Assicurazioni Generali S.p.A., BERBARAT

Hong Kong Branch EESMT

21/F, 1111 King’s Road, EFEREREBEI5E

Taikoo Shing, Hong Kong 2148

T +852 2521 0707 EiE +852 2521 0707
(]ENERALI F +852 2521 8018 {83 +852 2521 8018

genclaims_info@generali.com.hk genclaims_info@generali.com.hk

RERBRERERFR CEIR)
DOMESTIC HELPER INSURANCE CLAIM FORM (FULL VERSION)

(1) Z{RAEHF Details of Insured

(a) ZELRNIEHS (T (b) DRHE 4w 5%
Name of Insured (employer) Policy No.

(c) ZIRN (EE) HFHF Ml / #EGEE
HKID / Passport No. of Insured (Employer

(2) Hiss A&kl Contact Person’s Information
(@) ZRAN / Bisk N4 & Rl Contact Information of Insured / Contact Person

1) gk N4 (L sz {£ A4 E)D Name of Contact Person (if different from Insured) ‘

2) FHEEFE IS Mobile Phone No.

3) EIHLhE Email Address

4) iEElMhE Correspondence Address
(3) Z{RZR{BEEF! Details of Insured Domestic Helper

FARHE A4 FABATHE £ 1y 76 Sl / A8 R R

Name of Domestic Helper HKID / Passport No. of Domestic Helper

(4) F{EFERI Type of Claim
O M2 EH O EAMKAGE O FlEE 00 & O G Rk
Out-patient (Clinical) Accidental Permanent Replacement Helper Fidelity Protection
Expenses Disablement Expenses

O 5 / SMRFFERAHRERH | O ZREKM R EIMET: O R L 2 O ZB=FMWEK
Hospitalisation & Surgical Accidental Death of Insured Temporary Domestic Helper Third Party Property Damage
Expenses Domestic Helper

O =4/ B2 EN | O EXEH O fEE &k R bE O B=Fmihxl / s
Accidental/Emergency Dental Repatriation Expenses Loan Protection Third Party Bodily Injury/
Expenses Death

O 145 / 1455k Work-related Injuries/Accidents
R WAREMEREN LA TSR ZE, FRzEib2 B s eSO E IR EE, BEEERIRAERI1ARN QLT RIATRIND , HEZE
ERM S TR, PR8I 55 1 iR 493 (httos://www. labour.gov. hk/tc/fag/cap 282b_whole.htm).  Noted: If your domestic helper got injured at work, you should
notify the Labour Department in prescribed form within 14 days after the accident (or 7 days in case of death), irrespective of whether the accident gives rise to any liability to
pay compensation. For details, please visit Labour Department website (https://www.labour.gov.hk/eng/faq/cap282b_whole.htm).

O HAh GEEEED
Other (Please Specify)

F{EZ=H Description of Claim
(a) FHaE H Date Hefl Time % Country

The Accident
Occurred Hu ¥ Place

(b) FEFEANM R A4 1IEFE Describe in full how the incident happened

(c) FRBAMNER O 5 # %7 Has the mentioned accident been reported to the police?

O 5 No O i, 5428t &Rl If yes, please provide below information
¥R ZE Name of the Police Station #k % H ] Report Date
REWK;[H Report Time }# 24w 5% Reference No.
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(6) PIE2EE & {8 Out-patient (Clinical) Expenses

(a) ZEGVEHE /WA s MABAE, 56 7 ATERED

Nature of Injury / Diagnosis of Sickness (If space is insufficient, please attach separate page)

Eé‘i]'ﬁ Elt/ﬁ‘H : Elt/liiqt/éﬁ) HEE RAE ISt Wi & #H
([;%a/,\TI\j?YY?f) Claim Type Currency |Receipt Amount
O i#AHEE4:General Practitioner (GP) 0O &4h / B2 4 R85 & Accidental/
O R4 Specialist (SP) Emergency Dental Expenses
H 485 Other Benefit Type
O i#R}HE44: General Practitioner (GP) B4/ BEFRIE#E H Accidental/
Od

H 485 Other Benefit Type

O
O
BB Specialist (SP) Emergency Dental Expenses
O
Od

O i B}224:General Practitioner (GP) B/ BT RS & Accidental/
O HRIEA4: Specialist (SP) Emergency Dental Expenses
O HAth#85] Other Benefit Type

(7) fEBT / AR FHTiaEE A Hospitalisation & Surgical Expenses

(@) HEIRAERE / FHT R TS AR R 4 i f5 42 WIll you claim other insurance/compensation for this
hospitalization/surgery?
O % No | O g, fREgav i/ w0
Yes, Name of Insurance Company/Type of Compensation
O G5 R EE R BE S8 R, SER B ERIA, DU ) AR OB 2 =] B RS R EHER M .
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) &G ELER RN Tt BEE/4? Has the patient had any prior treatment for this condition?
O %5 No O wnse, s53E% HIA (H/H/4) If yes, please state date (DD/MM/YYYY)

(c) WA ZAGTARE - FEig IR L5 A 2 H. HuEs A i
If hospitalization was the result of an accident, please
give date and a brief description of the accident

O B TAE R O HET/EAR - 2HCmS TEZRTE?

