21/F, Cityplaza One, HEHAESE111195

1111 King's Road, A —HR218

Taikoo Shing, Hong Kong B5E +852 2521 0707
T +852 2521 0707 {EE +852 2521 8018
F +852 2521 8018 info@generali.com.hk

GENERALT  fedsyiconiic  gonralicom

Generali Health Plan R ERIE

HOSPITALIZATION & SURGICAL CLAIM FORM {XBe & F K R E &
(This Form is applicable to both in-patient and day/out-patient surgical claims 2% B 55 %8 R X & B /P92 F i {E)

Note:

1. Please complete this Form in BLOCK letters. FE AT IEREIER AR EBFER -

2. Please refer to the ‘Instructions for Claiming’ when filing a claim and the claim documents required for this claim. B FEERFRIMA R
REFRBENXHY  FHESRRERS -

3. In case of discrepancies between the English and Chinese versions of this Claim Form, the English version shall prevail. B {EEREREAR
ARPXIRAZ BB R - BIUESURRE -

PART | — TO BE COMPLETED BY THE PATIENT/POLICYHOLDER £—%) - & /REFEAEER

Policy No. fREESRAE: Policyholder's Name {REERFA AE:

Certificate No. # R A4 5%:

Name of Patient (Insured Person) /&% (1R A ) 3: HKID/ Passport No. & &5 / ERRRE
(please attach copy &M _EEIZA)
Occupation B2 : Date of Birth tH4=HHA :
[ | . B
(DD / MM / YYYY B/B/%) Sex Al OoME8 O F%

Relationship to Policyholder E2{REBFH AR : O Self A O Spouse F2i@ O Child 7% O Staff g8
Day Time Contact Telephone No. H 48 B E: Email address &-F E 4 idlt:
Date of Hospitalization / Surgery f£f%/P3z2 F1it B #
From EB(DD / MM / YYYY B/R/%) to £ (DD /MM /YYYY B/A/%)
Hospitalization/surgery was due to illness {£Bz/Fili B &R 15 Hospitalization/ surgery was due to accident {£Bz/F i EZ 5512
1. Describe the symptoms and abnormalities which led to the 1. Nature of the accident E9MEE:

hospitalization/surgery #it B I RAEBRHEMRFIEE: _ O Non-work related 2 T {E5&R O Work related BT {E5RA

2. When did it happen B4 F5fE?

2. When did these symptoms first appear ARAEM AR ERLIR? Date HE3(DD / MM / YYYY B/R/%): _ Time & :

3. Name, address and telephone no. of doctor / hospital the patient first | 3. Where and how did it happen ith# & @ a] 8 42
consulted for the illness BLULRAEE RKZELE/ B2 - it REE:

4. Injured area, type and severity of the injury 2SHIERML - WREMBRERE:

4. Date of the first consultation & >ki2BH(DD / MM / YYYY B/B/%):

5. Has the patient ever received treatment by other doctor(s) or been Was the accident reported to the police mEBERE?
admitted to hospital in the past for similar or related illnesses? F&EBEHR OYes®B ONo&
ERUILBAE - ZOISRRER RS E Mt EE2 AT ARARE? If yes, please send us a copy of the police report ¥175 - FRHERRSE
OYesB ONo & Ifyes, please specify 815 - #Higfit: 5. Was there any concurrent / predisposing illness at the time of accident
Treatment Date JA%HEI(DD / MM / YYYY H/B/%): o BINGEER  BEIR/FREREREIR? OYes B O No&
Name, address and telephone no. of the doctor(s) / hospital(s E84/8&Fz 2 If yes, please provide details #1175 - FR#tFHE:

% - it REE:

Other Insurance or Compensation Claims Efti{RI@ £ HEEHH

Are you also filing any other insurance or compensation claims as a result of the same hospitalization/surgery ? B T & & # b R/ F TP A H iR IR S fE

£? OYes® [ONoAE Ifyes, please provide #1& - ##Efit: Name of the insurance company Rz A S & HE:

Policy no. fREESEHS: Type of insurance fREETELE:

O All original bill(s) and receipt(s) will not be returned. Please make your own copies as required. If you need the certified true copy of the bill(s) and
receipt(s), please check the box and provide a brief reason for the request. FTAIEARUIE R FERIE - FRTFNEIAR - IFMEWBRNZEREIE, BRA
BAELE v 5 WEREEERR
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GENERALI

Instructions For Claiming F3{&E#55|

1.  The policyholder or the patient should complete Part | of the Claim Form, while Part Il should
be completed by the attending physician.

