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PLEASE FILL IN COMPLETELY,
Otherwise claim adjustment will be Impossible on time!!

	voestalpine Insurance Services GmbH

Stahlstraße 14

A-4020 Linz
Contact:
 Tel.: +43 / 50304 15-2020
Ms. Landskron Sigrid
Fax: +43 / 50304 55-2020

E-Mail: sigrid.landskron@voestalpine.com

or
Tel.: +43 / 50304 15-9282

Ms. Blauensteiner Birgit
Fax: +43 / 50304 55-9282


 E-Mail: birgit.blauensteiner@voestalpine.com
	From:

     

	Claim Notification - Personal Insurance

	Insurer:
Generali Versicherung AG
	Policy No.:
1/71/81624825
	Claim No.:
     

	Name and address of the insured:
     
	Date of Birth:
     
	working for company:
     

	Private Insurances of the insured:
	Insurer:
	Policy No.:

	Accident
	     
	     

	Accident
	     
	     

	Accident
	     
	     

	Date and Time of Accident:

     ,      
	Place of Accident:
     

	Name and address of the police who recorded the accident:
     
	Witnesses: Name, address and phone  no.:
     

	Description of claim  (cause and  circumstances):
     

	Which hospital rendered  first aid?
	     

	Name of the doctor? 
	     

	If you were in inpatient treatment, please indicate the hospital 

     
	Treatment from
     
	until
     

	Exact description (diagnosis) of the injury
     

	Will the accident lead permanent disability in the opinion of the treating medical doctor?
	 FORMCHECKBOX 
  YES
 FORMCHECKBOX 
  NO

	Do you have injuries which have not been caused by this accident?
	 FORMCHECKBOX 
  YES
 FORMCHECKBOX 
  NO

	Have you been invalid before this accident?
	 FORMCHECKBOX 
  YES
 FORMCHECKBOX 
  NO



Please tick off the applicable
	     ,      
	
	

	Place, Date
	Signature of the insured
	


Please send the enclosed mandate with your personal signature back, this is used from the insurer for obtaining your medical history!
Name and address of the insured:

     
     
     
     

To (Insurer)


GENERALI


Versicherungs AG


Dr. Karl-Renner-Promenade 37-41

A-3100 St. Pölten
YOUR MARK
YOUR FILE NUMBER  
YOUR EXTENSION

YOUR LETTER

Date of Accident:

Treatment from:

     

      to      
Name and address of the insured:

     
I fully agree, that all doctors, hospitals, dentists, apothecaries, Insurance Companies, public authorities and others, they are authorized in terms of the Data Protection Act, to hand out to Generali Versicherungs AG all the necessary relevant information they need to check the agreement to take over the risk or for claims settlement purposes and absolve these authorities from their business discretion.
     ,      



Place and dated


          Signature of the insured
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