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FPRENE RS - (E AR ORbE

Policy Amendment Request Form - Individual Health Insurance

RERFA A

Name of Policyholder

IREESRE
Policy Number

E {5/~ Important Notes:

1. S DS CF R S A R A A s E (T HEEEL ) -

Please complete this Policy Amendment Request Form (“Form”) in English BLOCK LETTERS.

2. SEFHEZ T R A EARRA SO ) R EERRBRAIRASIEEST (T EERE ) » BREE— - ZRANEI - A E SRR N (SRR H 425
Please enclose the relevant document(s) (if applicable) with completed Form and submit to Assicurazioni Generali S.p.A. Hong Kong Branch (“Generali”). All
change requests, except Part |, Il and VI, shall be effective on next policy renewal date.

3 RHFENAEMES - RERFAAFTREEERSBNEAMERSFE -

Any amendments to this Form should be endorsed by the policyholder.

EREEUEN LA -

Please M when appropriate.

Part | - Change of Personal Information

. Eﬂﬂlﬁ% Change of Name

I LR - TS AR - MRS REMARSUEREERIE o

Please attach certified true copy of Deed Poll, HKID card / Passport, Birth Certificate or other legal documents.

O {#£EE£FA A Policyholder
WA #E4 Existing Name

O Z{# A Insured Person
A Existing Name

HB4EEk Change of Contact Information

Hritk44 New Name

it New Name

O2.

O @ERM 4 Correspondence Address
O Bras e
O F$& Mobile

:% Contact Telephone Number

O {5 Home O ¥\ %= Office

O FEHEHHE E-mail Address

WS - B g SRR EEFSREE  Part Il - Change of Medical Claim Autopay Account Number

$R1T744%% Bank Name 31744%% Branch Name

BB fREREISZ R AEE —iR /R R BRI E 2T -

$RATHE P55 A 4F% Name of Bank Account Holder

The Autopay Account Number shall apply to all insured person(s) in the policy.

$f74m5% Bank Code 53 1T4m5% Branch Code

HEF4R%% Account Number

FE=E - BRUREGfI 7%  Partlll - Change of Premium Payment Method

TR AR (0A) DEHIRERTA A2 RN « TR SHRAEEIH DSBS N REERA N Z MR (% - LR IRBA R 2 HE =078 19 R -
The premium and levy (if any) must be paid by the Pollcyholder or the Insured Person(s). Otherwise, please provide supporting documents to prove the relationship
between the payer and the Policyholder. Generali reserves the right not to accept the premium paid by a third party.

O 2 GRIEHER T EEREAIR AT, ) HKD cheque (payable to “Assicurazioni Generali S.p.A.”)

0 VISA & 0 E%:&EF MasterCard

R A#:44 (3£32) Cardholder's Full Name (English)

Z-R4R1T4RE Name of Card Issuing Bank

(EH 950 CreditCardNumber| | | |

FIHAH Expiry Date

HMM  FYY

AN EBREARAFEA N AV EH-RIRE AR RR R BRI IR E R R B E 0A) -

| hereby authorise Assicurazioni Generali S.p.A. to charge my above credit card for the insurance premiums and levy (if any) of this insurance policy.

FFf A% 4 Cardholder’s Signature H#A (H / H /%) Date (DD / MM/ YYYY)
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SIESY - HEZ{EA  Part IV - Deletion of Insured Person(s)

ORISR

Name of Insured Person

ZORABRERFA AR (%
Relationship with Policyholder

BRI - EREERZS Part V - Change of Benefit
A 2R AR RES B—2¢ Same benefit is applied to all Insured Persons

U AR S R B 2| & For FlexiPlus Medical Insurance Plan ONLY

O fREANZ O O El Benefit(s) to be [J added
1a.

