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GENERALI
HOSPITALIZATION & SURGICAL CLAIM FORM fXfz K Fils BE{E R AR

PART A - Member Information — (to be completed by the insured employee)
FIE - R RORH (2R B RIHF)

Policy No. Policy Holder / Company Name

TR ELSEHS REFFHN [ AT 40

Member No. Employee Name Mobile No. Patient Name (for Dependent) Patient’s Date of Birth (DD/MM/YYYY)
B R 4 55 e Bk FHRERE WEES (KEH) W AR (HIAKE)

Will you claim other insurance/compensation for this hospitalization/surgery? * Specify the Policy No. if it is insured by Generali Hong Kong Branch

SEURAE e/ 3987 2 75 A5 A OR i < A A 2 * W@ T RE R R B i 0 o ) I B DR B, SR L OR BRLSRAS, FRAMDI —Of BE 2

I:l No 7 I:l Yes, Name of Insurance Company/Type of Compensation:
e, DRI W) 44 R A 18 < 5001

* Other Generali Medical Policy No.: Jifl1 i i & { BL 9% b
Please return a Certified True Copy of the receipt(s). (*not applicable for submission by e-means)

FROBEEREERERIR, (TERAREFREER)

[

Has the patient had any prior treatment for this condition? % & 75 7£ [f] — i i T 5t 58 B %2
I:l No & |:| Yes, please state date: J&, F5IH % HH:

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

WA ZAG TR, SEROR 2 HH, ARG 15 DL
Non-Work related I:l Workrelated, please advise if you have submitted this hospitalization / surgery claim to Employees Compensation Insurance

S AR AR R BT AR A T, BUCRER /0672 15 L R e LS R R B 1 No 7 Yes f
Notes for filing a claim: P AR 2R S
1. Part A should be completed by the insured employee/member while Part B by Attending 1. WCEKEZ BIEE GRS /&, 1L IERZE £ R A .
Doctor. A ag s e S R , )
2. Original bills and receipts must be attached showing the date of treatment, patient’'s name, 2 é/@Li}ti}fﬁﬁ%é;ﬂqu&%iﬁigzggﬁFﬁﬁzi’j
N A2 FEAE] 3 o W 72 PR~

diagnosis and the Attending Doctor's stamp and signature. Please request Hospital to
provide the itemized details and charges breakdown for laboratory, medication, treatment
treatment/procedure.

3. Referral must be attached for specialist consultation.

4. For hospital claim, claim form must be sent to Claims Department within 90 days after 5.

T SEAba BRI R A BOR R  B

HRHE, M A R
FEREIH s AR BEAR 90 H N AZ I
P IEAS S48 RS AR & 3008 (BRAFTE 255D . S AT S EnE]

w

>

Discharge Summary for provision of diagnosis and surgery information.

discharge. &
5. zg%iir::(lj bills or receipts will not be returned (unless clearly stated). Please make copy as 6. WIAAEWEANEE bz, IR R 2R S 0o B b S B AR 2 B
R ' . .
6. If the hospitalization was made outside HKSAR, please specify the name of country and e e gt o ke I . - N H
provide claim supporting document in English or Chinese. 7. %5;){?%&; %i}?%(ﬁm, s AR U EES 7 SRR L B 22, LA
7. If the hospitalization was made in Hospital Authority Hospital, please attached with the L Wbt%ﬁi I% e . o )
8. HULHRERAR M Z BRI L S EoRl, I HIRE Bl

8. Incomplete form or omission of required information may cause delay inprocessing.

Declaration & Authorization / B ] LIS

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 Assicurazioni Generali S.p.A., Hong Kong Branch (“Generali”). I/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. I/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.

WIZARE DS LI HEE] 0 SCGEAR, 5 R I Emedicalcs@generali.com.hk BETE % P HRFS VAR (852) 3187-6831 Bl iE 7 B e (R I i 1 R %

IPCF

Signature of Employee Date signed Signature of Patient (Age 18 or above)
BERE HEHH mE (18 el L) #ZF


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

GENERALI

PART B - To be completed by the Attending Doctor, for Hospitalization & Surgical Claim at the Claimant’s own expenses.

