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GENERALI

HOSPITALIZATION / SURGICAL CLAIMFORM {*Bx / FiighE{ER5A

PART A — Member Information — (to be completed by the insured employee)
HIH - ﬁ%’é‘ﬂ(ﬂﬂ?ﬁ%f@%ﬁ%ﬁ

Policy Policy Holder / Company Name . . .

Wik GM-88001078 | s ansn - Peak Hotel Holdings Limited
Member No. Employee Name Mobile No. Patient Name (for Dependent) Patient’s Date of Birth
ZEMRE e B4 FIEES WEWS (KBH) (DD/MM/YYYY)

it AR (HIA )

Will you claim other insurance/compensation for this hospitalization/surgery? * Specify the Policy No. if it is insured by Generali Hong Kong Branch
SR A 5 AR e 7 8 A A R o < A B <52 B BRSO T R R, G PR AL R LSRR, FRAM—OF R

R TRE
O L\‘KO [ Yes, Name of Insurance Company/Type of Compensation:
= K&, TRER A T 44 AR AR 4 07):
* Other Generali Medical Policy No.: / J:ft1 5 & B2 e B S 1 -
[ Please return certified true copy of medical recelpt(s) (*not applicable for submission by e-means)
FREABEERWEBZERR - CFAEAREFETER)

Has the patient had any prior treatment for this condition?
T LR — 0 i a2

] No O Yes, Please state date:
) &, AR H I

If hospitalization was the result of an accident, please give date and a brief description of the accident:
WK AN TARE, Rl IR LA 2 HIY. R

[J Non-Work related ] workrelated, please advise if you have submitted this hospitalization / surgery claim to Employees Compensation Insurance

BT A 2 ST ARA I, RAERE/ TR C B a R R DRPR R O Now [ ves i

Notes for filing a claim: &7 H A 2E

1. Part A should be completed by the insured employee/member while Part B by Attending 1. ﬂt?%fgz'qzll‘ﬁ/ﬁ thiie B /& B, T L TEBIZE N £ 2B BGR,
Doctor. 2. WAN EIEAEE Ltk SRR RO 2E B A

2. Original bills and receipts must be attached showing the date of treatment, patient's name,
diagnosis and the Attending Doctor's stamp and signature. Please request Hospital to
provide the itemized details and charges breakdown for laboratory, medication, treatment

Y DR AR R T RS . SRR RO, ZEY
e H A6 R A R RN

treatment/procedure. 3. BB, 2K RE S E.

3. Referral must be attached for specialist consultation. 4. AEBEREE RS ZATE HBE% 90 H A (Rl AEHE o

4. For hospital claim, claim form must be sent to Claims Department within 90 days after 5. FrA IEAR RS K BURAA g - (RIEE ERE ), 55 BT el
discharge. A,

5. Original bills or receipts will not be returned (unless clearly stated). Please make copy as 6. WINAEWGANEE R, SHERAL R 5 44 8 S 0 e b S R AR 2 B
required. 1 ’

6. If the hospitalization was made outside HKSAR, please specify the name of country and

Y- R 1 At BEEer  =E4E M o st A R \ 1
provide claim supporting document in English or Chinese. 7. ﬁﬁ‘}\@"—“ &Ffi@ BE, SR OLHIR G S R 2, DM
7. If the hospitalization was made in Hospital Authority Hospital, please attached with the &ﬁﬁﬁ T‘m%ﬂ° N . . .
Discharge Summary for provision of diagnosis and surgery information. 8. HULHGRAE SR SR SRS A O, W R PR
8. Incomplete form or omission of required information may cause delay inprocessing. HEFR o
Declaration & Authorization / B R IZHESE

I/ We acknowledge that I/ we have been provided with a copy of 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 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.

| / We hereby declare and agree that all statements and information provided herein together with any subsequent alternations or supplementary information are to the best of my / our knowledge and
belief complete and true, and all such statement 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 which may influence Generali's assessment and acceptance of this application has been withheld and
understand that if | / We am / are uncertain as to whether or not a particular information is material, the information should be disclosed. If | / We fail to provide any information requested in this Form, it
may result in Generali’s inability to process this application.

| / We also 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 regards to me / us for the purpose of evaluating this
application and any claims arising from the policy. A faxed or photographic copy of this authorization shall be as valid as the original.

