Assicurazioni Generali S.p.A., BRREBARAT

Hong Kong Branch BFEHEMT
21/F, 1111 King’s Road, EEEEE11115
a Taikoo Shing, Hong Kong 2148
T +852 2521 0707 EiE +852 2521 0707
GENERAL F +852 2521 8018 {#H +852 2521 8018
genclaims_info@generali.com.hk genclaims_info@generali.com.hk

RERBERERERFR FIZERER)
DOMESTIC HELPER INSURANCE CLAIM FORM (OUTPATIENT EXPENSES)

(1) Z{RAEHR Details of Insured
(a) ZERANUES (3D (b) ORE4 5%
Name of Insured (Employer) Policy No.

(c) ZRN (T FikG il / IS
HKID / Passport No. of Insured (Employer)

(2) Hiss NE¥l Contact Person’s Information

(@) ZIRA B4k NH4% & kL Contact Information of Insured /Contact Person:

1) Bigg Nik4 (B sz {# AR[E)D Name of Contact Person (if different from Insured)
2) FHEEEHRAS Mobile Phone No.

3) BE ML Email Address

4) @M Correspondence Address

(3) FRRFRIEEH Details of Insured Domestic Helper
FARWE 4 FARAFUE S ) ve S0l / 8 HE SRS
Name of Domestic Helper HKID / Passport No. of Domestic Helper

(4) PIE2EEEEM Outpatient Expenses

EX =R N s i .
BB (B/A/%E) 3t 2 s ek 64
Treatment Date Claim T )
(DDIMMIYYYY) aim Type Currency | Receipt Amount
[0 w@nes MR R L
General Practitioner (GP) Accidental/Emergency Dental Expenses
[ =##iE4: Specialist (SP) [] E385 Other Benefit Type
[ #z@nies [ sosccrsisem &
General Practitioner (GP) Accidental/Emergency Dental Expenses
[] #pls4: Specialist (SP) [] #4287 Other Benefit Type
O wane [ mohs armrmsm e
General Practitioner (GP) Accidental/Emergency Dental Expenses
[ =FiEE Specialist (SP) [] #4%E%) Other Benefit Type
[0 z@ries [ ssvgaFmies
General Practitioner (GP) Accidental/Emergency Dental Expenses
[0 #rbEE Specialist (SP) [ #4487 Other Benefit Type

(5) FTIEFEZEARIH Basic Documents Required

u@%@%{%ﬁ@ PREEBIE KRB R, BRI I e R A s A A |l . AR S, GBI L
I

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:

e https://www.generali.com.hk/ZH_HK/claims_and_support/required_documents/#domestic_helper

(6) EHitfrpEES Other Insurance

ERE DT Rt s A et RBE A =) (RS TR R R f) HRERE?
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?

[0 #& No [0 &4, sERMELLUF &Rl If yes, please provide below information:

DR 2 ) 44 DR B 4 555
Name of Insurance Company Policy No.
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(7) YWHNZR{EFVIEIR T Claim Payment Method

(1) FLEEU [BEERERTAO] AUERGREFE If the claim payment method “Autopay to bank account” is chosen,
a) BRAFRIMEREN/ZRA/AERAL/REALEERFITROFRBECAOER WRTFEREDESEFIRTAEBIESE),
Please provide Insured/Insured Person/Eligible Person/Claimant’s bank account proof showing account holder name and account number (e.g. copy of bank
book, ATM card or bank statement etc).
b) BREN/ZRA/GEBAL/RBARBARR, BRRBERARAREIBA#E/XZFO,
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.
¢) BRAN/ZRAN/GEBAL/REANABEEZR, LERBARARREZNDHE/XEFD,
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) BERBERA TG/ ERETIIEENRITIRS, Assicurazioni Generali S.p.A will only pay/transfer Hong Kong Dollars to the designated bank account.
e) MRITEIRIBB A FEHALEL AT A IRE R BRAFR B AL, BT BITEH,
If the bank transfer payment is rejected, declined or unsuccessful, a cheque will be issued and posted to correspondence address mentioned on the claim form
instead without further notice.
() MRERBEURERELIOMEBEE  ZREILEXCERBERATIBEENERMNE - EXRDEHRERRERTE - CARSEXER - EXEL
KRS - O ERER KRB MERT NN R EE,
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 impact on the payment amounts.
(3) ERRBRBRARBENBTREERERENNRA N, Assicurazioni Generali S.p.A reserves the right to determine the claim payment method at its discretion.

B/BPEREREFHELERBRARADNAUT A AR A RETE GELUVIEERE)
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 LBTREXHE (I8 XESRREFMENELS BIERNT IR @A)
Cheque, to be drawn in Hong Kong Dollar (Note: The cheque will be mailed to your correspondence address in 15 business days after the approval of the claim.)
[ amsszgaen Gustsg). SRauTas Autopay to bank account (By HKD). Please provide the below information:

Bank Account Information #8175 & £t

Name of Bank Full Name in English of Account Holder(s)

RITRE RITROFE AL

Bank Account No. i )

RIT R O5EHES
Bank Code Branch Code =0
SRiTimEs preEtips Account No. F [ #m5

(8) EBRARIZIEE Declaration & Authorization

(EHERAEE, MR 18 5%, BIRFREEEAZEE, To be signed by the Insured Person or parent of or guardian if the Insured Person is below 18 years old.)

L ARNFHPRELER ER—UBR, FNRETANERIRFNE, DB EEES, TARNEMMAMEC2E, AANEMREEAEERRESBRSEREES
EI B RE 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.

ANEMRBEAFEERARAANFEMAR LRZFRACHIER CEE, B, ZEM, REQR., BE. EE. SHMOBEERERANZEMAK LEZR

AZRE, BECHEE, AE. GR. SER. MEFE. SEEORETIECRER, RESSERFEERRERAR ( [BERR] ) siHEEZR
K MEFALBEEGROIBITCBERT, ANHEMLRZAEENELHE FHEMBIESS LI B,
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.

. IHRREE ZRIATRNEA—$ERERTI, A photometric copy of this Declaration & Authorization will be valid as the original.

4. ANIBFREFA XIS T L EERBIETERE, /We hereby agree that all documents and receipts submitted to Generali will not be returned.

C ARNIFFRESS, RAAIFMIEERA (httpsi/eclaims.generali.com.hk/personal_information/) —{9 £ BRI B HAKERBAERIZRE ( [ZBE] ) , A/

RERKRBELEBAZER, AANHMARELERBAIKRBEZEANGEIE. A, fF HE EERAGHAREBRNEMNEASR, EAEFE
—SHER, ANRMEESZRANEFMEMAL (MEAWE) NATRRE, FIUZBZEBIRNAESGMANEAGRHRRIEGERRE, TRFER
REBAMRIBEZERANGREE, £H, #7F. KE BEREMAAREZEEAEL,
IWe 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 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.

N

w

[

REFFAN (BT HEIE w5 H RN/ R N (W %2 H ]
Signature of Insured (employer) / Date of Signed PR 18 5% ) Signature of Date of Signed
policyholder Insured Person/ Parent or Guardian (if
Insured person is below 18 years old)
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