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Group Insurance Claim Form Hf:FEEHiER
Section A General Information A. EA&{ZE

Insured Information

BREAEE

Name Gender Employer Name
wL44> P AR BN AR
Nationality Type of ID ID/Passport #

] TR 28 UEFF ST
Vadility of ID Occupation Membership #
BERALE DGR S AR Elah
Location Telephone # Email

AR b B A Hh* EERrREE T HLT- B4R

*N 3 I5 *Compulsory information

Insured
Information

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.

Ve A5 B AU R T110,000 T EREHE SN T, i RABR S A KA R e CnSHpiE. IR

Expenses for Which Reimbursement is Claimed B 44 %% F BH 40 & &40

Date Description of Injury, lliness or Treatments Currency Amount
H AT PR BRI HR LS A

Payment
Information

SfER

V1, the beneficiary, authorize Generali China Life Insurance Co., Ltd to transfer reimbursement into the bank account

designated. Z ANBERPBAGFRB AT (UTHRBAF") KIEAFRIN S NREMVELER AR 2 RRITEKS .

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; ZA U FEEST 2% FWCHE S50 75 5 52 25 FUAB ORISR REAT IREAT, 375 8 S 4T 1) JLE ORISELAL) AT BRI

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; H'&E N\ 754552 I 52 B H e RIS LG H R R BB IR 4 e B - (RS 23 BB J5iqek A AT
JS2 PR T B FEPACHAR M 1257 I I 52 EI (1 B8 Ho 4

3. In the event that you may prefer submitting claim to Generali China prior to other insurers, original medical receipts will not be
returned; however, Explanation of Benefits is available as the substitute of the original medical receipts; %= k#5647 10 tha N A
ELY R s EE N 11 11 57 % PSR S IR, (EL b FLEOE AT 4D CHRIGS A8 DA A9 7 B AR B0 RS DS (0 AL 25
fibs B LA R AT BRI ;

4. In case of incident 3, please clarify if Explanation of Benefits is required; #7 )& iR 55 3004F b, 175 75 K02 75 w7 TR I i 15 (B
TE4rE1%) - 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
and _ refund the ineligible expense on time, Generali China shall have the right to pursue the recovery through legal approach.
A QTCLPL LRI )\ 27 5of 4744 bl 5 A ESR BB 20 . & 58 % 15 2 A SR VORI A S 1 4R L SR B M SETE I8, TERAE BRI . A BT AT
BerEL BEBE. 2P REEA R ALHLR ARFIASLEFA LIV HELAL, AR AT UK A SSm DRI N RO Bk, s sl A2 45
eSSy O TS\ T ORI IR A ] AR, AR EIA S IEAR R R . AN R P EANTF R A 7 A Cuk fr s AR seRtH 1
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Declaration

Date
«/ Signature of Patient or Guardian dd/mm/yy
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Medical Reimbursement
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Group Insurance Claim Form HIK:BHE s %R CENBEALL CHINA
Section B Medical Information B. EJ7{sE =
*To be completed by the attending physician, photocopy of medical reports including details below may replace this page.
U T ES B EREAES, BE T EHSIUE ENETREE T ERETEER.
Name of Attending Physician
FIREALES
Name of Hospital/Clinic
Information of [EREgIRAEZRS
(01N = o)Vi[o (T8l Telephone #

CINVREEE
w2 /IR AL =SSN Email
LT A
Address
Hohik

Treatment is related to  (please tick related category and fill in information as required )

RIT A RT (TEA)E T FIRE ik 1D
O Routine Physical Exam 7 B 7l b P4 446 O Immunization J% f #Fh

[ Psychiatric/Psychological Consult ¥ Az 0 HL 1] D) Optical Care and Glasses3

Treatment Fic
24
CEeI [0 TCM therapy (i.e. acupuncture, massage... ) H =7 E\;T:CM Herbal Remedy 12

NCES| [J Physical Therapy/Chiropractic, please specify diagnosis
WENGR T PR MR VR YT, B TEIR ARSI

[J Maternity, please specify gestational weeks
FREER, ETER A

[ General Injury or lliness, please fill in treatment details as per below format 55677, 1% 1B a0 TR I 5 i s

Chief Complaint
PN

Relevant Medical History

FHRS 522

Physical Exam and Tests

Treatment LAERGEEE

Details
Diagnosis/Impression

BIrEE ELECES

Suggestions/Treatments

PRUg/ b -

Signature of Date
Attending Physician dd/mmlyy
FREESA H 39

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.
RESR: ST R RO RS e B 2RI TR}, 25 18 ] ) v Bl I 4R 3T [T Al 55 & £:.400-888-7555 .

Completed claim form
T 50 R (1 3R H i
Original receipt(s) with cost breakdown
Claim Material ¥idlrei L& i
Checklist Referral letter or Admission note(s), medical certificate(s),discharge summary required for inpatient claims
B EGE T IZWHER . B ANGs CEExE B 2 )
o223y 7y il Medical report(s), medical certificate(s) for outpatient claim(s)
PRy . IZWHIER] CBEX T2 3 D
Other supplementary reports(if any) such as prescription, lab test results, imaging report, etc.
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Medical Reimbursement