O changed

A\ BRI N E N R S daiE TR RRBAIRAE ) FE
Please complete the Health Declaration in Part VIIl and return together with the premium payment cheque (payable to "Assicurazioni Generali S.p.A”

EARE - PR FM{RE Core Coverage - Hospital & Surgical Benefit

- {#%518] Traditional Plan 48%E=180 Lump Sum Plan
Plan TR FrEt it FH# 1 s 2 FT#13
Standard Plan Superior Plan Premier Plan Plan 1 Plan 2 Plan 3
EEAE O s HKSO0 0O & HK$O 0O & HK$O [ s HK$O [ & HK$O O 4 HK$O0
Annual O st HK$40,000 O st HKS80,000 | [ 35 HK$120,000 | [ i HK$50,000 O s HK$100,000 | [ 3 HK$150,000
Deductible O s HK$100,000 O s HK$150,000 | O 3t HK$300,000
O i hngs e & 7= Supplementary Major Medical Benefit
SR O P922{5:f& Outpatient Benefit BL(E 432 Reimbursement
gg‘t,igrr:;'e O A PlanA O ##(B PlanB O :f#C PlanC 00 50% 0 80%
O ZFRH#fE Dental Benefit

] MR fRE N2 Benefit(s) to be deleted

1b. O [ gz B FRfRfE Supplementary Major Medical Benefit
O P92k Outpatient Benefit

O FFHERE Dental Benefit

IR R e R 5T 8] For GenHealth Medical Insurance Plan ONLY

| IRIERZE 0O =g
1a.

O 0 Benefit(s) to be [0 added [ changed
ST S/ A A I R B A R S 2R (RTE TR R ATRAE] ) FFE

Please complete the Health Declaration in Part VIII and return together with the premium payment cheque (payable to "Assicurazioni Generali S.p.A.")

AT et ALy ]
Standard Plan Superior Plan Premier Plan
{EF5 5. T Hospital and Surgical Benefit O O 0
[ 28 B (e Supplementary Major Medical Benefit O O O
P2 fE Outpatient Benefit O O O

O BRI N 25 Benefit(s) to be deleted
1b. O ft gz B FEfRfE Supplementary Major Medical Benefit
O P92k Outpatient Benefit

1. | PREL{E Reinstatement
SHHEEE IR Please complete the Health Declaration in Part VIII
o [ERHFE AN IREFIHI HEST 90 HNHG -
Reinstatement can be submitted within 90 days from the premium due date.
o EEREJUEMBIZIOR o (RRCHIBEMZAT o SRIRIE AR -
The request is subject to underwriting, coverage shall not take effect until the request is approved.
o TEPREFGIAR Z R AR -

All claims incurred during the lapsed period shall not be covered.

‘%t‘.%{iﬁ} - HAh#E7R Part VII - Other Instructions

}%fi‘%ﬂﬁ - fREE{5% Part VI - Reinstatement ‘
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RS - R Part VIII - Health Declaration
BB RN > S Y B | BEESE VDR o SRR (Tl RREEE 2 (R S B R o R -

Please ensure you have completed all the details under Part V and/or Part VI before signing this Health Declaration. Please note that insured person(s) will not be
eligible for claims resulting from the non-disclosure of health information.
BRI - ZIRAZA ¢

At any time in the past, have / has the insured person(s):

2 e
Yes No
4| BETEAR - BERESYWHEIMERD TR /3.2 AR L2 H TR, o FHEIIRER GERE) R AT 0O 0
Any weight change in excess of 7 Ibs / 3.2 kg in the last 12 months ? If “Yes”, please give exact amount and reason, if known.
o | BEYBANH TYISMEERMEZAR? M TR, - FEEAMNE - HIRIFTAARE (B4R TTHES) IRk -
Suffered from or received treatment for any of the following? If “Yes”, please provide full details of condition, dates and any treatment
(whether prescribed or otherwise).
a. | {EfIHGET TR R (0 B SCRE R BliEs R e AR RS B R - BRI ? O O
Any chest or breathing complaint (e.g. asthma, bronchitis, tuberculosis or other respiratory problem including nasal bleeding) ?
b. | (E(CBEAYERR e O (Bl EURMSEE, i BE ~ &R - OREEEE OISR - BRI B ? O O

Any heart problem or chest pain (e.g. rheumatic fever, raised blood pressure, angina, murmur, heart attack) or other problem of the
blood or blood vessels?

