21/F, Cityplaza One, HERARBE 115

1111 King’s Road, Ao —R2118
Taikoo Shing, Hong Kong B|EE +852 2621 0707
T +852 2521 0707 {HE +852 2521 8018
F +852 2521 8018 info@generali.com.hk
info@generali.com.hk generali.com.hk

generali.com.hk

Generali Health Plan B =@ FE R
OUT-PATIENT CLAIM FORM P92 {(ERAsE3R

Note:

1. Please complete this Form in BLOCK letters. sE MZE L IEHIEBE AR EPE

2. Please refer to the ‘Claims Instructions’” when f|||ng a claim and the claim documents required for this claim. ERREEERFER - FSHE REES! -

3. In case of discrepancies between the English and Chinese versions of this Claim Form, the English version shall prevail. ZN& {8555 58S ARA R 3R A 2 B0
BREAKE - BUERE -

Policy No. {REE SR TE: Policyholder's Name REHFBALZ:

Certificate No.#Z R A #&5%:

Name of Patient (Insured Person) f&# (% {# \)E5&: HKID/ Passport No. 8517078 / RIS :
(please attach a copy &M _E&I7x)
o] tion B2 : Date of Birth tH4=HE :
ceupation are ot Sex HA : OMSB OF%
(DD /MM YYYY BIBIf)
Relationship to Policyholder EA{RE A AR : O Self &A [ Spouse ACf® O Child F& O staff €2
Day Time Contact Telephone No. H B 45 EB5E: Email address &7 E{ithit:

Please fill in the bill amounts breakdown by treatment types and specify the currency % & R EI8 B LB E, W0 .

No. Date of Currency General Specialist* Physiotherapy Mental / X-ray Chinese Prescribed Other
ok Treatment =L Practitioner ERBE / Chiropractor | Psychiatric* /Diagnostic Herbalist*/ | Medicinesand | (please specify)
E2=1=EE TENELE MIBaE/ iEaE Imagining & lab | Bonesetter Drugs® Hith(75750A )
DD/MM/YYYY HEBE tests * EEY/BIT | BEESEC
(B/R/%) X/ e F1%
R
1.
2.
3.
4.

* A copy of Doctor’ s referral letter is required 4 /E3ERIBEEENE (BIA) ER
@ A copy of Doctor' s prescription is required M EEEEEE S (B A)ER
* Chinese medicine prescription and official receipt are required 4B ER P &S R IEXWIRIER

Symptoms Onset Date f&ik IR EEA(DD / MM / YYYY BH/B/%): Diagnosis Date #ZEf HHA(DD / MM / YYYY B/A/%):
Diagnosis 2 fi#& Country where the treatment was received =22 ERER:
Pre—hospital|zat|on/Out—patient surgery consultation visit £z /P9e2 FiliaI P92 A& OVYes 2 ONo&
Post-hospitalization/Out-patient surgery follow up visit Hfz/P952 Fi# 2 REEZ: O VYes 2 ONo&

Date of Hospitalization / Out-patient Surgery: From (DD /MM /YYYY BH/B/%) to (DD /MM /YYYY B/RB/%)
Out-patient Due to Accident FA2E RSN IE O Yes 2 O No&

1. Nature of the accident E9M4E: O Non-work related B T {E#&RH 0O Work related B2 T {EFRA

2. When did it happen #&4-Ff&: Date BHH (DD / MM/ YYYY B/B/%) Time & :

3. Where and how did it happen &5 & a4 ?

4. Injured area, type and severity of the injury S E0MI - FMRMERERE !

5. Was the accident reported to the police FEBEREL ? [ YesH (Ifyes, please send us a copy of the police report 415 - FiRHEEHRE) ONo&
6. Was ther any concurrent/predisposing illness at the time of accident BYMNE4ER - AEWE/FRERBAREIR? OYesE  ONo &

If yes, please provide details 1175 - Fi2HtFE
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(JENF‘RAI |