WIZARE W RS b SGEAR, SR HE medicalcs@generali.com.hk 5830 % 5 AR 24457(852) 3187-6831 Bl iE 755 {5 Fir /s w1 His B Btk
A faxed or photographic copy of this authorization shall be as valid as the original. ItBEZZEEHAFENARBEY -
Signature of Employee Date signed Signature of Patient (Age 18 or above) ‘H ‘ ‘ ‘l‘“ ‘ “ ‘ Ilm ‘“
BREHE HEOH & (18 el L) %8 IPCF
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GENERALI

PART B — To be completed by the Attending Doctor, for Hospitalization & Surgical Claim

Name of Patient : Date of Admission : Date of Discharge:
(DDIMMIYYYY) (DDIMMIYYYY)
Name of Doctor : Doctor’s Specialty : Register No.:
Accommodation Level:
O ward [ Semi Private O Private O Hospital Outpatient Division

1. Clinical History

la. Symptom(s)/complaint(s) and underlying cause(s) for this hospitalization/treatment:

1b. Date of the symptom(s) first appeared /accident occurred:

1c. Date on which the patient first consulted you for this medical condition(s)/injury:

1d. When was the patient last seen at your clinic before admission?

2.  Hospitalization Summary:

2a. Final diagnosis of the conditions:

2b. Describe the type of treatment / surgical procedure given to the patient:

2c. Please give brief discharge summary (clinical and pathological findings, etiology, complication and follow-up plan)

2d. If the patient has consulted other Doctor during this hospitalization, please provide the following:

Name of Doctor consulted

Reason:

What treatment had the Doctor performed?

2e. Please provide the reason(s) for hospitalization if this type of cases can be managed on day care/outpatient basis:

3. Professional comment: To the best of your knowledge

3a. Is condition congenital?

O No [ Yes, please give details:

3b. Has the patient ever had the same or similar conditions or symptoms relating thereto?

0 No [ Yes, please state date of consultation:

4. Is the patient referred by another doctor?

] No [ Yes, please state the name & address of the referring Doctor:

5. If the condition is due to pregnancy, please give approximate date of commencement of pregnancy: (Mandatory information if it is a

maternity claim)

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

Doctor's Name :

Qualification :

Doctor’s Signature :

Clinic Address and Tel No.:

Date Signed:

(with Chop)
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GENERALI

a)

9)

Personal Information Collection Statement

From time to time, it is necessary for you to supply Assicurazioni Generali S.p.A., Hong Kong Branch (the “Company”) with data about yourself(ves), policyholder(s), life insured(s),
beneficiary(ies), claimant(s), and/ or other relevant individuals (the “Personal Data”) in connection with the provision of insurance and/ or related products and services to you, the
processing of claims under insurance policies issued and/ or arranged by the Company, and/ or the processing of any or all other requests, enquiries and complaints from you.

Provision of the Personal Data to the Company by you is voluntary. However, failure to supply the Personal Data may result in the Company being unable to provide insurance and/ or
related products and services to you, process claims under insurance policies issued and/ or arranged by the Company, and/ or process any or all other requests, enquiries, or
complaints from you.