C. | FEMHLASMEE - FF (EFER RS SOTEE) 5~ BEERT  EFIE - BERESORR R GHR - BFEE A ~ NER - BER O O
S IR BRI 2

Any complaint of digestive system, liver (including hepatitis or hepatitis carrier status), stomach, bowel or rectal bleeding, any
kidney, bladder or urinary disorder including renal stones, endocrine disease, diabetes or thyroid gland problem ?

d. | ERTE i ER I S B A SRR - SRR - R - R - B RIVIEER - SERK S T 7 0 0O
Any mental or brain disorder or problem affecting the nervous system including epilepsy, paralysis, numbness, dizziness, prolonged
headache, loss of balance or fits ?

e. | FEAESUER - FAE - MEMSCHANEMEAEY) ? 0O O
Cancer or tumour, cyst, lump or other growths of any kind ?

fo | B B AILA - BEEIR BB ~ R B B AR TR IR BT TR AR T ~ BREAE ST SRR B ? 0O O
Pain or other problem in your back, spine, muscle or joint, gout or other physical disability or condition affecting sight, speech or
hearing ?

3. | EBEEZ - SHTREZIELR - HIV GRS T R R PO 2 A R - SRR AR iTiag: ¢ S0 MBS - = O 0
RN = 2 R E S HIER 2

Ever received, or do expect to receive, any counselling, medical advice, treatment or any test(s) in connection with AIDS, HIV infection or
any sexually transmitted disease, or do / did have any symptoms of fatigue, persistent diarrhoea or unusual skin lesions ?

EE R -
Taken any regular medications ?
5. | TEOREARIRER & HHE IR CRoi PRS2 CraR E s OE N2 PR IR ? 0 O

Been declined, postponed or accepted with restricted benefits or additional conditions in medical insurance ?

6. | FTREERIE « SR PVBETENIEEMERT - ST BiTZ

Any plan to attend, or is/are currently attending or have attended in the last 5 years any hospital, clinic or doctor for:
a. | —EERZETMEZ e EAIRDOL - SR - Rl - EASRER  JSERRE - OEE - BIREEAM S RS ieE (R2ESETZ T S i ta R 0 O
PN

Diagnostic tests such as X-ray, ultrasonogram, blood tests, CT scan, biopsy, ECG, urine or other investigations other than for
routine employment purpose ?

b. | MUESEGATRRAER - T B R sUas ? 0 O

lliness, operation or other medical advice or treatment not stated under any previous questions ?

WREH L EAEARENEE R T H7E N7 IR « WREMAR - SEM TR R IR - SFIROUHBERERS | O Sk

BIA (A1F) - With
If your answer is “Yes” to any of the above questions, please identify the question number and give details of the medical condition in below. If attachment
there is insufficient space, please provide details in Supplementary Information Section. Please provide a copy of the relevant medical report(s),
if any.

FEL ZIRALES Tt 2k JERE | Tl EEY) sk EH | e B~ Ml R SRS
Question Name of Insured Symptom / Diagnosis Treatment / Operation / Date of Onset / Recovery Name, Address and Tel. No.
Number Person(s) Medication of Doctor

H#RERE45 Supplementary Information Section
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EhEsy - BUHERZfEE  Part IX - Declaration and Authorization

AN EAERFRE C R ETREHEA I R E Y (R R TR A FE R A R EE » BN PR 2 — IRl Rk AN | BERRAIATE » AT 2 S MIE
Bl - R VIR R DRt - ek R g LR ERAVIRES - WAF RIREE—E0 57 - M B AR e et TR ERE  (RIBIER - AN / BEAEIE - i
RIEM R UFELERBARATEEST ( TEERE, ) GRESEZILFFHENET (NGHEZECOEBELHFHHFNVEN) RENAERELEEETEHE
= AER AR T B -

