Assicurazioni Generali S.p.A., BERBARAT

Hong Kong Branch EESMT

21/F, 1111 King’s Road, EFEREREBE15E

Taikoo Shing, Hong Kong 2148

T +852 2521 0707 EiE +852 2521 0707

F +852 2521 8018 {#H +852 2521 8018
genclaims_info@generali.com.hk genclaims_info@generali.com.hk

RERFERERERFR (Eh AR FiaRER)
DOMESTIC HELPER INSURANCE CLAIM FORM (HOSPITALISATION &
SURGICAL EXPENSES)

(1) ZRAEHF Details of Insured

(a) RS () (b) DB 4 5%
Name of Insured (employer) Policy No.

(c) ZERN (RT) FBSMmeE / #HRGEHS
HKID / Passport No. of Insured (Employer)

(2) E4& N% Bl Contact Person’s Information
(@) ZRA / Bk N HIE4%& &kl Contact Information of Insured / Contact Person

1 Higk Nik4 Bz AR[FE)D Name of Contact Person (if different from Insured)

2) FILEFEYERS Mobile Phone No.

3) TEEHLIE Email Address

4) JEF ML Correspondence Address
(3) ZRZIRIEEF} Details of Insured Domestic Helper
FAw k44 FAGE s B 0y vE SR Al / SR GRS

Name of Domestic Helper HKID / Passport No. of Domestlc Helper
(4) {EBT / ARFHTiaEEH Hospitalisation & Surgical Expenses

(a) BERAERE / TS 75518 H A (B 4 54l 18 42?2 Will you claim other insurance/compensation for this
hospitalization/surgery?

0 % No O dnsg, fRERAF AR / w0
Yes, Name of Insurance Company/Type of Compensation:;

O dnis i Wl R e e O, SHIRBISEZ RIS, DU a) oA R B A =) F S5 ERER R MK .
If the claim is not fully reimbursed, please return a Certified True Copy (CTC) of the receipt(s) for a second claim
submission to another insurance company.

(b) &% SAER—IiI Pt a4 ? Has the patient had any prior treatment for this condition?

[J & No O e, FHEZBHE(B/A/E): Yes, please state date (DD/MM/YYYY):

(c) IR EANZGTMANLE, IR H. HhEE L5
If hospitalization was the result of an accident, please
give date and a brief description of the accident:

O BT {F MR O BRT/EAR. 2ECmSS TIERRTE?

Non-work Work related. Is the work-related injury reported to the Labor Department?
related l:‘ é NO I:l 7\% YeS
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FH SE A SRS Notes for filing a claim:

1) IAEI EIEABEEE KU, BigmkicEaiE | ) Original bills and receipts must be attached showing the date of treatment,
Sy HEL B, B L TSRS patient's name, diagnosis and the Attending Doctor’s stamp and signature.
R PSR IR, g K s Please request Hospital to provide the itemized details and charges
TR ZEAT R S R breakdown for laboratory, medication, treatment treatment/procedure.

2) Frf IEARBEE RGBT IEE (RAEREE | 2 Original bills or receipts will not be returned (unless clearly stated). Please
Bl . EEATSCENEIA. make copy as required.

3) WAT BB 1 R B, SRR RS e | 9 If the hospitalization was made in Hospital Authority Hospital, please
R, DS AURRE R RIS R attached with the Discharge Summary for provision of diagnosis and

4) A7 I SRR 58 R BUOR A SR AL S PG A surgery information.

Bl, B R RS IR 4) Incomplete form or omission of required information may cause delay in
processing.