Other Insurance or Compensation Claims Efth{Ri& S ESBE

Are you also filing any other insurance or compensation claims as a result of the same illness/injury? B TFRLERE

O Yes & O No A&

Policy no. (RE S HS:

O All original bill(s) and receipt(s) will not be returned. Please make your own copies as required.
receipt(s), please check the box and provide a brief reason for the request. FAEIEARUWIE R WIEERESRIE - BEETHHEIK -

FSHEAEL VSR - IR A B RE:

If yes, please provide name of the insurance company: & - #

Type of insurance {RIgTELE:

mIREEERFEMRRENEES
RERBRASIEHE:

If you need the certified true copy of the bill(s) and
MBEWMEBENZERE, BR

Instructions for Claiming B&{&#55|

1. Please sign and complete this Claim Form in full.

2. Claim must be submitted and received by the Generali Service Center within 90 days from the date
of treatment.

3. Please attach all original payment bill(s), receipt(s) and claims supporting documents/reports.

4. All bills) and receipt(s) must clearly show the date of treatment, patient’ s name, diagnosis,
breakdown of charges and the attending physician’ s stamp and signature.

5. Please ensure that all fields on this Claim Form are completed and that all required claim

documents are submitted. Incomplete forms or omissions may cause processing delays. Additional
information related to this claim may be requested.

BRERIAZIIEEPHER -

FEE R AU AR R EIOH ARLIBRBIRBE P -
B LFAALEAER - WBRMBEREXH/HS -
FBEEBRWIRASEZARN  REUS - WIE -
HEZBEEERRE -

5. BERIBEPFRAMIIZHESEZIERAEBERE M - BiE
REPEARATEEZARBREEIERER - BEEEBRE
2 REFAAN/RBATURSREKRM I IERBRHERIER

Hw N

DIRWEUR

6. If the submitted claim is approved, the claim payment (in Hong Kong Dollars) will be reimbursed by 6. SREEEMAER  BERCEE) SEHERIXFEAREFBEAE
autopay to the bank account most recently specified by the policyholder and recorded with REEIRBEPIEENIRTEESLA -
Generali.

Declaration & Authorization BER RES

I/We acknowledge that I/we have been provided with a copy of the Personal Information Collection AN/ BAER - AN/ BACER®—OABERBERATIEFTED

Statement (the "Statement” ) issued by Assicurazioni Generali S.p.A, Hong Kong Branch
("Generali” ). 1/We confirm that I/we have read and understood 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. I/We further confirm that I/we have obtained the express
consent of the Insured Person and any other relevant individuals (where applicable) for providing their
personal data to Generali for the purposes stated in the Statement and for allowing Generali to collect,
use, store, disclose, transfer and otherwise process such personal data in accordance with the terms of
the Statement.

|/We hereby declare and agree that all statements and information provided herein together with any
subsequent alternations or supplements of it are collected to enable Generali to carry on insurance
business and may be transferred to and/or used by Generali (including its subsidiaries, affiliated
companies and associated companies, whether they are located or registered in Hong Kong or outside
of Hong Kong) and any service providers as set out in paragraph d (i) of the Personal Information
Collection Statement (whether they are located or registered in Hong Kong or outside of Hong Kong)
for the purpose of adjudicating this insurance or related claims thereof, approving and underwriting the
application, administering and reinsuring the policy, and/or preventing money laundering and/or
terrorist financing activities. Supply of information under this Form is a condition precedent to claim for
the relevant benefit(s) available under the policy.

I/We also hereby authorize any medical attendant, hospital, clinic, insurance company or other
organization, institution, or individual that has any record or knowledge of my/the Insured Person's
health and medical history of any treatment or advice and that has been or may hereafter be consulted
to disclose to Generali such information. This authorization shall bind my/the Insured Person's
successors and assigns and remain valid notwithstanding my/the Insured Person’ s death or incapacity
in so far as legally possible.

