Sun Flower Insurance Brokers Limited

Assicurazioni Generali S.p.A., BEREARLAT 00, ®
©

Hong Kong Branch EASMT - e T e
21/F, 1111 King’s Road, %i%ﬁ%ﬁllll% ® ' Thank you for considering Sun Flower to be one of y¢ d intermediaries.
- Taikoo Shlng, Hong Kong 21*; We are pleased to get in touch should you have any enquiry regarding the captioned insurance.
T +852 2521 0707 FEiE +852 2521 0707
GENERAL F +852 2521 8018 {5 +852 2521 8018
genclaims_info@generali.com.hk genclaims_info@generali.com.hk

ABBNMRERIERE
PERSONAL ACCIDNET INSURANCE CLAIM FORM

(1) REFE A/ ZRAEHF Details of Policyholder / Insured

(a) REFFA NS (b) PRELGR5E
Name of Policyholder Policy No.
(c) ZIRAMEA d) RERABEBEME / ERRH
Name of Insured HKID / Passport No. of Insured
(e) g:fif;iﬁf of Insured Person ® 5] Gender D M % D F %
() FHREFGHR (g) EIHAU (h) HAERH
Mobile Phone No. Email Address Date of Birth
() E@AHHE
Correspondence Address

(2) F{E#ERI Type of Claim

[ mesbaEr AR A58 ] s 5 4 15 7
Accidental Death Accidental Permanent Disablement Temporary Total Disability
(] SAMEmEA [(JHAh GEaEwh
Accidental Medical Expense Other (Please Specify)
(3) SR{EZ=H Description of Claim
(a) ikt F3 Date ] Time % Country
The Accident

(b) FEFFANR AT IEAIEFE Describe in full how the incident happened

(c) sER AL S %, . BT, TG, B
Describe the injuries sustained, indicating the part of the body injured and the type of injury, e.g. fracture, cut, bruise and
etc.

(d) TRE Y EER R T BB BAE? Has the patient had any prior treatment for this condition?
[]75 No | [, 5550tk ik &AM sRes 2 fr 58 Ak al B8 e 44 B8 S oRaz H

If yes, please list all doctor(s) or hospital(s) consulted for the injury and the date of consultation
Bt 1 B4 0i 44 FEName of Doctor/ Hospital Wiz H¥(H/ A /4E)
Date of First Consultation (DD/MM/YYYY):

1)

2)

(e) ERZFAMER CLIM 5 ¥R %2 Has the mentioned accident been reported to the police?
[ & No| [, :E#4ELURE R If yes, please provide below information

¥R E Name of the Police Station #Z H I Report Date
¥R ZE K5 Report Time % ZE4m 9% Reference No.

(4) Ht{RFEEHRl Other Insurance
(a) BT S OITHB L Z AN AF ) AR A E] CEIES T K& [F i8R HEERE?

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?

] % No ‘ 2 - 55424500 F &k Yes, please provide below information
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TREs A v 44 55 FARTESA TR B 4 5% OREARH I (H/ H/4E)
Name of Insurance Company Type of Coverage Policy No. Policy Effective Date (DD/MM/YYYY)

(5) RIEREZEAXXH Basic Documents Required
DA Bh A AR B E PR IR M R W 5E, GE PSS TR U I e RS R A MIAA AR A = o BREIFTEE SCOF - 538 DN EiLs

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:
e  https://www.generali.com.hk/EN_US/claims_and_support/required_documents/#personal_accident

(6) YXHRFE{EFNIEIR R Claim Payment Method

(1) N [B8ERERTFO] HUERRETVE If the claim payment method “Autopay to bank account” is chosen,

a) BRKREXHERRANZRANEGERALIREALEKRITROFGHFOER RTFREKBEHESEFIRITABERIES),
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) BRRANRBRNEEBALIREARBEAZR, SERBRERABDRAEZBEARFE/XZEFAO,
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.