Non-Work Workrelated. Is the work-related injury reported to the Labor Department?
related O % No 0O #2 Yes

R RS 2 A Notes for filing a claim:

1) WZEM AR K ik, B IRk fIE2IE | 1) Original bills and receipts must be attached showing the date of treatment,
H#, mEds. BEU R BEEERFE. patient’'s name, diagnosis, and the Attending Doctor’s stamp and signature.
FHELR BT T TR BEY) R AR R IR A A R Please request the Hospital to provide the itemized details and charges
J . breakdown for laboratory, medication, treatment/procedure.

2) BT EARRE RBUREA g8 (BRI 2T 2) Original bills or receipts will not be returned (unless clearly stated). Please
B, FBEATREEIA. make a copy as required.

3) IMA(EB SRR, HIRMIHREFEMMEL | 3) If the hospitalization was made in Hospital Authority Hospital, please attach
THEE, DMESRALRE K& T & R the Discharge Summary for the provision of diagnosis and surgery

4) B EE R R B AR BUR A TR AL SR A R information.

SR P 3 A SRR 4) Incomplete form or omission of required information may cause a delay in
processing.

(8) Efth3={E#E5! Other Claim Types

ZAEIEH WHEEE (H/A/4) W E (e / AN EH RIEEH
Ve Purchase Date Purchase Price / Claimed Amount

Description of Claimed ltems (DD/MM/YYYY) Additional Expenses (HK$)

1
2.
3.

(a) 275 CAS T At R /b A m) Al R B A ) (R 25 1 BB B e R f) Wl RAE?
Have you made a claim or plan to file a similar claim with other insurance companies (including employee compensation insurance or group
medical scheme) related to this accident?

O 5 No O M2 - 5 ALLL N &R Yes, please provide below information
5B /A 7] 44 %% Name of Insurance Company R 458 Policy No.
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(10) RIEMFEZEAXXH Basic Documents Required
DA B A0 ORBi SE AR R BRSO R B P S, REHRACIT F U s R R wF Rl s A A ) . HRERTEE S

ARV DL T A

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:
¢ https://www.generali.com.hk/ZH_HKi/claims_and_support/required_documents/#domestic_helper

(11) EXR{EFRIEIRT Claim Payment Method

(1) FLEEL [B8EERERTEO] A UEGRERIE If the claim payment method “Autopay to bank account” is chosen,

a) FRAFRXHERENZRANEEBAL/REALERBITE O FOER (NRTFES B TS FRT A HERIRSE),
Please provide the Insured/Insured Person/Eligible Person/Claimant’s bank account proof showing the account holder's name and account number (e.g. copy of
bank book, ATM card or bank statement etc).
b) BRNZRANEEBALREAREAER, BEREERADAEREAFEXZXZFAH,
For Insured/Insured Person/Eligible Person/Claimant who is an individual, only personal saving/current accounts will be accepted by Assicurazioni Generali S.p.A.
c) BRRAZRAGERALIREARBEER, SERBERADAEINIFE/XLEFO,
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) BERBRERANSEIAERETIIEENRITIRS, Assicurazioni Generali S.p.A will only pay/transfer Hong Kong Dollars to the designated bank account.
e) MMRITEIRFIEBSNAI, AR U R A F X 2R E R FRNFTIREAE AL, AR 5 T8 A,
If the bank transfer payment is rejected, declined or unsuccessful, a cheque will be issued and posted to the correspondence address mentioned on the claim form
instead without further notice.

(2 MREBRBENREEEDIINEBRLEE  ZHRUEERRERRERLATIABEENEEMRE - EXZRHTHRENEBATE - CRAREXRR - BXEL
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 an impact on the payment amounts.

(3) BERBRABRLATIRBENBTRATHRERENNRAR, 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 XZ LUATHESARE (ER | XESNRESH AR5 B TERASIEREAL)

Cheque, to be drawn in Hong Kong Dollars (Note: The cheque will be mailed to your correspondence address in 15 business days after the approval of the claim.
O BEEBRERTAO CUETHEE). FIRHLUTER Autopay to the bank account (By HKD). Please provide the below information:

Bank Account Information #8175 &%}

J= 4 3m Full Name in English of Account Holder(s)
Name of Bank $R17 %@ s
RITEOFEALE
Bank Account No. _ _
R{TF 3R Bank Code Branch Code Account No. 5 FI4ESE
SRATHRSE SITHRE e

(10) B8R X% 21 E Declaration & Authorization

(FEAZHRAEE, MZERAKXM 18 5%, HIHRBHEFZAZEE, To be signed by the Insured Person or parent of or guardian if the Insured Person is below 18 years old.)

