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[ Please return the Certified True Copy of receipts. 7518

# Policy No.{f B 4% * Other Generali Medical Policy No. 3ih 8 7% 58 e BL e Al # Policy Holder Name ff B35 At 44

# Member No. (with family endfix) Mobile No. Patient Name Patient’s Date of Birth (DD/MM/YYYY)
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# Please prgvide the‘required information for member [dentification. Any incomplete |nf0rmat|on WI|| delay the reimbursement process.
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* Please specify Policy No. if it is insured by Generali Hong Kong Branch. QDEE’\EF = ﬁﬁﬁﬁ/gﬁj\ VEl BB R AL, EEIRMLORBISENS, IR —Of R

Treatment Date Claim Type (Please refer to your own Doctor Name or Currency Receipt 2" Claim Diagnosis
(DD/MM/YYYY) Benefit Schedule) Registration No. K Amount EREAR K el (B

BIRHM(H/A/4) | R EEs GEeSBE TIRER) | BEEAsGE MR 9E WO R

] GpP L] sp* O Lab*

O TCcwm [ Physio*/Chiro*

0 Dental 0 Others:
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0 Dental 0 Others:
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[J Dental [J Others:

O GpP [ sp* O Lab*

O TCcwm 0 Physio*/Chiro*

0 Dental 0 Others:
Claim must be submitted and received by the Claims Department within 90 days of treatment. BEt& S5 D a2 6 HEI% 90 H AT EIREE LS -
GP - General Practitioner’'s Consultation 3 £} 54 4= * Referral letter is required ZEM LA
TCM - Chinese Herbalist/Bonesetter (both Herbalist Prescription and Official Receipt are required) SP* - Specialist Hf} 54

ThRVA MR (hEEE R RAR TR A Th E R 7 IE A K OE o) Lab* - Diagnostic Laboratory Tests 22HfLEI

Dental - Dental Services F %} i iro* i i i VAR /A
Others - Other benefit type {45531 Physio/Chiro*- Physiotherapist/Chiropractor 4 ¥ 3 /4 5
For check-up, prescribed medication, or clinical surgery at clinic / day surgery center, the official receipts with diagnosis and/or the surgery name (if applicable) are required.
For admission to General Ward of Hospital Authority Hospitals, please provide receipts and a copy of discharge summary. S #taer . B4 gy g, 8% / HEF
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Declaration & Authorization / ERARIBEE

I/We acknowledge that I/we have been provided (https://eclaims.generali.com.hk/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 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, photographic, or electronic copy of this authorization shall be as valid as the original.
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Signature of Policy Holder Signature of Patient (Age 18 or above) Date signed
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