) BRANRRNGERALIZRBARBERR, SERRERABDREZNARMB/XERD,
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) BEREARANFDEZMA/ERETIIEENRITIRSE, Assicurazioni Generali S.p.A will only pay/transfer Hong Kong Dollars to the designated bank account.

e) MBITEIRFIEBITMY), BB UXER A F X RE R BRAFRGEAB AL, MRS 178,
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) MREFEUREEKDUMIEKRLEE  ZRRUAEZTERBERLIIREENERMNE - EXZRBEHRENEBATE - BEAREXAR - EXTLARKE  HOERER
ZRBMBREAMFIZEE, 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) RERBERAIRBENBTAETERERBENMFTA. Assicurazioni Generali S.p.A reserves the right to determine the claim payment method at its discretion.

BIRMIE BRI RELERBRERAAAUT AR RERE (B IEHEE)
I/WE hereby request and authorize Assicurazioni Generali S.p.A to pay benefit due in respect of this claim by (Please “” the appropriate box to indicate your choice):
Z UATREXMATE (E8 | XESRREFUAN A5 BIERANFIEMB ML)
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.
HEERERITAO (LUETIEE). BRELTER Autopay to the bank account (By HKD). Please provide the below information:

Bank Account Information $817 5 O & %}

e om Full Name in English of Account Holder(s)
Name of Bank $R174 78 = -
RITEOFBE AR
Bank Account No. _ -
BATF %% Bank Code Branch Code Account No. B C14ESE
SRITHRSE GANDE L TR

(7) BRARIZHES Declaration & Authorization

(FBHZEAEE, MBHEAKRM 18 7%, HIBARFHEZEAFEE, To besigned by the Insured Person or parent of or guardian if the Insured Person is below 18 years old.)

1 ANFERFRELER LR —RR, TRESAANBIIRFNE, HBEEREER, WAKRNRMMAFEZERH, FANRMREEAESREREBRSEMEEE
EIEHURE R,

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 agreethat 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.

ANBEMRBEEASEERARAANFEMAR LRZEACHIER CEE, B, ZEM, REQR. BE. EE. SHMOBBERERANZEMAK LEZR

AZRE, BIE<HER, nE. GR. SEE. BEEEE SEEARETUECRER RESZENTFIERRBERAT ( [RERR] ) EREA
* MEFBLBEESEPIBTFCERT, ANBMLRSAEEANELHE FEMBIEESI LS R,
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.

. IEREEZBIARTNEA—RERS 7 - Aphotometric copy of this Declaration & Authorization will be valid as the original.

ANBMRENE X RIE T EEREETERE, 1/We hereby agree that all documents and receipts submitted to Generali will not be returned.

C RNIBAFRER, RAN/FFIEEIR M (attps://eclaims.generali.com.hk/personal_information/) —f7 H &SRB ZEHAKEBABRER ( (BB ) , AA/FME

FERRELEROZER, AANRMADSSEREBAKBZEANGEREE. £H. #F KE. EBREMARRERAFEMNBAER, RAEME
— SR, ANRMEESZRANEFMEMAL (MEAWE) NATRRE, FIUZBEEBIRNAESGMANEAGRHRREERRE, TRFER
RETRBZEANGRINE, E/A, f#F. KB EBRAMHAREZE/EALGR,
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 Generali. 1/We confirm that I/we have read and understand 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. 1/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 inthe Statement and for allowing Generali to collect, use, store, disclose, transfer, and otherwise
process such personal datainaccordance with the terms of the statement.

N

a0 B W

TREFFA N St & H ZRN /RPN R (i & M
Signature of Policyholder Date of Signed N 18 &) Signature of Insured Date of Signed

Person/ Parent or Guardian (if Insured
person is below 18 years old)
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(8) FRBAMmE - HERBA /SBBLEES, FREMOREASTEAE GERARAMEREEBD

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

R R XL Bl 44 1

Name of Patient: Name of Hospital:

A H 3 (HIAAE): e H 31 (HA14E):

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

T b3 JEA O K& L] ERFE O #xkE O] P
Accommodation Level: Ward Semi Private Private Day case

1. BAMKZE2HE Details of Injury and Diagnosis

a. | R E O BUR Y A H T (BT A IEE):
Date of the symptom(s) first appeared /accident occurred (DD/MM/YYYY):
b. | BmEEIR, BEH2EEEAE ? According to the patient's, how the accident happened?