2. All original bills and receipts must be attached showing the date of treatment, patient’ s
name, diagnosis, breakdown of charges and the attending physician’ s stamp and
signature.

3. Claim form must be sent to the Generali Assistance Centre within 90 days from the date of
discharge / treatment.

4. If the hospitalization and/or out-patient surgery was made outside Hong Kong Special
Administrative Region, please provide claim supporting documents in English or Chinese.
5. If the hospitalization was made in a Hong Kong Special Administrative Region Hospital

Authority’ s Hospital, please attach the Discharge Summary for provision of diagnosis and
surgery information.

6. Please ensure that all fields in Part | and Part Il of 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.

7. If the submitted claim is approved, the claim payment (in Hong Kong Dollars) will be
reimbursed by autopay to the bank account most recently specified by the policyholder and

1 ERERFRZE—
FRBEER -

2. LEAMEAMBAEAERRWE SEBRRWBAGEZEEY  REHS
TRIE - NRWBLU KRBT BEEEREE -

3. WBESBUATEHR/AERIOHAREBREREZEPR D -
WMEEBRITHREMSME R R/SETFIZFM - FREUEE D
MHRAZ R B -

5. WAGEERBITHRENBAER 3
RHHBERFMER -

6. FEALBEPFRNE-REANSEZ WERXMBREXH - Bt
BEPEFRACTRELZAABRBBHEEER - BEREGRILER - 7
ERANRBATURSREKRMIIRRERHBENER

7. SREEEHER B (B ELEIERIAEARERAAERER

BOARRERAASNFEER - ME_BHRIER

RUEBERERNVHREHE - UE

recorded with Generali. RIBERPHORRIRITIRS -
Declaration & Authorization B R B#ZE
I/We acknowledge that I/we have been provided with a copy of the Personal Information AN/ HPOER AN/ BACERE—DHIBSERREBRLAIEFENT(™TR

Collection Statement (the “Statement” ) issued by Assicurazioni Generali S.p.A., Hong Kong
Branch ( “Generali” ). |/We confirm that |/we have read and understood 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. I/We further confirm that |/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.

1/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.

BRIR, ) BENBEBARNER (TZEW,) - AA/ RPERCEEEL
BREZER - AA/ RAFESSRRIKBZEBOERLE - & - &
% R OBRLUEMSRERAA / BEOEARS - KA/ BFE— SR
B A/ BHEDEESRANCARMAMALT (NERNE HIEREE - o
LR R B AR MO EA SR RRARERR - TAFEERRT
RIRRBBIERIE - R - 7 - BE - SBRMEMTRRERSAAL
w

FA / BRELBEREAE AR FATNATOEEERZETRES
BMERBRESE ZRREBELURRIEE - MREERTHRBBIER (QE-
WES AT BHATRMBAT  TREURSERRESLEEEN ) BE
WEEASRBIRCE] ()EIRNTIREGRES (TREURUEMRES
AEBEIN ) BBR/AAUEEANZ RRAREDE - Ml nE - FE
REWZHHIR B/ L B R/ RN S TREEE - RABBRNERY
HRERRIURE FFFUIE 2 RS E RO SC RIS -

AN/ BMTELEETONELFEEAA / SEAZRERRRBEL TR
BREORHRGBAGEN / SRAZEZME  BEIAL  BRBERE
BABER - TEHE - EAA / SRATTCAERESN - WEEENATE
SEENN - MAA / SRAZREIARSEATE SIS BB -

IEREX N 2 EEAFNAERERFERE -

Date signed (DD/MM/YYYY)

H=ZHM (B/R/ %) ABE (WH\ESLLE)

Signature of Patient (if Aged 18 or above)

Signature of Policyholder
REFBARE

Please send the completed Claim Form with required documents to

PRI EZ RS E SRR

EEFEXAFEILUT thit

21/F, Cityplaza One, 1111 King's Road, Taikoo Shing, Hong Kong &#&E£E
11118 RO —HI2118

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

HUP#iIL.\ "_‘1$|§ﬁ§}5 HE

HHMREARIZEE : +8523187-6187
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GENERALL

PART Il - TO BE COMPLETED BY THE SURGEON / ATTENDING PHYSICIAN =33 - BEX 2 R4 EE
(At the claimant’s own expenses FF E & A A RE A B 1T&IE)