1. BENEFRELE ER—YIR, TRESANEMRFNE, HRIERESR, WAFRNBEMTAREZER, ANEMRBTAESRERBMSEREEE
FIFHREEK,

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 that any 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 FANEHMRBSEAFEERRAANEMS LRRRATHSIER CEE, Bk, EZEM. ®REQR., TE, EE. SHOBBESREREANTEMARLLEZR

AZRE, BEHER, RE. GR. SR, BEFE. JEHORETIECRER, RESSERNTFIERRERAR ( [RERRE] ) SHEBEEAR
& MEFBLBEEEPITHFCIERT, ANBFLRBAEANE LR FEMIEESR 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. IEEEEZAIATNEA—RERSEYA - Aphotometric copy of this Declaration & Authorization will be valid as the original.

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

5. AR N/FIRERR, RN/FMIEERM (https://www.generali.com.hk/EN_US/personal_information) — L =R EHKEBAERZR ( [ZBH] ) , AARK
MR EREELEARZER, AAEMARZEEREBAIKRIEANERIE. A, /7 KE EBRHECALRERANEMINEALR, T
E— SR, ANKMERSZRANEAEMAL (NERANE) MBPRAE, FTLURBZEBHIRNARSCMNEA SRR ERRR, LR
TERBAMKRBEZEPANGERIE, F/H. #F. BE BEBRAMAARBIEEAER,
|/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. 1/We further confirm that |/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.

RERFEAN (B HHEFEE HEAM ZARN / AEEEHEAFE (2R wEAM
Signature of Insured (employer)/ Date of Signed A& 18 %) Signature of Insured Date of Signed
policyholder Person/ Parent or Guardian (if Insured

person is below 18 years old)
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(1) E2BAERS - HEDELE /SBBEER, IREHERBEABTAE CERHRAEREEBRD

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:

AR H# (HIR14E): e H ) (H/314E):

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

T 55 53 O K& O ERXE O MKE O FI2FH
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. %172 Final diagnosis of the conditions: 2b. FHTH(H/AIE):
Date of Operation
(DD/MM/YYYY):

2c. IRAERE 2 1B FRFEE I F1tT 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. E* &R Professional comment:
LRBEHRAHRSKELTHERE? GEEEESHRELVR)

Was the condition due to or associated with the following? (Please tick the appropriate boxes)

O =A5885215 Accidental bodily O 12~ Pregnancy O e RMpm/E
injury O AB&EF Infertility or Congenital condition
O HIkEE Self-inflicted injury sterilization O #FME Developmental condition
O e alil%s Abuse of drugs or [0 i##%4% Contraception O B & Hereditary condition
alcohol O —&S#Eta# General O SEAMEE G
O #5#hZ AL Mental disorder check-up Treatment for cosmetic purpose
O JEYAIE Refractive error O & H:fE Vaccination

O P, M A T BB 2 /52 0 s # A B ) 5
Venereal disease, sexually transmitted disease, or AID/HIV related iliness
O AdEH N/A

4, H.¥ Others:
4a. JHE

T HAD B A #4112 |s the patient referred by another doctor?
O 15 No

O =2, adiEm 84 it
If yes, please state the name & address of

the referring Doctor:

4b. [N R G E R B O % No O ==&, HHIAE):
Are you the patient's usual Doctor? Yes, since (DD/MM/YY):

4c. FEIZZHT, B NASHELESIR I % #? Have you treated the above patient for this or related sickness before?

O & No O Fs2,#5arik: Yes, please give details (date of consultation and diagnosis)::

BEHB(H/A ) A2
Date of consultation (DD/MM/YY) Symptom/Diagnosis

4d. IR TS IS S R SR 18 5% ? Was the condition a recurrent episode or a chronic disease?

O % No O #H&FFR: If yes, give details:

5. HFMRTEBIEZSIFERN? Is the condition due to pregnancy?

O %A No O 2 siRtmaehdtn H IS 20 HHRAT)
If yes, give approximate date of commencement of
pregnancy (this is required)

INRRRY, AN, ERAE BRI YRR

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

FREA A BUOEAM:
Name of Attending Qualification:
Doctor:

FRBEE N R4 Hiu ik

Doctor’s Signature & Address:
Chop:

HIA(H/HI5): M5 o il SR Al
Date Signed Contact Phone
(DD/MM/YY): No.:
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