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GENERALI

INDIVIDUAL HEALTH INSURANCE - HOSPITALIZATION & SURGICAL CLAIM FORM
BABRFRETE - (R RFHEEPRER

PART A - Member Information (to be completed by the policy holder)
FIH - RERH (BRERFEAER)

Policy No. Policy Holder Name

TR EL5ER TRELRFA N2

# Member No. (with family endfix) Mobile No. Patient Name Patient’s Date of Birth (DD/MM/YYYY)
FHEERR S ER %S Wi AR (HIAAE)

REHRT (EEREIRER)

Will you claim other insurance/compensation for this hospitalization/surgery? * Specify the Policy No. if it is insured by Generali Hong Kong Branch
BEIRAT B/ T4 2 75 445 He A R B e Bl (B 2 2 > B TR S R R B B o ) I B OR B, SR L IR BRSNS, FRAMTIG — Of BR
O No#& (O Yes, Name of Insurance Company/Type of Compensation:

R AR e IR

* Other Generali Medical Policy No.: FAth i 5 & e (- B 95455 -
[] Please return a Certified True Copy of the receipt(s). (*not applicable for submission by e-means)
FROEREAKEZEIR, (TERARBEFERER)

Has the patient had any prior treatment for this condition? 5% %4 75 7£ [ — R I T 5t 5 siih 52

] No# [ Yes, please state date: /&, #5155 H

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

WHEEAMZAG TN, SRR A, Hh B AL
0 Non-Work related [ Workrelated, please advise if you have submitted this hospitalization / surgery claim to Employees Compensation Insurance
ST A H ST AT, R PR /AT 75 B o e L s (R R 1 O No# [ vesk

G TS B 2R

1. I RS A ZRAE RS FLIR90  H A2 I .

2. BEEME 2 HIRZA R R /& BIER, 1 ZIRRIZR R R AR

3. WAZAM L IEA BB Rl BB IR ELIE A HT. A
Y BETU R EBREREREE . HERGETIRMLE. ZE R
Foftbita st AN R B

Notes for filing a claim:

1. Claim must be submitted and received by the Claims Department within 90 days of treatment.

2. Part A should be completed by the insured employee/member while Part B by Attending
Doctor.

3. Original bills and receipts must be attached showing the date of treatment, patient’'s name,
diagnosis and the Attending Doctor’s stamp and signature. Please request Hospital to provide

the itemized details and charges breakdown for laboratory, medication, treatment H7% ! °
treatment/procedure. 4. BRNEE, A LR .
4. Referral must be attached for specialist consultation. 5. (EBEBE B EEWAEIE PR 90 H NAZ Rl E -
5. For hospital claim, claim form must be sent to Claims Department within 90 days after 6. AT IEA B HE BB R & 55638 (R AEiE 23k m]) , 35 HATRER
discharge. x.
6. Sazgali?:(lj bills or receipts will not be returned (unless clearly stated). Please make copy as 7. WA R, IR LB 4 R S P SR A 2 S
: g o pe SN S NI o I B > (it
7. If the hospitalization was made outside HKSAR, please specify the name of country and 8. ‘y”‘)\E%FT “}mﬁ'%ﬁ’“ BRI e 17 0 S e 2, DA AR
provide claim supporting document in English or Chinese. ﬁﬁ&?mﬁﬂ - . o )
8. If the hospitalization was made in Hospital Authority Hospital, please attached with the | 9. F7SLHIGF AT & IR RA S P H I FORL, i (AL BT

Discharge Summary for provision of diagnosis and surgery information. o
9. Incomplete form or omission of required information may cause delay in processing.

Declaration & Authorization / B8l k2=

I/We acknowledge that I/'we have been provided (https://www.generali.com.hk/EN_US/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 e (i) of the 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, assessing, adjudicating, administering and processing
this Individual Medical Claim and administering the Individual Medical 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, photographic, or electronic copy of this authorization shall be as valid as the original.