Name of Patient fm& ¢ a: HKID/ Passport No. &5 15 / R 5kA

Date of Birth E4=HE#i (DD / MM /YYYY B/B/%) : Date of Admission AFBEHE(DD / MM /YYYY B/B/%):

Name of Hospital/Clinic B&Fx/z2Fi &% Date of Discharge Bz BH#5(DD / MM / YYYY H/EB/%):

Level of Hospital Ward f&E#& A : O Private 885 %= 0O Semi-private %% 0O Ward =5/ O day/out-patient surgery Hf&/F3:2 F it
Day Time Contact Telephone. No.H R ##4& B 5&: Email address & 3t it

1. Consultation History R® &

a) Date on which the patient first consulted you in relation to this illness/ injury 5% F LR/ 5% - EREE T KZBEE (DDE/MMBIYYE):
b) Date on which the patient last consulted you before admission &# ABRRIRE @R T ki2h BHE (DDH/MMB/YYE):
¢) Symptom(s)/ complaint(s) of the patient relating to this hospitalization/ treatment/ investigation &% i L R 1ER / FA 5 / 18R Fr 4 IR A0ABBIAEAR R A

d) How long had the patient been experiencing these symptoms before the first consultation? J& &£ EMR PRI E ERKZHISHE 72X ?

2. Hospitalization / Day / Out-patient Surgery Details {¥z/HR/ PI2 FilizEiE

a) Country of hospitalization / day/ out-patient surgery performed {X%/ B fE/F92 FHTRIFTERR:

b) Final Diagnosis S &2 %S R: Date of Operation Ffifi B (DDE/MMBA/YY )

c) Treatments/Operation procedure(s) performed S4B/ TR 2 E:

d) If the patient has consulted other physicians during this hospitalization, please provide the following W& & IEFR B G @ H B4 ke2 - BIREUTEN
Name of physician consulted B4 #£73: Reason R &

What treatments had the physician performed &% ##15:
e) Please give a brief discharge summary (including onset and duration of signs and symptoms/ disease, etiology, types and results of major examinations, treatments,

complications and follow up plan) FEfR #tHIRIRE ( FEEFROFHE / ERFESAFER - TERBEARGR 8% « fIRERRELRENFEE)

f) Please provide reason(s) for hospitalization if this type of cases can be managed on day care/ out-patient basis. I ZFAEAEE H BB DL / 2FARETAE - 5
RHEZERNER -

3. Professional Comment E%ER

a) In your opinion, was the patient hospitalized as a result of recurrent episode or a chronic illness or related to a previous complaint/ diagnosis? If "yes",
please provide date of the first episode and details iE TR R - BEEREABESERER @M ERASIRIEMDTNAE / FEFHE BE2ER "2
BRHERBBAMEEFE,

b) Was the condition due to or associated with the following? (Please tick the appropriate boxes)Fi @ REFt/F T2 E LR KA TFHRSINER AR ( BEBETKE
EviR)
O Pregnancy or Complications of pregnancy, please state conception date based on the last menstruation period #Z st iR 2 AF, FrEAR=Z HEA M RE

“HR(DDE/MMA/YYE):
O Congenital condition fEX 45w / 8 O Hereditary condition & &4 ~EE O Self-inflicted injury BHEZ
O Infertility or sterilization £ B BE O Contraception %% O Developmental condition ¥ B RBEEE
O Abuse of drugs or alcohol 5 FRZE4) 3 Bt O Mental disorder #1353, O Treatment for cosmetic purpose =B M EHIAE
O General check-up — 55818 E O Refractive error YA IE O Vaccination & &##1@

O Venereal disease, sexually transmitted disease or AIDS / HIV related illness #4% - HEEERA B4R / BB SHEENER
[0 NONE OF THE ABOVE M EZEZREEA2
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GENERALI

4. Others HE

a) If the patient was referred by another doctor, please provide the referring doctor's name and address. {IfE & HEMEEEE Y - FREENBENEI NI -

b) Are you the patient's usual physician? B~ 2E&ZBEHENIBEELE? O Yes @ ONo &

I hereby certify that all information given above is accurate and true to the best of my knowledge. K A4F LB - BAAFRAD - LiiFiAE RS REER -

Signature of Attending Physician/Surgeon 284 / IMIBEEEE Title and ChopERERE=
Name of Attending Physician/Surgeon 2 B4/ SVRIBEH R Date signed (DD/MM/YYYY) £EH% (B/ B/ &)

Address and Telephone No. it & B3 SR 45

In case of discrepancies between the English and Chinese versions of this Claim Form, the English version shall prevail. ZZFEFE X R B XRKZ WA ETIEE -
AN &k
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e)

f)

g)