C. | BB (FRZELEKREEE) Injury diagnosis (please describe the injured part and its severity)

d. | fEMRA R, BOREE RO R REEIR, G5 e 02

In your examinations, did you see any visible injuries, such as bruising or an external wound?
] % No [ 2, EHGAMRIL If yes, please describe the condition

e. | RIEEI AR E HIRHGEEESE ? Did the injured area develop any complications?

[J % No [J s, =& 1fyes, please describe the condition

f. | BEREEEFHBEERE 2REBEFEE ? Is the condition related to any previous injury or medical conditions? If
yes, please indicate:

[J % No [J i, 58k Ifyes, please describe

0. | BEBMLERESNEERBRFIEE ? Has sick leave been recommended for the injured in the above-mentioned
accident? Ifyes, please state the period:

[(0#No | [] g, HbArEEs e - | B (B/A/4) From (DD/MM/YYYY)
2| (B/A/4E) To (DD/MM/YYYY)

h. | i 32542 RIa sk 22 H 12— K ?
The date on which the patient first consulted you for medical care after being injured?

(H/H /4E) (DD/MM/YYYY)
| BEUCKRBE, WEA BB R R?

Has the patient continued to receive similar treatments since the first consultation?

2. fEREEERE Hospitalization Summary:

a. | Ff&HIE2HT: Final diagnosis of the conditions:
b. | F#rHM(H/A/4E) Date of Operation DD/MM/YYYY):
C. | BLIKAERR 2 i IF1k 4 /5 Describe the type of treatment /surgical procedure given to the patient:
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follow-up plan)

d. | GERAL B S ER A R CEFRERIRAR B . A OF 9 S 7 5
Please give a brief discharge summary (including clinical and pathological findings, etiology, complication, and

AEE)

following information:

e. | W LR A 0 i e HoAd B AR

If the patient has been referred to other doctors for treatment during hospitalization, please provide the

ar Pt LU BB

R2 B
Name of Doctor consulted:

JE AL

Reason:

TRPRFERS? What medical treatment had the Doctor performed?

centers:

.| SRR LT A AT AEFTRS H M i 0 AT 2 JE A
Please provide the reasons why this examination and surgery cannot be performed in outpatient/daycare

3. HEZ R Professional comment:

EREURE HREREUTHERE? GEEEEZHE L

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

(] &4 #85215 Accidental bodily — |[] 1% Pregnancy O] se Rt
injury L] AE#4H Infertility or Congenital condition
L[] A#&EF Self-inflicted injury sterilization [] # &% Developmental condition
L %k Abuse of drugs or |[] 7 FHifiJ# Dental care [] EE R # Hereditary condition
alcohol O] —fa#ta# General O EatEEriaH
[ #s#h2EL Mental disorder check-up Treatment for cosmetic purpose
[] JEJeAIE Refractive error [] #Evi8efE Vaccination O] A N/A

4. H'E Other:

a. | E G H M B AR A2 Is the patient referred by another doctor?

] % No

L] #&, a5 B4 K
If yes, please state the name &
address of the referring Doctor:

b. | MTFREZFEENER%4E? Are you the patient's usual Doctor?

[] & No

[] #%2&, B(HIA4E): Yes, since (DD/MM/YY):

5. A BBEZFFN? Is the condition due to pregnancy?

[J % No

(] 2 ah it A ah 0 I (S 2 0 7 R L)
If yes, give the date of commencement of
pregnancy (this is required)

H (H/A/4) I since (DD/MMIYY):

RNFFHRY, BMAANFTR, LRI BRI EREER.

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

E2 R4
Name of Attending

HEER

Doctor:

Bty LAl S £
Doctor’s Signature &
Chop:

ik
Address:

HEAH/AI4F):
Date Signed

Qualification:

i T A SR

(DD/MM/YY):

No.:

Contact Phone
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