The purposes for which the Personal Data may be used are as follows: i) processing (including, without limitation, underwriting) and/ or approving applications for insurance and/ or
related products and services, and any addition, alteration, variation, cancellation, renewal and/ or reinstatement of such products and services;

i) administering insurance policies issued and/ or arranged by the Company; iii) processing (including, but not limited to, investigating, analyzing, assessing and adjudicating) and/ or
settlement of claims under insurance policies issued and/ or arranged by the Company; iv) exercising rights of subrogation, if applicable; v) collection of amounts outstanding (if any)
from customers; vi) arranging coinsurance and/ or reinsurance in respect of the insurance policies issued and/ or arranged by the Company; vii) communicating with customers via
telephone, mail, e-mail, facsimile and other communication means; viii) customer services (including, but not limited to, processing enquiries and complaints), marketing, and other related
activities; ix) conducting data matching procedures; x) designing insurance and/ or related products and services for customers’ use; xi) marketing insurance and/ or other related products
and services of the Company and/ or its affiliated companies (which includes, but are not limited to, its group companies, parent company, trust companies of the Company'’s parent
company (hereinafter such affiliated companies are collectively referred to as the “Affiliated Companies”)); xii) direct marketing of insurance and/ or other related products and services
subject to your prior prescribed consent (if any), and you can exercise the right of opt-out by notifying the Company at any time; xiii) statistical or actuarial research of the Company, its
Affiliated Companies, relevant insurance industry associations or federations, supervisory authority, government department and/ or other competent authority; xiv) complying with the
requirements under any laws, rules, regulations, codes, guidelines, court orders, compliance policies and procedures, and any other relevant requirements which the Company and/ or
its Affiliated Companies are expected to comply with, including, without limitation, making disclosures of the relevant information; and xv) fulfilling any other purposes directly relating to (i)
to (xiv) above.

The Personal Data held by the Company shall be kept confidential, but the Company may provide the Personal Data to the following parties (whether within or outside the Hong
Kong Special Administrative Region) for the purposes set out in paragraph (c) above, without prior notification to you and/ or any other relevant individuals to whom the Personal Data is
related: i) agents, intermediaries, claims investigation companies, coinsurance companies, reinsurance companies, third party service providers, banks and credit-card companies, health
and medical organizations, professional advisers, contractors, business partners, and/ or any other relevant parties, as appropriate, who provide administrative, telecommunication,
computer, payment, marketing, investigation, advisory and/ or other services to the Company in connection with the operation of its business; ii) relevant insurance industry associations or
federations, and/ or members of such industry associations or federations;

ii) overseas locations or branches, as appropriate, of the Company and/ or its Affiliated Companies; iv) persons to whom the Company and/ or its Affiliated Companies are under
an obligation to make disclosure under the requirements of any laws, rules, regulations, codes, guidelines, court orders, compliance policies and procedures, and any other relevant
requirements which the Company and/ or its Affiliated Companies are expected to comply with; v) any court, supervisory authority, government department or other competent
authority (including, without limitation, tax authority) under any laws binding on the Company and/ or its Affiliated Companies; vi) lawful successors or assigns of the Company; and vii)
persons who owe a duty of confidentiality to the Company and/ or its Affiliated Companies.

The Company may verify any or all of the Personal Data by using information collected and released or transferred by relevant insurance industry associations or federations, and/ or
members of such industry associations or federations.

In accordance with the Personal Data (Privacy) Ordinance: i) any individual has the right to: A) check whether the Company holds data about him/ her and, if so, obtain a copy of such data;
B) require the Company to correct any data relating to him/ her that is inaccurate; and C) ascertain the Company'’s policies and practices in relation to data and to be informed of the
kind of data held by the Company; and ii) the Company has the right to charge a reasonable fee for the processing of any data accessrequest.

The person to whom requests for access to data and/ or correction of data and/ or for information regarding policies and practices and kinds of data held are to be addressed asfollows:
Personal Data Protection Officer, Assicurazioni Generali S.p.A., Hong Kong Branch, 21/F, Cityplaza One, 1111 King's Road, Taikoo Shing, Hong Kong.

Note: In case of discrepancies between the English and Chinese versions of this Personal Information Collection Statement, the English version shall prevail.
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