A faxed or photographic copy of this authorization shall be as valid as the original.

h( TRERR, ) BENKEBAERER ("TZER,) - AA/HM
ROAHELHRBZER - AA / HMARRRERRIKRZER
RIFERUWE - R - @7  KE -  EBRMUEMSXEERA / HMH
BAEHR - KA/ ZFE-FSER A/ RACESIRANTTR
thAEBAL MNERNE) WIATRER - TLURRZE BT RS th
PR EA B RHR B A BRRIE - W B 2RO KR ZE BRI
& &R 77 KE #@BRUEMSAEEZSEARR -
TN/ BRELBRRER  FEBERAREZAMEENETQUEEF
H:'.Z1 SR - BNERBREBEZRBEBSURFERE - mzF
BEROUHREBERRE (REERBART  BEASIRBEAST - LRE
URHEMREERLEBRIN ) REREBABERBHRPE d (1)EZH
WERRBHED ( AREUNSERREBNEERIN ) BRR/HA
MEEBRZRERNREPH - {HEISRE  EEBRETZHIRE/
FFIEERBE R/ D FREEE  REAPBRARBZERMERR
HUEREEFRBIRR 2 BB R ST R IR 1 -
A/ HOMELRETONERNEE LA / RAZRER R R RBE
REPABENEATERBRABAAN / RIRAZBZHE - HEIA
T BRERBREZEHER - ASHE - BMERA / ZRATTIHE
KEEN - WIREBMAFEEZENT - MAAN / RRAZEEARER
ANEZIEEENR -

IEREX U Z BT NAERERREENY -

Date signed (DD/MM/YYYY)

HZEAB(B/R/F) MAEE (WM+\ESE L)

Signature of Patient (if Aged 18 or above)

Signature of Policyholder
REFBARE

Please send the completed Claim Form with required documents to

I EZ R ERERERMEX AT T it

21/F, Cityplaza One, 1111 King's Road, Taikoo Shing, Hong Kong
FRHEEELILERCE WO —H211E

If you have any enquiries about your claim, please contact Generali Customer Services Department : +852 3187-6187

BEE B R E SIS ENRISER - +8523187-6187
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a)

b)

c)

d)

e)

9)

GENERALI

Personal Information Collection Statement

From time to time, it is necessary for you to supply Assicurazioni Generali S.p.A., Hong Kong Branch (the “Company”) with data about
yourself(ves), policyholder(s), life insured(s), beneficiary(ies), claimant(s), and/ or other relevant individuals (the “Personal Data”) in
connection with the provision of insurance and/ or related products and services to you, the processing of claims under insurance
policies issued and/ or arranged by the Company, and/ or the processing of any or all other requests, enquiries and complaints from
you.

Provision of the Personal Data to the Company by you is voluntary. However, failure to supply the Personal Data may result in the
Company being unable to provide insurance and/ or related products and services to you; process claims under insurance policies
issued and/ or arranged by the Company, and/ or process any or all other requests, enquiries, or complaints from you.

The purposes for which the Personal Data may be used are as follows:

i) processing (including, without limitation, underwriting) and/ or approving applications for insurance and/ or related products and
services, and any addition, alteration, variation, cancellation, renewal and/ or reinstatement of such products and services;

i) administering insurance policies issued and/ or arranged by the Company;

iii) processing (including, but not limited to, investigating, analyzing, assessing and adjudicating) and/ or settlement of claims under

insurance policies issued and/ or arranged by the Company;

iv) exercising rights of subrogation, if applicable;

V) collection of amounts outstanding (if any) from customers;

Vi) arranging coinsurance and/ or reinsurance in respect of the insurance policies issued and/ or arranged by the Company;

vii) communicating with customers via telephone, mail, e-mail, facsimile and other communication means;

viii)  customer services (including, but not limited to, processing enquiries and complaints), marketing, and other related activities;

ix) conducting data matching procedures;