I / We hereby declare and agree on behalf of myself and/or anyone who may have any interest in any insurance on this application that all statements and information
provided in this Amendment Request Form are to the best of my / our knowledge and belief complete and true, and all such statements and information shall form the
basis and become a part of the policy, and understand that if any such statement or information is incomplete or untrue, the coverage provided under the policy may be
void. |/ We hereby declare that no information (whether or not it is covered by the questions in this application) which may influence Assicurazioni Generali S.p.A.,
Hong Kong Branch (“Generali”) assessment and acceptance of this application has been withheld and understand that if I/we am/are uncertain as to whether or not a
particular information is material, the information should be disclosed.

BN BFREAREAANF A ZIRA - ZEEMTEMTEE - Bt - 207 - (RIRAT R - HtaEssi AL FJLURESERARRAN | BFRAN [ FEEEIR 2 E
FH o R AR A D R R B R S R A T S AR DL STAZ A s R R B (R B A RV B E 2 A -

I/We on behalf of myself and other persons to be insured, hereby authorize any medical attendant, hospital, clinic, insurance company or other organization, institution
or person, who/which has any records or knowledge of me / us or my / our health, to divulge to Generali or its authorized representatives or any reinsurers or any tribunal
any information he or she or it may have with regard to me / us for the purpose of evaluating this application and any claim arising from the policy.

AN T HEMEICKERTHEHAOHILERBOGKEBEABTRESR ( "TZEH, )  ZEHITRILIERBELAER
https://www.generali.com.hk/ZH_HK/personal_information; 7% A / FA[E] & & b v AR IFEL B BHAU RIS ~ (EFH ~ BT - #588 - ERE RDLEM 7 =0 ER AN / M
BUEANER} « AN | FAVE—PHER - AN 1 T MEEEZRATUEREAARI AL (AUEH ) AYBEREE - w1 DU IR B Frithy B R e B R 4G 8 =
Orbg o A PR ORb P RIERZ R A Rk ~ T - B - B8 - IR R DUE D7 SRR B 3% B B -

I / We confirm that | / we have accessed, read and understood the Personal Information Collection Statement (the “Statement”) of Generali, which is available on
Generali's website: https://www.generali.com.hk/EN_US/personal_information. | / 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 | / we have obtained the express consent of the life insureds
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.

BN BRI | BFIEEGEBUZRANTIRE - AR 2RI (BB T AR FE DAy IRZE -
| /We confirm that | / we have full authority from each of the persons to be insured to provide information, make the above declarations and give the authorisation set
out in this Form on behalf of each of the persons to be insured.

AN T FMAE -~ ARER - SRR E AR E R T HESRE - RREASIN (BEERD mame AR EIERE AR S - B
HEE AR E AR - (RERHHAEBHVEREA SRR LR RRER M\ A NE RS -

|/ We, understand, acknowledge and agree that, as a result of the applicant purchasing and taking up the policy to be issued by Generali, Generali will pay the authorized
insurance broker commission during the continuance of the policy including renewals, for arranging the said policy. Where the applicant is a body corporate, the
authorized person who signs on behalf of the applicant further confirms to Generali that he or she is authorized to do so.

AN EfIRE SRR AN BITRIEE > A AT DR B -

| / We further understand that the above agreement is necessary for Generali to proceed with the application.

{REHH A%Z Policyholder's Signature H#H (H / A /4) Date (DD / MM/ YYYY)
RELA / B 4Rst
RELA /BER 4 (078 H) Agent's / Broker's Code

Agent's / Broker's Name (if applicable)

AELA /BRI r4% R S50
Agent's / Broker's Contact Tel. No.
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