GENERALI CHINA

@ H1F=9)V 5

Group Insurance Claim Form [Z] [ F g B 15 %
Section A General Information A. ZEA{EE
Primary Insured Information
EHRRBAER
Name Employer Name
4 BARPAL LR
ID/Passport# Membership#
UEA 575 )
Insured Telephonet# Email
Information [EERER=ET] LT RS AR
*If this is the claim for primary insured, dependent information can be skipped.
BEBAEE Bl e Y P 3 e ) A YN
Dependent Information
MR AR AR B
Name Membership#
4 ]
ID/Passport# Telephone#
UEF 5% 15 5 A
*If claim amount exceeds RMB10,000 or other currencies in equivalent, copy of beneficiary's identification (i.e. ID or passport...) is required.
A BRI Ak N IR 10,0007 BB AN T, 3 SR ORI NI OB OiEAE CAn B OniiE . PSR
Expenses for Which Reimbursement is Claimed Fi&ER 44 5% FH B 40 K 4K

Date Description of Injury, lliness or Treatments Currency Amount

B S IR BRI CITLES Eixl

Payment
Information

SRER

v 1, the beneficiary, authorize Generali China Life Insurance Company to transfer reimbursement into the bank account

designated. A A B ARRE 2 5 R A SRR AR N BRE A HUEAE S A Bl 16 FRATIK .«

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; A K BRI 1) =TT 9 FH WSO B4 75 3 28 25 FLARCR B UM HEAT TREAT, V8 1 5 AT ) JL e ORISR JEA T BRIEE

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\ 5352 3177 32 B4 H e (R LA ) B RIS B 20 5 0T 5 BRI 40 )88 Js e K

HHRL R T Bl B WS AR B 7 I 1 A2 B B B 43

3. In the event that you may prefer submit claim to Generali China prior to other insurers, original medical receipts won't be

SN returned however Explanation of Benefits is available as the substitute of the original medical receipts; R RRAT I AR

EE VR SR 1) Py 2 R AR TARAE, ELAT H ELER AN GRS RIE8) DAME DT 2 PR S 5 RSP B R A 2

A PR IG AL AT BRI,

4. In case of incident 3, please clarify if Explanation of Benefits is required; #7 )& 38 55 3T 0, 175 15 002 75 5 2L H 0% R 400 #E 5
(PR 4>#18) - OYes /&£ ONo 7

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.

PEETE UL | acknowledge the responsibility for the expenses which confirmed out of my insurance coverage upon direct billing

and service.

Authorization ENESOREEAEHFVE NI YV R SN VS PR P S itk S oh Y NS SE SRSt SR R i Pl ol 1 b A N 2 YRR R ]
B B, S REAR. AZPR. BT ASLEFASL R HI AL, FEERTIMRI R DLREA KB ORI AR BORE, it B iR sy
LD e Ol S N R IR A ] ROHARER, SRS R A S IEA R R . ZIS}\Hi‘EPﬁ}\H%Bﬁ?HF%’\ LR SRR A B B T
PRI FRORE . BRI R Gt H e . ANERED] El E{:i}\#%ﬁ’)ﬁlﬁ&’\ 7 E’uﬁ{”ﬁm — 2 ARAT R D e ZE A N BB PR P

SERIKF, KERONA N OISR BNk I APl 1/ 7 HE A /8 BT T AR 13 9771 22 A o
Dat
~/ Signature of Patient or Guardian d;r‘:m/yy
AR A B 2 W N4 H it

Medical 1
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GENERALI CHINA

Group Insurance Claim Form H[& 2 Hi5ER
Section B Medical Information B. EJF{E &

*To be completed by the attending physician, photocopy of medical reports including details below may replace this page.
AR HEREAET, BE TESHERNETREZN4TERETIER.
Name of Attending Physician

FIREABS

Name of Hospital/Clinic

Information of EXsgilRAEA S

(021N L ()Y [« [Tl Telephone#

CERRRE ]

EinZ 2P Email

LTI A

Address

Hodit:

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

BT NERT GHAE N FAHIEDD

O Routine Physical Exam 7 ¥ 55 P AR O Immunization ¥ i # fil

LICEVG DU (1 Psychiatric/Psychological Consult ### Az 0 B i) O Optical Care and Glasses¥: it 4%
(*1ICLCLA (1 TCM therapy (i.e. acupuncture, massage... ) F1EE 735 [0 TCM Herbal Remedy H1#izjisyy

s [0 Physical Therapy/Chiropractic, please specify diagnosis

COCES NN )0 ity R TR VT, VR AL I

[0 Maternity, please specify gestational weeks

PREAT, EERS

O General Injury or lliness, please fill in treatment details as per below format /477, &% T k& I8 S Bl V5

Chief Complaint
EPNEX T

Relevant Medical History
VEESTESE

Physical Exam and Tests

T A :
Treatment

Details

Diagnosis/Impression

BITHE ey

Suggestions/Treatments
VR AL

Signature of Date
Attending Physician dd/mml/yy
FHREESS H 3

Reminder: You may go through the following claim checklist to submit adequate materials for reimbursement. Please no hesitate to
contact Generali China Life Group Business Service via dedicated hotline: 400-888-7555 for any enquiries.
RN BTSN IR RIAZ R L IR 4788 10 BRI TR, 22 18 47T 10 435 Wl I 92 3T (4180 IR 45 & £8400-888-7555
Completed claim form
HE ER R HE R
Original receipt(s) with cost breakdown
Claim Material JE¥eg gzr ey i@ gEEl

(o, [=1e] (|5 Bl Referral letter or Admission note(s), medical certificate(s),discharge summary required for inpatient claims
(EREHEE BEGE T SWIERE . HBE/N CeExE R 2 D
o4 =4:8 -y ol Medical report(s),medical certificate(s) for outpatient claim(s)
CRIT A5 SWHIER CEFXT T2 2 R
Other supplementary reports(if any) such as prescription, lab test results, imaging report...
FAbA MRS (R kbyy. ISR, AR AR E S
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Medical 2