WZERI VB RS (b SGEA, 3% Emedicalcs@generali.com.hk B E T % 5 IR #4453 (852) 3187-6831 Hil 5 2% B B {i Ko s 1 R o4k

Signature of Policy Holder Signature of Patient (Age 18 or above) Date signed
REFBEAEE FE8 HI L) =2 HEHH


https://www.generali.com.hk/EN_US/personal_information

GENERALI

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

LR - HEZBASIPBEAR, IREAAREANBITAE

Name of Patient: Name of Hospital:

R EIERIE

Date of Admission (DD/MM/YYYY): Date of Discharge (DD/MM/YYYY):
UNUASECICEVAEVE O e (H/ H/4E)

Accommodation Level:

i O Ward X 1 Semi Private ¥:RAK 5 O Private ARFE O Day case M&F#

1. Clinical History Fi/K% FE:

1a. Symptom(s)/complaint(s) and underlying cause(s) for this hospitalisation/treatment/investigation:
T 8 B L AT e /6 99 / A et B R AR BRRE IR / 2 B B LT R

1b. Date of the symptom(s) first appeared /accident occurred (DD/MM/YYYY):
B O B/ A H I (H/ /48

1c. Date on which the patient first consulted you for this medical condition(s)/injury (DD/MM/YYYY):
TR IR/ 251, BRI B TIREHEY (H/H/4E)

1d. Has the patient received continuous treatment related to this sickness since then? & XKRE1%, WE A &2 RS8R #E?

2. Hospitalization Summary ERFEE

2a. Final diagnosis of the conditions #1421 : 2b. Date of Operation (DD/MM/YYYY):
FHTHBI(H/A/4E)

2¢c. Describe the type of treatment /surgical procedure given to the patient: It/tf: B 2 ¥ et/ T4 44 16«

2d. Please give brief discharge summary (including clinical and pathological findings, etiology, complication, and follow-up plan)
sHPE At e K/ B A R CELARERIR A A . R DRERRE R 2R 1)

2e. If the patient has consulted other Doctor during this hospitalization, please provide the following:

Lo 2 T e JA TR B A T SR B 2R SRS, SR LA T okt

Name of Doctor consulted: Reason:
RSB A4 JER A -

What treatment had the Doctor performed? v 152

2f.  Please provide the reason(s) for hospitalization if this type of cases can be managed on day care/outpatient basis:

ARt AT AEMRS/ A P L AT 2 R
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GENERALI

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

ERBREATHRREUTHENE? GRFEEETHELYS

[0 Accidental bodily injury &4h5 #5215 [0 Pregnancy 1#24¢ [0 Congenital condition 55 K150/ 2

O Self-inflicted injury 5% O Infertility or sterilization A" &=k## & [ Developmental condition ¥ 7 /&

[0 Abuse of drugs or alcohol i FH 24 sl ks [0 Contraception 2 [0 Hereditary condition J& {2 [

[0 Mental disorder %57 2l [0 General check-up — it & fliti 7t [0 Treatment for cosmetic purpose
ERME IR

[0 Refractive error JE AN IE [ Vaccination ¥ it 5

Venereal disease, sexually transmitted disease, or AID/HIV related illness P37, 451 3% 505 5k 532955 / 55 1899 74 [ 0

O N/A R

4. Others 3.

4a. s the patient referred by another doctor? Ji# & 75 &% Ho A B A= i A2

L No & [ VYes, please state the name & address of the referring Doctor:

R, EHIEA A kA Rt

4b. Are you the patient's usual Doctor? [& FR&EZMHAMEHEEAE? O No# [ Yes since DD/MM/YY):
o, HH/ A/

4c.  Have you treated the above patient for this or related sickness before? i 2 i, BN 75k R A % 52
[0 Nof# [ VYes,please give details (date of consultation and diagnosis): %%, iEafid 2 :
Date of consultation (DD/MM/YY) &% HIH (H/H/4) Symptom/Diagnosis Jifl/ 2T

4d. Was the condition a recurrent episode or a chronic disease? I 154 Wi 2 75 F 18 S5 B2 18 It s 2
0 No# [ Yes,give details: ¥/, fistikz

5. Is the condition due to pregnancy? f& R 5B EZR T &K ?

O Nof [ Yes, give approximate date of commencement of pregnancy (this is required)
Hiot, wn e R A IR Y (G2 2 24 3R 4L )

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

A ARFIES, MANTA, LRETE BRI EERR.

Name of Attending Doctor: Qualification:
ey ERiES B
Doctor’s Signature & Chop: Address:
TR R Hbdil: -
Date Signed (DD/MM/YY): Contact Phone No.:
HIW(H/H /4 Tk R Al -
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