X) designing insurance and/ or related products and services for customers’ use;

Xi) marketing insurance and/ or other related products and services of the Company and/ or its affiliated companies (which includes,
but are not limited to, its group companies, parent company, trust companies of the Company’s parent company (hereinafter
such affiliated companies are collectively referred to as the “Affiliated Companies”));

Xii) direct marketing of insurance and/ or other related products and services subject to your prior prescribed consent (if any), and
you can exercise the right of opt-out by notifying the Company at any time;

xiii)  statistical or actuarial research of the Company, its Affiliated Companies, relevant insurance industry associations or
federations, supervisory authority, government department and/ or other competent authority;

xiv)  complying with the requirements under any laws, rules, regulations, codes, guidelines, court orders, compliance policies and
procedures, and any other relevant requirements which the Company and/ or its Affiliated Companies are expected to comply
with, including, without limitation, making disclosures of the relevant information; and

XV) fulfilling any other purposes directly relating to (i) to (xiv) above.

The Personal Data held by the Company shall be kept confidential, but the Company may provide the Personal Data to the following

parties (whether within or outside the Hong Kong Special Administrative Region) for the purposes set out in paragraph (c) above, without

prior notification to you and/ or any other relevant individuals to whom the Personal Data is related:

i) agents, intermediaries, claims investigation companies, coinsurance companies, reinsurance companies, third party service
providers, banks and credit-card companies, health and medical organizations, professional advisers, contractors, business
partners, and/ or any other relevant parties, as appropriate, who provide administrative, telecommunication, computer, payment,
marketing, investigation, advisory and/ or other services to the Company in connection with the operation of its business;

i) relevant insurance industry associations or federations, and/ or members of such industry associations or federations;

iii) overseas locations or branches, as appropriate, of the Company and/ or its Affiliated Companies;

iv) persons to whom the Company and/ or its Affiliated Companies are under an obligation to make disclosure under the
requirements of any laws, rules, regulations, codes, guidelines, court orders, compliance policies and procedures, and any other
relevant requirements which the Company and/ or its Affiliated Companies are expected to comply with;

V) any court, supervisory authority, government department or other competent authority (including, without limitation, tax authority)
under any laws binding on the Company and/ or its Affiliated Companies;
Vi) lawful successors or assigns of the Company; and

vii) persons who owe a duty of confidentiality to the Company and/ or its Affiliated Companies.
The Company may verify any or all of the Personal Data by using information collected and released or transferred by relevant
insurance industry associations or federations, and/ or members of such industry associations or federations.
In accordance with the Personal Data (Privacy) Ordinance:
i) any individual has the right to:
A)  check whether the Company holds data about him/ her and, if so, obtain a copy of such data;
B) require the Company to correct any data relating to him/ her that is inaccurate; and
C) ascertain the Company’s policies and practices in relation to data and to be informed of the kind of data held by the
Company; and
i) the Company has the right to charge a reasonable fee for the processing of any data access request.
The person to whom requests for access to data and/ or correction of data and/ or for information regarding policies and practices and
kinds of data held are to be addressed as follows:
Personal Data Protection Officer,
Assicurazioni Generali S.p.A., Hong Kong Branch,
21/F, Cityplaza One, 1111 King's Road, Taikoo Shing, Hong Kong

Note: In case of discrepancies between the English and Chinese versions of this Personal Information Collection Statement, the English
version shall prevail.
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a)

b)

c)

d)

e)
f)

g)

ESrfg)r

GENERAL

W BAE KRR

BT AERSREBREERARFESMT ( [RAF ] D REMRETED. REFEA. ZHRA ZEA. BREAL / SSHMERA

Tkl ¢ TMEARR] O, CIEEARRAT 4B TR / SO B E B IRTS, EEAHERATIEH L/ Rz R FIRESE,

Ko/ BUETLRE R R M B AT A AR . AR

T 2 H BRI A A T RAMEAN BRI . SR80, 2B T ARAERAEA R, 6 S S AT A GES A 8 T HRALCREE 2 / SO B 2 Sl BRI

RIS HAAR K/ SRR TR RME SRR, &/ SR E R R AT s ra AR AR .