LIE - HEBBESMBEER, IREARREANBITRE

Name of Patient: Name of Hospital:

A4 HUEAES

Date of Admission (DD/MM/YYYY): Date of Discharge (DD/MM/YYYY):
AN HII(H/ A/ ke I (H/ H /48

Accommodation Level:

g VR

D Ward KFE I:l Semi Private (MK 5 I:l Private A\ FK 5 I:l Day case [1&22F4#7

1a.

1. Clinical History ERIK% FE:

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

T B IRAE e /TG 5 /K 5 BT L SRLAKAR B AE R/ 2 B A L [

1b.

1c.

1d.

Date of the symptom(s) first appeared /accident occurred (DD/MM/YYYY):
O R/ SR A H I (B R /4R

Date on which the patient first consulted you for this medical condition(s)/injury (DD/MM/YYYY):
LR/ 2 %, BRI REZ A (H/A/4)

Has the patient received continuous treatment related to this sickness since then? [ Ri21%, & A2 R EA %2

2f.

2a.

2. Hospitalization Summary E5E 15 :

Final diagnosis of the conditions 1% K72 HT : 2b. Date of Operation (DD/MM/YYYY):
FHRHEH/ A/

2c.

2d.

2e.

Describe the type of treatment /surgical procedure given to the patient: iR {ERG 2 G SEtE/ T4 44 -

Please give brief discharge summary (including clinical and pathological findings, etiology, complication, and follow-up plan)
SRR S/ BRI CREERR R AE R I OF S SR

If the patient has consulted other Doctor during this hospitalization, please provide the following:

L 35 TACE Bt A TH] 8 A T LA B A SR 2, BER AL LU T 08

Name of Doctor consulted: Reason:
R BAA: J A -

What treatment had the Doctor performed? 152

Please provide the reason(s) for hospitalization if this type of cases can be managed on day care/outpatient basis:
SR BLEZR A ST AT A AT E MRS/ B i b L AT 2 SR A
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GENERALI

[]

[

[]
[

[]
[]
[

3. Professional comment E¥EER.:
Was the condition due to or associated with the following? (Please tick the appropriate boxes)

ERBRETHHRRENTHENE? GEE#YETHELVSD

Accidental bodily injury &4k 58452 {5 [] Pregnancy %4 I:l Congenital condition Jc R/ B H

Self-inflicted injury F 5% I:l Infertility or sterilization 1~ & 8 4E & I:l Developmental condition #% & [/

Abuse of drugs or alcohol i ZE4) 50 ks |:| Contraception %2 |:| Hereditary condition 18 {2 {4 &

Mental disorder ¥4 2#L |:| General check-up — % S48 kn 1y I:l Treatment for cosmetic purpose
ERMEE IR

Refractive error &6 AN IE D Vaccination 32 1

Venereal disease, sexually transmitted disease, or AID/HIV related illness 7, 11 {33757 BB WLIR / B 000% 154 B R50%

N/A A

4a.

4b.

4c.

4d.

4. Others H'&:

Is the patient referred by another doctor? J & & 75 4% HoAth 58 2 i 42

D No #& D Yes, please state the name & address of the referring Doctor:
i, P B RE A f bt -

Are you the patient's usual Doctor? T 27 tEHEAE? [ | Now [ Ves, since DD/MM/YY):

Fir, BH/ A/ :
Have you treated the above patient for this or related sickness before? fEig 2 /7, [ T4 75wk [FIARLOR IR R &L 2
D No % I:I Yes, please give details (date of consultation and diagnosis): #7 &, frfik 2 :
Date of consultation (DD/MM/YY) % H# (H/H /%)  Symptom/Diagnosisii s/ i

Was the condition a recurrent episode or a chronic disease? I & 15 & 75 F R 45 5 B e 18 1tk s 2
D No 7% I:l Yes, give details: #742, 5rfid 2 :

5. Is the condition due to pregnancy? &l =& BIEZAEIRK?

D No 7% I:l Yes, give approximate date of commencement of pregnancy (this is required)

A, sE R UR A B A6 H Y (2 R R L)

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

FNRRHE, AN, ERA BRI ERER.

Name of Attending Doctor: Qualification:

Bt GatEan BUETH

Doctor’s Signature & Chop: Address:

ER B B K4 Mtk :

Date Signed (DD/MM/YY): Contact Phone No.:
HI(H/H /4 Tk AT SR -
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