(5) REFFEZEXXH Basic Documents Required

DAY Bh A S AR B PR AR R S, PRSI R UM I R ES R A R AR Al . HRAFRE S - 557315 DL T LS
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:

o  https://www.generali.com.hk/ZH HK/claims_and_support/required documents/#domestic_helper

(6) UHRZR{EFRIEIRT Claim Payment Method

(1) FLEEUN [BEERERTAO] AUKERREFIE If the claim payment method “Autopay to bank account” is chosen,
a) FRAFRIMERENZRNEGERALIREAEERRTRORECFOEE RITHFRELBPESEFIIRTT A EERIES),
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) BERNZRANEGEBAL/REBAABEARR, BERRERARDREIEAHEXERD,

For Insured/Insured Person/Eligible Person/Claimant who is an individual, only personal saving/current accounts will be accepted by Assicurazioni Generali

S.pA.
c) RRANZRANGERALIREAREEER, SERBERADREZRNARE/XEFO,
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) DEEBERDAE/ERSTIETERIEITIRE, Assicurazioni Generali S.p.A will only pay/transfer Hong Kong Dollars to the designated bank account.
e) MIRITEIRIERIAEY, AR LS ZE A F A2 R (E B B RN TR ARE AL, AR5 T8,
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.
(2) MEREHEURESHEPIMIEREE  ZREUEESBERBARASIAREENEETMNRE - BEX7KBEHRENEBRTE - CEARSEXRMR - EXEL
FRE - COREREER ZREMIBAIHWFIZER, 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) BERRABRLATIGBENBTRATHRERENNRAR, Assicurazioni Generali S.p.A reserves the right to determine the claim payment method at its discretion.

BURPE L EREFELRRBERATAUT AR RETIE FEUVIFHRE)
I/WE hereby request and authorize Assicurazioni Generali S.p.A to pay benefit due in respect of this claim by (Please “V” the appropriate box to indicate your choice):
O XZFLETHEXARE CER | XERRREBENMRD%R15 B IERNTHEHBERA L)

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.
U BEEEERTAO UETHE). BR4tLUT &4 Autopay to bank account (By HKD). Please provide the below information:

Bank Account Information 38175 1 &k}

- . Full Name in English of Account Holder(s)
Name of Bank $R1T& % L
IRITROFE A B
Bank Account No. _ }
BT FO%E Bank Code Branch Code
SBITIRE SRS Account No. /% I#RaR

(7) EBAKIZHEE Declaration & Authorization

EHARRATE, NZRAK 18 5%, AR AHEEZEAZESE, To be signed by the Insured Person or parent of or guardian if the Insured Person is below 18 years old.)

CANEPERER LR —URR, TREEANEMRFIE, HBEEES, TRARNEMFTANFECER, ANBARSEAEEIRIERISEREES
I BEIRE LY,
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.

2 ANBEHRBEAFEEENRAAFBMR LRZRARHRERN CEE, B, ZHM, ®RiEAR, BE, B, IHORERRERANIMALLEZR

AZRE, BE<HEE, RE. GR. R, BRFE. SEHORETIECRER, RESSERTFIERRERAR ( [RERR] ) SHEBEEAR
*. MEFBLBEEEPIBHTCIBERT, ANFEMLRSHENERHS FEMBIEES LS RS,
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.

3. IHREEVRMIEA—$ERIER - A photometric copy of this Declaration & Authorization will be valid as the original.

4. RNBFIREMB X RIS T LE RIS TERE, 1/We hereby agree that all documents and receipts submitted to Generali will not be returned.

5. AN N/FIRERR, RAN/FMIEERM (https://www.generali.com.hk/EN_US/personal_information) —# L =R EHKEBAERZR ( [ZBH] ) , AR

FHEREREEL BRAZER, FAHEMARSEEREATKBZEPOGIIE. FH. #7F. KB BBRAMAIRBRNEMNBEAER, RAEEK

PIE—SHER, RNBEMEESZRAMEAEHEAL (MERNE) WHRAE, FTLURBZERIRNBRBHMAEAERHRMHE B RE, LR

TERBAMKRBEZEANGERIE, F/H. #F. BE BEBRAMAARBIEEAELR,

-
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|/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 Generali. 1/We confirm that |/we have read and understand 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. |/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.

