A AltiusInsurance

ENTYNO AMNAITHZEQZ IATPOOAPMAKEYTIKHZ MNMEPIOAAWHZ EZQTEPIKOY AZOENH
MEDICAL CLAIM FORM - IN PATIENT TREATMENT

A. ZYMMAHPQNETAI AMO TON AZ®AAIZMENO / TO BE COMPLETED BY THE INSURED PERSON

OvouateTTwvupo acpaliopévou / Insured person's name: Ap. ZupBoAaiou / Policy No.:

Ovoparemwvupo acBevr) / Patient's name:

Hu. yevvAoewg aagBevr] / Patient's DOB: |Ap. TautétnTag / I.D. No.:
Etrwvupia opadikou oxediou (Edv 1oxuel) / Name of group scheme (If applicable):

HAekTpovikr) SieuBuvon / Email:
TnAé@wvo emmkoivwviag / Contact Tel. No.: |Ap. TnAgopoioTuTTou / Fax No.:

1. MapakaAoUpe OTTWG ATTAVTAOETE OTIG IO KATW £pWTNOEIG / Please answer the following questions:

1.1 NopakahoUpe TTEPIYPAPETE Ta CUPTITWUATA / Please describe the symptoms:

1.1.1 Huepopunvia Trou mpwTrogp@aviotnkav Ta cuutrtwpara / Date first symptoms appeared: / /
1.2 Hugpopnvia mpwTng emmiokewng o€ 1a1po6 / Date of first visit to doctor: / /
1.3 Mapduoia Tponyouuevn katdoTaon / Previous related condition: Nai / Oxi Yes / No

1.3.1 Edv Nai dwoTe Aetrtropépeleg (katdaTtaaon / Bepatreia KTA) / If Yes please provide details (condition / treatment etc):

1.5 Kataxwpeite atmaitnon yia BepaTtreia ek16G dIKTUOU ouvepyaTwy Tng Altius Insurance / Are you providing a claim for a treatment outside Altius
Insurance network: ~ Noai / Oxi Yes / No

Edv Nai rapakaAw ocuptmAnpwote 1a onueia 1.5.1 & 1.5.2 / If Yes please complete sections 1.5.1 & 1.5.2:
1.5.1. Ovopa voookopeiou / Hospital’'s name:

1.5.2. Ovoparemwvupo 1aTpol / Doctor's name & surname:
ATEYOEIAZ AIAKANONIZMOZX ANO ALTIUS INSURANCE / DIRECT SETTLEMENT BY ALTIUS INSURANCE

OepaTreia EGWTEPIKOU aoBEV TTPETTEI VA TTPO-EYKPIVETaN aTTd TNV Altius Insurance (yia TTepaitépw AeTTTOpéPEIEG OUUBOUAEUTEITE TO AGYOAIGTAPIO
oag). MNa KaAUTePN €EUTTNPETNON OAG, TTAPAKAAOUUE OTTWG N EVNUEPWON OTTOOTEAVETAI GTNV NAEKTPOVIKHA d1EUBuvon

life_and health claims@altiusinsurance.com.cy déka (10) pépeg Trpiv TNV Beparreia. / In-patient treatment must be pre-authorised by Altius
Insurance (for further details see your Policy). For your better service, please send the notification via email to

life_and health claims@altiusinsurance.com.cy_ten (10) days prior to treatment.

AMNOZTOAH ENTYMNOY KAI ZTOIXEIQN

MpowBnoTe T0 TTAAPWGS CUPTIANPWHEVO EVTUTTO ATTAITNONG, Madi JE TIG TIPWTOTUTTEG OTTODEIEEIG/TIMOASYIA, ETTIOTOAEG KAl GAAD £YYPOAPO OXETIKG HE TIG]
TTapox€G TTou dIekdIKEiTE OoTO: Tunua Arairnoswv Zwng kai Yyeiag, Aicb8uvan: Altius Insurance Ltd, Iwvia Asw@dpou Kévvevru & OdoU Staaivou, T.0.
26516, 1640 NAeukwoia. | Forward the completed claim form, along with the original receipts/invoices, letters and other documents relating to the
benefits you are claiming to: Life and Health Claims Department, Address: Altius Insurance Ltd, Corner Kennedy Avenue & Stasinou Street, P.O. BOX
26516, 1640 Nicosia.

