LENAS

GENERALI CHINA

Group Insurance Claim Form FBEREHiER
Section A General Information A. E&f5 8
Primary Insured Information
EHERRALER
Name Employer Name
A4~ LR AL TR
ID/Passport # Membership #
UEA 5 Il
Telephone # Email
LI fi* HLF- IR A
* N5 3ET Information Required
BRI A fE B If this is the claim for primary insureq, dependent information can be skipped.
Rl T RN S ORI, WG SRS B R o R A1 R
Dependent Information
BB RRARES
Name Membership #
P44 ]
ID/Passport # Telephone #
WEAF S LT 5 A
Note: If claim amount exceeds RMB10,000 or other currencies in equivalent, copy of beneficiary's identification (i.e. ID or passport, etc) is required.
TE: A B AU N R T110,000 080 EHE AN T, S ABOREE NRIA R e CInE i, 1855 .
Expenses for Which Reimbursement is Claimed &4 77 FH B4 R 50

Date Description of Injury, lliness or Treatments Currency Amount

34 A0 IR R T A RUES B

Insured
Information

Payment
Information

SRR

Y1, the beneficiary, authorize Generali China Life Insurance Co., Ltd to transfer reimbursement into the bank account

designated. K AR HBABSRKBAT (UTHRFHAF") BBARTRIINKRNREAYLIFE B A T 2 KRITIES .

1. In the event that original medical receipts are required for reimbursement from other insurers, we suggest you may submit
claim to such insurers first; # 2 R 1B ST 2 FHSCHE IR 75 3R 50 45 HoAt DRI WUAG BEAT IS4, 188 54T 1) e CRBS AL 34T 20 S
2. Generali China accepts original copy of Explanation of Benefits from other insurers along with photocopy of relevant medical
receipts and medical proofs to process claim; "1 & A\ 77452 3+ 7] 52 B R H S AR LA B BRI B AR B0 5 CRRURE > 310 5D B A
AR PR 297 % I USCHE S 97 VIE W 5 P 1y BRI B4
3. In the event that you may prefer submitting claim to Generali China prior to other insurers, original medical receipts will not be
o returned; however, Explanation of Benefits is available as the substitute of the original medical receipts; & EiEF AT IRAF R AR
B L s B 1 7 DRSSP AR A, EL Tty L AN 5 14D A8 DA A T 20 USRI 5 P 3 DA B e A J
17 G GRS LR AT BRI 5
4. In case of incident 3, pIease clarlfy if Explanation of Benefits is required; #7J& LR S8 3T AL, 8 1 AL 75 75 ZERLIGE 20 U6 B 15
(B2 %05) © OYes & [No 75

Claim File
Management

| hereby declare that the above information is provided by myself and no material has been withheld and information given herein
is true. | authorize that any doctors, hospitals, clinics, insurance companies, police institutes and public or private organizations
that keep any medical history or records or knowledge of me who | have attended or may hereafter attend to disclose such
information to Generali China Life Insurance Co., Ltd. for the purpose of assessing and processing insurance application, claims
or subsequent services. | hereby agree that any personal information collected by the Company is provided and may be held,
used, disclosed and transferred by the Company for the purpose of insurance, reinsurance, data processing and statistics. |
understand that any transfer of the claim payment from insurer through designated bank shall be deemed as the payment has
been delivered. | acknowledge the responsibility for the expenses which confirmed out of my insurance coverage upon
direct billing service. If | fail to refund the ineligible expense on time, Generali China shall have the right to pursue the
and recovery through legal approach.
Authorization EJNZSVREEEHRIEl NIz 8 PN < 3 Eo P C Pk e S op e I A= E ARt o2 Do e <1 kvl M N e
IR, Rt 2. IR AR AZHR AR ASLERA LA AL, LEARATIS B35 T LUK AT B ORB N I Bk, st Bl
oD ST O 4 NIRRT IR A R R AR, I RACE IR A S EABA R NIRRT DRI PR A w47 Bl DR A I 5%
BHHTORRE . FRORRG . Bm b8 it S E . AR NTE R A B N5 ORI A PR 2 ] 8 2K éé@, T%Eﬁﬁk%+éﬂ'&§$)\&ﬁﬁ
WP E K, B AAR N CURENZ Bk . AA LRI P T8 TR AR A HY

RGN CHT T AT, EANF RS ML B ZA TG RGN . TIEAK RS AT, %Mﬁﬁﬁ_&@ﬁﬁ@é_

Declaration

Date
4/ Signature of Patient or Guardian dd/mmi/yy

e PRES N BT E 7 N 254 H i

Medical



IPEAS

GENERALI CHINA

Group Insurance Claim Form B HIER
Section B Medical Information B. EBJF{g &
*To be completed by the attending physician, photocopy of medical reports including details below may replace this page.
LR B ERBEAES, Wi T ES0ERRETREZOGTERLIER.
Name of Attending Physician
TR
Name of Hospital/Clinic
Information of [ESEGIREEZS
(ORI G)I[o [T Telephone #
GERriRER
BmzHliESE [EuEl
R
Address
Huhk

Treatment is related to (please tick related category and fill in information as required)
VRIT N T GEAIE T HIAH I D

O Routine Physical Exam & S5 A4 O Immunization & i fl

[ Psychiatric/Psychological Consult ## i 2 o2 i) [J Optical Care and Glasses ¢t st

Treatment
Category

[0 TCM therapy (i.e. acupuncture, massage... ) # S5k [0 TCM Herbal Remedy #5297

B2 O Physical Therapy/Chiropractic, please specify diagnosis
YIBIRYT PEHESR FRIBYT, TE PRI ARSI

[J Maternity, please specify gestational weeks
PRIEAE T, W R L

O General Injury or lliness, please fill in treatment details as per below format 4551477, 154% MBI T RIE S w12 VER

Chief Complaint
EPNERY:

Relevant Medical History

PSSR

Physical Exam and Tests

Treatment EEZGEE

Details
Diagnosis/Impression

VYT IeTs ZWIEEN A :

Suggestions/Treatments

PRYE/ALE «

Signature of Date
Attending Physician dd/mmlyy
TREEES 441

Reminder: You may go through the following claim checklist to submit adequate materials for reimbursement. Please do not hesitate
to contact Generali China Life Group Business Service via dedicated hotline 400-888-7555 for any enquiries.
IRBIER: EASITR R RS O BRI R TR, 35 G AR 17 FUS FE I $R4T 18 i 55 & £:400-888-7555

Completed claim form
G R R RER
Original receipt(s) with cost breakdown
Claim Material Paaikee &  giE
Checklist Referral letter or Admission note(s), medical certificate(s),discharge summary required for inpatient claims
(EBEAEAE FEGE M SWHE . BTN CBEXE R 2% F BRI
e ARy 9l Medical report(s), medical certificate(s) for outpatient claim(s)
BRI7 iR IBWHIERH CEFXF T8 9% R
Other supplementary reports(if any) such as prescription, lab test results, imaging report, etc.

HAbAhFEER S (R WAbTr . IREER . MR AR

I Y I R A

Medical



