Policy Effective Date (DD/MM/YYYY)

(5) RIEEFFFEZEAELNHE Basic Documents Required
DAt Bh A S AR B PR IR R S, SIS R UM I R ES R A R AR Al . HRAFRE M - 5538 DL LS

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/EN_US/claims_and_support/required_documents/#personal_accident

(6) WENZE{EFRIER I Claim Payment Method

(1) FEEY [BEERERITEO] ARUEREREFIE If the claim payment method “Autopay to bank account” is chosen,
a) FEANEXMERRNZRAREBALIREASERBITAORBLAOER MRTFEXBDESEFIRTARERLE),
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) BRRANZRNEEBALIREABBEARR, SERRERADREZBEAMEXESAO,
For Insured/Insured Person/Eligible Person/CIalmant who is an individual, only personal saving/current accounts will be accepted by Assicurazioni Generali S.p.A.
¢) BEANZRNEGEERALIREARBEER, SERREBRARDREINAFME/XERD,
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) BERRARARES/ERETEEENRITERE, Assicurazioni Generali S.p.A will only pay/transfer Hong Kong Dollars to the designated bank account.
e) ﬁu%ﬁﬁﬁﬁﬁ%&?ﬁ%ﬁ‘ﬁﬂﬁklﬁ R U R AR T R E R BRAPTRGAB AR, MOT S 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) MREREURBEEDUMIEEEE  ZRRUEEICERBERATAEETHERM NS - BEXZRDSHREREBATE - CRAREXRR - BEXGARKRE - AosREER
ZRENTIBREHMFIZEME, If the claim payments are settled in currencies other than the policy currency(ies), the payment amounts wouId 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) EERBERAIRBENBTRAEEREFENNTA. Assicurazioni Generali S.p.A reserves the right to determine the claim payment method at its discretion.

/P B R BRRRRARA AR U T A RI A REIE LUV 5E)
I/WE hereby request and authorize Assicurazioni Generali S.p.A to pay benefit due in respect of this claim by (Please “v” the appropriate box to indicate your choice):
O XZ LUATHERARE (18 | XEERREFI A5 B TERRTIEMNBALE)

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.
O BHERERTAO (LUSTHE). BIRELT AR Autopay to the bank account (By HKD). Please provide the below information:

Bank Account Information $R17F &}

P \ Full Name in English of Account Holder(s)
Name of Bank $R1T& & L
WITEOFE AR
Bank Account No. } )
RAT P %% Bank Code Branch Code Account No. B [14E2E
SBITHRE ST M

(7) Eﬂﬂ}%‘i#&i Declaration & Authorization

FAHZRAEE, MFZERAKRM 18 5%, WARBREEAZEE, Tobe signed by the Insured Person or parent of or guardian if the Insured Person is below 18 years old.)

CARNEPERZER LR —VBRR, THEEANBIRFNE, HEERER, TARNKMFTARE LM, ANBARBEAEELRIERISEREESE
EIEERE 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 agree thatany 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.

- AANBAREEFAFEARNANKFAR LERRACHSEN CBE, B, ZHRM,. RERR, BE. BE. HOEBERRERANEMR LRZE

AZRE, BEHEE, RE. GR. SR, BRFE. SEHORETIECRER, RESSERTFIERRERAR ( [BDERR] ) SHERECR
& MEFBLBEEEPITHFCIERT, ANBFLRBAEANE LR FEMIEES LS RS,
I/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.

-

N

3. IEEEEZAIATNIEA—RERSEMA - Aphotometric copy of this Declaration & Authorization will be valid as the original.
4. ANFEFRERE XHRBEE T B2 RS RERE, /We hereby agree that all documents and recelpts submitted to Generali will not be returned.