PREFFAN B FEDHES 7 H RN/ PPN E AR 18 B & H
Signature of Insured (employer)/ policyholder Date of Signed Signature of Insured Person/ Parent or Guardian Date of Signed

(if Insured person is below 18 years old)
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(8) ERBBAMST - HEDBELE /SHBLEER, T EMNBREANBTAE) BEHARMEAZ BB

Attending Physician Statement - to be completed by the Attending Doctor at the Claimant’s own
expenses (Applicable to the admission to a private hospital)

Ry B8 e 44

Name of Patient: Name of Hospital:

A HFI(H A ) e HI(H /A AE):

Date of Admission (DD/MM/YYYY): Date of Discharge (DD/MM/YYYY):

e IR O XB O R O RBXE O FigFk
Accommodation Level: Ward Semi Private Private Day case

1. EGPKJ%E Clinical History:
la. 5 A Bt 16 A B BTt 0 P A BRRE AR 3 3 B FL i A

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

b, o538 O B Y G R ) I (B R )
Date of the symptom(s) first appeared /accident occurred
(DD/MM/YYYY):

e LR/ 5%, Ik E TN RZE H ) (H/A4E):
Date on which the patient first consulted you for this medical
condition(s)/injury (DD/MM/YYYY):

1d. BEUCRZE, WE A SRS R

Has the patient received continuous treatment related to this sickness since then?

2. ¥k &EE Hospitalization Summary:

2a. %172l Final diagnosis of the conditions: 2b. FHTH(H/AIE):
Date of Operation
(DD/MM/YYYY):

2c. IRAERE 2 1B FEREIE 147 4 % :Describe the type of treatment /surgical procedure given to the patient:

2d. GEFRAt B S/ i A R CELARERAR A B IR . AL DR SEAE S RS R
Please give brief discharge summary (including clinical and pathological findings, etiology, complication, and
follow-up plan)

2e. Qi A BT ) B A i A B AR ES SR AL R

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

RzBA A JR A
Name of Doctor consulted: Reason:

1S ? What treatment had the Doctor performed?

2f. GEIRMEEZARE KT AT FIRS H T T O 47 2 R A
Please provide the reason(s) for hospitalization if this type of cases can be managed on day care/outpatient
basis:
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3. H¥EE R Professional comment:
EREVRE HABREUTHERE? GEHEREETHE L
Was the condition due to or associated with the following? (Please tick the appropriate boxes)
O =45 #85245 Accidental bodily ] {%%* Pregnancy O JeRPEgm R
injury O AEZEE Infertility or Congenital condition

H 353 Self-inflicted injury sterilization [0 7 M7 Developmental condition

Ll

O B FHZEY 0k Abuse of drugs or [
alcohol O — kS H8ka A General O EARMEE G

O ##hZdL Mental disorder

(0 JEYAIE Refractive error [y #:#% Vaccination

LI VRIS, P 8 R BB V003 /S5 T B AT o] P 0
Venereal disease, sexually transmitted disease, or AID/HIV related illness

0 A#EH N/A

###Z1 Contraception (] &1 [4% Hereditary condition

check-up Treatment for cosmetic purpose

4, H. ¥ Others:

4a. JEE LG AR B A2 |s the patient referred by another doctor?
O % No O #5&, GH5IEAN B AN 4 Kbt
If yes, please state the name & address of

the referring Doctor:

4b. PN A TR B2 0 % No O ==, B(H/ALE):
Are you the patient's usual Doctor? Yes, since (DD/MM/YY):

4e. FEIEZHT, B NE S ARG #? Have you treated the above patient for this or related sickness before?

[0 % No [0 #4&, &tk Yes, please give details (date of consultation and diagnosis):

B H H(H/H ) U2 E
Date of consultation (DD/MM/YY) Symptom/Diagnosis

4d. S DR 1S IR AR 5 M8 1 ? Was the condition a recurrent episode or a chronic disease?
[0 % No [ #E5hsFidz: If yes, give details:

5. IR BIEZIFEA? Is the condition due to pregnancy?

L & No [ 0%, st 4B an H W (05 2 104 7 $2 L))
If yes, give approximate date of commencement of

pregnancy (this is required)

ANFFIBY], AN, BRPEERIYERERRR.

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

iz ik 4 BB
Name of Attending Qualification:
Doctor:

Ry LowdElE YIS EN Hiu ik

Doctor’s Signature & Address:
Chop:

HIH(H/ A 14): Mo o A A
Date Signed Contact Phone
(DD/MM/YY): No.:
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