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;

ii) 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;

ii) 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
ii) 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)

<

d)

e)
f)

8)

GENERALI

W BAE KRR

BTEAZARERERBRARAIETEST ( "ARAT. ) REHERETED REFBA - FRA - ZHA - REAR/ FEMBBEALIHNER

( "EAZER,. )  UEXATEETRUERER /IHEERERE  BELCHAQATEER / ILHNREZ THRESE - &/ IEEET

RENTASHMBEEMEK - EHFIRTF -

ET2ERaAATREBAZNN - AN - ZETRGERHEAAZEN - OB AT FEASE T RBRRE / IEEERARE - EELH

EABEHK / ALHNREZ TWRESE - &/ HEBE TRENTESABEEMEK - SHMIKH -

BAZENOHARMNTRE

i) BB ( GEERRNER ) &/ AERRER / FEEERDRENSEE - URZSERARBOEAMN - Tl - 8F - BUE - BHK/
REX ;

ii) EERKHEAATEHE / HLHRE ;

i) RIE (BEEARNRAT - o FHNETE ) R/ SEELHAATRER / ALHNREZ THRESE ;

iv)  NEAKRE - TERAE

V) BEFBWEMAERE (WA ) ;

vi)  BHRAATREER / FTHNREZ TEHRREE / SBEFRE ;

vii)  BRERFE - B - 85 EEAEMBEMANAREEN

vii)  BFEIRE ( SEERRREESHNIE ) « #H - MUREMARRES ;

ix)  ETENZEER

X) BREHREE / AR EREARBEESER ;

xi)  EHEEAQATIER /HAEXRATNEHAD ( BEEFEREAEENAT - BAT  ABATINGERAS (ZSABATETXEES TFHAKA
3. ) ) NREER / Bt EREERERE ;

xiiy FETERRBNER (N5 ) WRZT  EEREHRRE / IEMEHERERYS  METUIETURBENEAAIMUTERLBDRNE
A

xii)  AAT - ABAT - BRNRRERTIHE EEER - BUTHRE / IEMEEESEBNATIBEME ;

xiv) BREEDERE - RA - RG-SR 15| ARG - SHRBERAERNRE  UEREAATER / FEABLATRZETHNIOHEHMBERE -
BREBRERIFEZEREAER ; &

xv)  BRELW (i) E (xiv) EEEBENEETEMEE -

AXATRBANEAESHNESERE  BEXRQATAREBEMU L (o) BFFWBZRRAMU TES ( FMEEERITHEENEZEI ) BEHBAZER

EREAMEE TR/ AZSEAENMS ANTOEMARAL

i) MAQNTNEBZEOAQTIREITE - B - B - A - Y AT - BAR/ AEMARENREA  £NAA - REHELT - HER
IBAE - BIRIBAS) - F=ARBIEEE - ROAGEERDT - BELABEHE  ZXED - #88 ZBBAA/EUEMGBEZS -
DiERERE

ii) MANFRREREAHE K/ AZEHEIHSORE ;

i)  AATE/FEABATHBINREER AT LUBRERE

iv)  RBEERE - HE - RE - 7R 185 ARG Y SHEBRNERNRE MAEZEETNEAEMERREZT - XA K /
ATEEEEHAODEEHEENAL

v) REBHAATR / KB ATDBARNWEMERZT - XRAER / FRABATEOER#ENNETMAR « EEER - BUSSBPIS EME
EESHE (BRELRRRRER) ;

vi)  BATNEFERATZEAN K

vii)  HAEAQTER / AEBMATDEEREEENAL -

AT OFEARERNREEREIME R / IZSEHEAMZOREFMNERENHEBRNER - RZBETOUNFAEEAERN -

R (BAER () 1KA)

i) ERIANLIHEHE
A) EHAPNTEREREEER - 1AW - IRE—MHZEER ;
B) ERAPTREEFAREBRNEAEZR ; &
C) ERARAATNEABTRBRNESER Vo BRNBEEAQASMFEASRNNES ; &

ii) AR EREETASHEAATNNERZ THINGENER -

MMERE / FHEBAZERE / AEHERAATNERNESEREMFEAERNESE - BaMlTASREEX
BN ZERIREL T
BERRE RN T EEST
BEEEE 1111 5 X5 Wt n—H21 12

Mzt « RERABRBIRNZE R P XA Z BB ETRE - BNFESURERE -
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