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PIEDEER

Claim No.

AR

Policy Number

fREESRE | |

TO BE COMPLETED BYTHE ATTENDING PHYSICIAN / SURGEON AT THE CLAIMANT’S OWN EXPENSES
HTZEERE » TR/ F BN G TRE

Important note §§§}E

Your patient is insured with us and to enable us to assess the claim, please complete this report with as much details as you can possibly provide. Your kind
assistance will help expedite the claim settlement.

B THIRARAATNIZEA B TR AR R TRER M —UANER - DEANSEZILRE - B TR IER AT REREEE -

1. Name of the Patient (Insured)

WA (ZERA) 4

2. HKID Card / Passport No.

ARG | RS

3. Patient’s occupation and exact nature of
duties
I3 N AT B B TR 75
4. Details of the disability First consultation date for this disability (dd/mmiyyyy)
ERAEEE FRILE TR IOk B 1 / / (RIAIE)
Start date of this disability (dd/mm/yyyy)
EXGEIIGRYA H B / / (HIR/E)
Cause of disability O Due to accident O  Duetoiliness
HEUG AR HEIEEL RPIREEL
Final diagnosis
R
Last consultation date for this disability (dd/mmlyyyy)
B EErRR K2 H / / (AIAME)
5. If disability due to accident, please describe Date of accident (dd/mm/yyyy)  Place
the accident in details. RS / / (RIRITF) i
bt e S % x:
E'E’\yl\gé}’?&{ﬁzjg ﬁﬂ 9#11?% Cause of Injury
ZERA
Injured part, nature & severity of injury
ZAGEAL - 5F KR ERRE
6. If disability due to illness, please describe the | Date symptoms first appeared (dd/mmiyyyy)
illness in details. PRSI HHER H / / (H/R/F)
ERBRRBETE © FHILRRR - o _
ief complaints / symptoms
R R
Underlying cause for the illness
SR ERAT LR
Previously treated for same/related disorder? O Yes (please provide details) O No
B Y A [E AR R PR A ? & (PR ) e
7. Is it possible that this disability was related to | O Yes (please check appropriate and give details) & (3 SEiZmE T IR HtEERE) O No #&
the f?cggs Ig%c;%{n the%%?tglrie;ﬁﬁ 5 O Self-inflicted condition or suicide HyEE 1 E55%
i = e " O Under influence of alcohol or other psychoactive substances 2SS e
O Involvement in high risk activities fErEE)
O Pastinjury oriliness WG | P
[0 AIDS and/or other sexually transmitted disease BELIR B A M R
O Psychological condition LERZE
Please provide details
AL

IL/CLM/FORM/WP-II/SEP2024

lof3



mailto:info@generali.com.hk
mailto:info@generali.com.hk

8. Was the patient hospitalized for treatment
due to this disability?
W NE LR AR B0 ?

O Yes (please provide details) & (ZEIEEEER) O No #&

Period of Hospitalization

FEBERREHA
Name of Hospital
Bt
Any surgery performed during hospitalization? [ Yes (please provide details) O No
EBEIIRR & A T T 2 & (GEfeftE) =
Date of surgery (dd/mmlyyyy)
Tt H / / (HIRIAE)

Name of surgery

ER R

Reason of surgery

TR

Other treatment performed
HEITHYH MDA

Brief discharge summary (including investigation tests & results, results of the treatments, any
complications and follow-up plans)

RS (EIERED A RAER - JBREER - AR T KR E])

9. Had the patient previously referred by other
physician?

AT A A AR 2

O Yes (please provide name & address of the doctor) & (GEHRAtEs A& Rt ) O No &

10. Please specify all physical or mental
impairment — impact, severity and duration
as a result of this disability.

FYIHATE BRSSO e - H - 25
2 P AR S ]

11. According to patient’s health condition,
please rate his/her current working capacity.

S AT AV EREHIRL - sERHlE LAFRES

Please provide supporting documentation. (Such as
physical examination assessment report)