BB B A AR Fi%

i) JEF CEFEARRARG K/ SRR K / SO B 2 S BRARES R s, DA S A S BRSO TR . k. SEE . BN
SR/ BARRG

ii)  EHHLHAATEN K/ R H R

iii) R (ERERRRHEE. 0. sHEMEE) &/ BB hARAT T K/ sl iR 2 N IR G,

iv) s RIRE, ATAEARAIAE;

v)  FAFSBINRERE (nd)

vi) KHARARIEH K/ REHRE . T ERILFR K / SRR

vii) EEBEE. B B, A EAEA T R )FEA

viii) HFRE (BIERRAEIE AT o #EH, IR AR S E);

ix)  EATERUZEERT

X)  RRETRRE K/ SRR T B AR A P A

xi)  IEHAAT K / BEATMEBA T (BFRERRAAREBOAF. BAF. AHATRNGEAT GEERMBIATL T XATA
[BRBEAT | O ) MR & / s fbokR RE 2 5 B AR %

xii) R T HEAETAKFARE (F) AR, B A / oAb AR B 2 S ERAR RS, T R R AT TR A AT R AR A B DT A e
) 75 (O RE R

xiii) ARATF. WBAT. MENEGRED ST . BEER. BUFEM K& / i AhZ: e B SR ST soms 5T 7T

xiv) AR AL B R 851, B A SHEBUEMRERERIE, UURARAT K / SR A T S S AT A
B E, BIEEARRNEEEER: &

xv) BB EFR (D) F (xiv) BEBH BT AL %,

HAAT A MmN RS Z2ES, ERAFAREL L (o) BRI T & ORI S EER 47 BUS 52 08 8540 $24t

AR, FHRTMEAMEE T & / a2 S AR AR b A B 1

i) BMAARMEHRBEARATRMTEC FE. B K. HEH. AE. SRR/ SREMBREACE AL PN BEFAEAF.
FEEMRBEA T FRBE AR . B MRS IRMRE . RAT RS R AT (R R BRis . BUERER . KRB . ERBER / SRR
HAhAG RS T7, LB & A,

ii)  MBEOREMSER SIS, &/ SRS REe R E;

iii) AAT K/ SkEEA R KSR FE DT, DU AYE,

iv)  MRIEATAEA. BAL B FRIL $RE. RG4S, SHBURMRERFREE, UREEETIT MG REREEZ T, AAT K
/ R AT GH 2 I A L R At

v)  IRBEERATR K/ SEBAR AR SINEAEEREZ T, AT K/ SKBEBA T E M AR B R T AR . B E R BUNEE
AR B R CREAR AR

vi)  AATRIEEEANTZEN K

vii) WARAT K/ SEBAT AR RERERTHANL.

2T T PR R B PR R SE 1 S T & %/ BS% S b & B 11 R B A T B SR RS 1 SR, AR AR BT AT BT R A B

R (EAER (R #5451 -

i) AR AEAERE:
A) BHRATEREREHER, WEKEE, TR —0EEER
B) BUORRA T SUE KA IERERIAAN G R K
C) A AR A A AT B NG R BURAE R, WA B A BAA T Frr i NG B, &

ii)  AATG R EAT T A R E B R ESR 2 PRSI B A

WER A B K / SEEE N B R K / B B A A T SRR B 3 TR R B RO, I DU N R R
TIN B H T AT
BRI G IR 7] &I
BB 1111 9 KAt —H] 21 #

BFRE: ACHSCERAE N ORI WY B9 S0 B P SCRRAS < A AR T 28, BRDADESCRROAS A
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