ARNEIRERR, ANFERMPIEERME (https://www.generali.com.hk/EN_US/personal_information) —f3 FH € E R HMKEBAERZR ( [ZXBH] ) , AAEK

PIREFERREL BERARZER, FAA/EMARRCEREAMKRZERNGERIE. £, 1'%7‘ K EBREMADRBRANKPNEAER, RAFK
ME—SHR, ANBMEESZRANEMEMAL (MBANGE) NIREE, AIURRBZERHIMENAREBANBAERERGEERE, LR
LERBIMKBZBANGRINE, FH. #F KR EBREtHFARBZSFEAER,
I/We acknowledge that I/we have been provided (https://www.generali.com.hk/EN_US/personal_information) with the Personal Information Collection Statement (the “Statement”)
issued by Generali. |/We confirm that I/we have read and understand the Statement. [/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 in the Statement and for allowing Generali to collect, use, store, disclose, transfer, and otherwise
process such personal datainaccordance with the terms of the statement.

o
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https://eclaims.generali.com.hk/personal_information/
https://eclaims.generali.com.hk/personal_information/

TRERFE N B K% HEAM ZARN / XEFEEHEAFE (2R wEEW
Signature of Policyholder Date of Signed A& 18 %) Signature of Insured Date of Signed
Person/ Parent or Guardian (if Insured
person is below 18 years old)
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(8) ERBAERE - HEBBL /IMBARR, TREMMREAGTRE GERARMERBEBD)

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 B8 e 44

Name of Patient: Name of Hospital:

UNUASE i NQ=VENEES) e (H/A )

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

T 5 - O XE O FRKE O RBxRE O FM2FH
Accommodation Level: Ward Semi Private Private Day case

1. B K2 lizttE Details of Injury and Diagnosis

a. | WEE R BUREE R H O (HIAE):
Date of the symptom(s) first appeared /accident occurred (DD/MM/YYYY):
b. | BEER, ES 2L ? According to the patient's, how the accident happened?

©

C. | BBl (FHRZELREEE Injury diagnosis (please describe the injured part and its severity)

d. | fEMRAE R, SR EE BRGSO AT L2 R, G185 102

In your examinations, did you see any visible injuries, such as bruising or an external wound?

0O 7% No O &, EHBRIRI If yes, please describe the condition

e. | RSEIA R A HIRHRIE ? Did the injured area develop any complications?
[l

75 No O 2, :BRERRI If yes, please describe the condition

f. | ERGEEERTREBERE ZRERITMAFEE ? Isthe condition related to any previous injury or medical conditions? If
yes, please indicate:

O 7 No O tni, E5%R Ifyes, please describe

9. | BEEBMLEBENEERBRTIEE ? Has sick leave been recommended for the injured in the above-mentioned
accident? Ifyes, please state the period:

O 75 No O N2, FRFTEZEZEE | BB (B/A/4)From (DD/MM/YYYY)
E| (B/RA/4) To (DD/MM/YYYY)

h. | 5 2542 B IRIAESRES H 2R — K ?

The date on which the patient first consulted you for medical care after being injured?
(H/B /4E) (DD/MM/YYYY)
I | BERKRZE, WEA SR RERR?

Has the patient continued to receive similar treatments since the first consultation?

2. ¥k &EE Hospitalization Summary:

A& K727 Final diagnosis of the conditions:
FH#HWI(H/H/4F) Date of Operation DD/MM/YYYY):
BEIRAT B 2 V8 5 1461 44 B Describe the type of treatment /surgical procedure given to the patient:

ol ol ®
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s PR AE B R Bk B R CRFERRIR AR B A S IR DR AR EEED
Please give a brief discharge summary (including clinical and pathological findings, etiology, complication, and
follow-up plan)

U A A B 9T ) 8 A ) LA B AR 2, RHIRME DL TR
If the patient has been referred to other doctors for treatment during hospitalization, please provide the
following information:

Rz B A JR A
Name of Doctor consulted: Reason:

1A EERE? What medical treatment had the Doctor performed?

e e BtRZim A A T ITAN AT AE 22 B T b AT 2 JR A
Please provide the reasons why this examination and surgery cannot be performed in outpatient/daycare
centers:

3. HEEZ R Professional comment:
FRBHAED HRERE TRERE? GEEEESHE L)

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

O =882 Accidental bodily O 12 Pregnancy O e RMEEm/ERE
injury O AHEF Infertility or Congenital condition
O H#A5ZE Self-inflicted injury sterilization O & [ Developmental condition
O EHZEY sl ks Abuse of drugs or | O FRHA ¥ Dental care O EEPEME Hereditary condition
alcohol O —K&SH#Ee#A General O EEMEE MR
O ¥4 AL Mental disorder check-up Treatment for cosmetic purpose
O JEY6AIE Refractive error O %+ fE Vaccination O A N/A
4. H'E Other:
a. | i e A H Ak B L i/ 2 |s the patient referred by another doctor?
O #No |O #/&, shFli A M k:A Kl
If yes, please state the name &
address of the referring Doctor:
b. | M FREZHENIER%E? Are you the patient's usual Doctor?
O % No |O #4#&, H(H/H/IE): Yes, since (DD/IMM/YY):
5. B RTBIEZRIIFEA? Is the condition due to pregnancy?
O % No (0O FessfeftiRapas H (s &0/ iR 4tn)) H(H/H/4E) | since (DD/MM/YY):
If yes, give the date of commencement of
pregnancy (this is required)

INRFRY, AN, BRI BRI EREMRR

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

FRBEA A HEAM:
Name of Attending Qualification:
Doctor:

Ry LowdElE YIS EN Mok

Doctor’s Signature & Address:
Chop:

HIA(H/HIAE): Wik o Al Sl
Date Signed Contact Phone
(DD/MM/YY): No.:

Page 50of 5
PA_Claim Form_Full_0012026082601




	fill_5: 
	fill_6: 
	fill_7: 
	fill_8: 
	fill_9: 
	toggle_1: Off
	toggle_2: Off
	fill_10: 
	fill_11: 
	fill_12: 
	fill_13: 
	fill_25: 
	undefined: Off
	toggle_4: Off
	toggle_5: Off
	toggle_6: Off
	toggle_7: Off
	fill_14: 
	fill_15: 
	fill_16: 
	fill_17: 
	fill_18: 
	fill_1: 
	fill_2: 
	undefined_2: Off
	fill_3: 
	fill_4: 
	fill_30: 
	undefined_3: Off
	undefined_4: Off
	fill_19: 
	fill_20: 
	fill_21: 
	fill_22: 
	toggle_1_2: Off
	undefined_5: Off
	fill_1_2: 
	fill_2_2: 
	fill_3_2: 
	fill_4_2: 
	fill_5_2: 
	toggle_3: Off
	toggle_4_2: Off
	fill_7_2: 
	fill_8_2: 
	fill_9_2: 
	fill_10_2: 
	fill_6_2: 
	fill_11_2: 
	fill_1_3: 
	fill_2_3: 
	fill_10_3: 
	fill_11_3: 
	fill_12_3: 
	fill_13_3: 
	toggle_1_3: Off
	toggle_2_2: Off
	undefined_6: Off
	undefined_7: Off
	fill_20_2: 
	fill_21_2: 
	fill_14_3: 
	fill_2_4: 
	fill_3_3: 
	toggle_5_2: Off
	toggle_6_2: Off
	fill_4_3: 
	fill_25_2: 
	toggle_7_2: Off
	toggle_8: Off
	fill_5_3: 
	toggle_9: Off
	toggle_10: Off
	fill_6_3: 
	fill_28_2: 
	undefined_8: Off
	fill_29_2: 
	undefined_9: Off
	fill_15_3: 
	fill_16_2: 
	fill_17_2: 
	fill_7_3: 
	fill_18_2: 
	fill_19_2: 
	fill_9_3: 
	fill_8_4: 
	fill_15_4: 
	fill_16_3: 
	fill_9_4: 
	fill_10_4: 
	toggle_1_4: Off
	toggle_2_3: Off
	toggle_3_2: Off
	toggle_4_3: Off
	toggle_5_3: Off
	toggle_6_3: Off
	toggle_7_3: Off
	toggle_8_2: Off
	toggle_9_2: Off
	toggle_10_2: Off
	toggle_11: Off
	toggle_12: Off
	toggle_13: Off
	toggle_14: Off
	toggle_15: Off
	fill_20_3: 
	fill_21_3: 
	undefined_10: Off
	toggle_17: Off
	fill_17_3: 
	fill_23_2: 
	fill_24_2: 
	undefined_11: Off
	toggle_19: Off
	fill_18_3: 
	undefined_12: Off
	toggle_21: Off
	fill_14_4: 
	Name of Attending: 
	Qualification: 
	undefined_13: 
	1: 
	2: 
	undefined_14: 
	Contact Phone: 
	Text2: 