ALELEEG I (W e B VA 7

O No limitation of functional capacity & capable of heavy work without restriction B %/ S5 (T (a8 1 558h T{F

0 Capable of medium manual activity REAITC PR 1558 T IF

O Slight limitation of functional capacity & capable of light manual work only TR B fE )25 8h TF

O Moderate limitation of functional capacity & capable of clerical / admin work — HAE[{¢EIERE 125 EhE SCET(F
[ Severe limitation of functional capacity, incapable of minimum activity RO 58 e E T
Remarks

e

12. According to patient’s occupation, please

From (dd/mml/yyyy) To (dd/mmlyyyy)

precipitating factors which would have
increased the risk of this illness?

TR &R R L2 R 2
CESE NS b g 2

indicate the effect of this disability and the i (HIATE) = (RIA)
prognosis. [0 Unable to perform ALL tasks of the original duty
TR O - RN e R, | TREREIUCL R ! / / /
THRIED O Unable to perform PARTS of the original duty
REEME B A LA TS / / / /
[0 Unable to perform ANY occupation
FHEN BRI TIE / / / /
Remarks
st
13. Were there any_precipitating factors wh!ch O VYes (please provide details) & (S5 {itEER) O No &
may have contributed to or hastened this
disability and/or lengthen the period of
disability?
EEHEMRZR(EEEETE XIGIE R | BT
REHEIFH ?
14. Is there any patient’s family history or other O Yes (please provide details) & (FEHRHLEERS) O No &
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15. Did the patient have any of the following O VYes (please provide details) & (ZHEALEERE) O No &
habits - smoking, drinking or drugs taking?

5 AR L RENE - U @R e R e O Smoking W% O Drinking EH O Drug taking fgFZ&Y
LY/ Duration Consumption per day
R FRAE

16. Do you know whether the patient was O Yes (please provide details) 2 (sAi2fEER) O No #&
suffering from any other major, chronic or
congenital disease?

IRZEHER A G EFEMHMEE - 18
FeRMBER ?

17. Please list details of all medical history (apart | Consultation date Complaints/Symptoms Diagnosis Treatment given
from what have mentioned above) that the Kz H BRI i i itian
patient had ever consulted you with.

TR N2 Y [E (RO AT B R e
% (R EAERRRIN) -

18. Was there any usual physician of the patient O Yes (please provide name & address of the doctor) & (FEH2HLES 4= 24 et ) O No &

other than you?
N AA HAE F K21 ?
19. Have the biological parents or siblings of the O Yes (please check appropriate and give details) 5 (35BS RIRAEE ) O No &

patient been diagnosed prior to age 60 with

any of the illnesses listed in the right side? 0 Cancer i
MR AHRLE L BFE A iz | O Meartdisease LA
HEEBERI R ? L Stroke PR

O Diabetes HER I

O Alzheimer's Disease Fel 22 /GBI

[0 Parkinson’s Disease &%

O Polycystic Kidney Disease SR E

O Other inherited disease or disorder HAt B E#H MR

Please provide details

SRt

20. Any additional information you consider
relevant to this claim.
HA LR TR E A BRIk o

Declaration BE#HH

| hereby certify that | have personally examined and treated the patient in connection to the above condition and that the facts as given above present
my opinion of his/her condition and all are true to the best of my knowledge and belief. | hereby declare that no information has been withheld by me at
the request of the patient or his/her family.

A NG M1 Py AR R TF 6 » DL TR S IR0 SR AR THR ISR R BTSSR SUAA RS - SR e 2 LT
BEAL © A ATERL IR » SO LA A SRR A A SR E T -

Address and Contact No.
bk R B 4% B RS SRS

Name in block letters of Attending Physician / Specialist and Qualifications
T2 | ERR LA RERE

Date (dd / mm / yyyy)
HIA (5 /A1 4F)

Signature of Attending Physician / Specialist with chop
T2 | BRI EBLRED
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