EvOANGKTIKE, ITTOPEITE va UTTORAAETE TO TTANPWG CUUTTANPWHEVO EVTUTTO OTTAITACEWG, Madi PE TIG aTTodEIEEIG/TIHOAOYIQ, ETTIOTOAEG KOl GAAA Eyypaga
OXETIKA PE TIG TTAPOXEG TTOU DIEKDIKEITE PEOW TNG NAEKTPOVIKNAG dieuBuvong life_and health claims@altiusinsurance.com.cy. Otou {nTnOei, TTpéTel va
Jag doBouv TTpwTOTUTTEG atrodeigeig/TIHoAdyIa. / Alternatively, you can submit the completed claim form along with the receipts/invoices, letters and
other documents relating to the benefits you are claiming via email to life_and health claims@altiusinsurance.com.cy. Where requested, original
receipts/invoices must be provided to us.

THA.: +357 22379999, ®A=: +357 22379137 / TEL.: +357 22379999, FAX: +357 22379137
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YMNEYOYNH AHAQZH

DECLARATION

AnAwvw uttetBuva 6T gipal

|:| 0 a0BevNg,
|:| 0 yovéag i kndepovag Tou acbevoug (av o acBevig gival KATwW Twv 18 €TWV),

Kal OTI OAEG oI TTANPO®OPIEG TOU €VIUTTOU QUTOU KOI TWV ETTICUVOTITONEVWY
EYYPAQwv gival aAnBeig, akpIBEiG Kal TTANPEIG KAl CUPPWVW O,TI Qv £Xw TTPOREI
n 6a mpoBw oce¢ omoladnmote Weudrn R avaAnbr dnAwon, amékpuwn n
TTAPACIWTINGN YEYOVOTWYV f/Kal yypAa®wy, To SIKaiwKa JYou yia armolnuiwon 6a
X0Bei TANpwgG.

| hereby declare that | am
[J The patient,

|:| The patient’s parent or guardian (if the patient is under 18 years
old),

and that all information on this form and the attached documents are
true, accurate and complete and | agree that if | have made or will make
any false or untrue statement, concealment or falsification of facts
and/or documents, my right to compensation will be forfeited.

Ovopatemwvupo acBevn (yovéag | KNdepovag av o acgBevig eival KATW Twv 18 eTwv):

Name of patient (parent or guardian if patient is under 18 years old)

Ytoypagn aclevi (yovéag i Kndeuovag av o acBevig ival KATw Twv 18 eTwv)

Signature of Insured (parent or guardian if patient is under 18 years old)

Hpgpopnvia
Date

AHAQZH ZYTKATAGEZHZ

STATEMENT OF CONSENT

AnAwvw OTI evNUEPWONKA TTPOPOPIKA Kal PJECW TNG IoTooeAidag TngG Altius
Insurance Ltd (e@egng n «ETtaipeia») yia Tnv emegepyacia Twyv OeSONEVWYV
TIPOCWTTIKOU XAPOKTAPO Kal TwV €IBIKAG KATNYOPiag SEBOUEVWY TTPOCWTTIKOU
XOPAKTAPA TTOU TTpayuaToTrolEl N ETalpeia aAAG Kal yia T SIKAIWUOTA TTOU EXW
WG UTTOKEINEVO TWV OESOUEVWV OU.

AnAwvw eTTioNg 6Tl EvUEPWONKA TTWG N GUAAOYH TwV WG Avw deS0UEVWY [oU,
Suvdapel Tou evTUTTOU auTOoU, YiVETAI VIO TO OKOTTO:

e  ATOTPOTING TTAPAvVOUNG aTraiTnong f/kal ammdrng ammod Tn diekdiknon
XPNHATWYV €16 ITTAOUV aTT6 TO iB10 TTPOCWTTO aTTd dUO SIAPOPETIKEG
aoQAANIOTIKEG ETAIPEIEG.
2UAAOYAG OTTOBEIKTIKWY OTOIXEIWV OTTWG OTTOTEAEGUOTA TWV IATPIKWV
/ dlayVWOTIKWY HOU €EETACEWV KOl OepaTTEIWV  YIa OKOTTOUG
ETEEEPYATIAg TNG ATTAITNONG.

Opbng ecwTepikrg dloiknang Kai AeIroupyiag Tng ETaipeiag, 6Trwg Kai
yla Tnv emBeBaiwon TnG KAAUWNG.

EmBeBaiwaong katd Técov n acbévela, atdxnua, TepiOaAyn, KATT,
yla TNV oTroia YiveTal n aTmaitnon Tou acBevr, €ival TETola WOoTE va
KOAUTITETAI OVTWG OTTO TO TTAPOV GXEDIO.

Karavow 6m n Etaipeia Ba emefepyaoTtei 1o dedopéva Ta ommoia £Xw
oupTrePIANGBel 0TO TTOPOV €VIUTIO KOl OTTOIOOATIOTE EMITIPOCOETA IATPIKA
TNOTOTTOINTIKG / £YYpa@a Ta OTToia TUXOV Va TTapayxwpenBolyv ek JEPOUG JOU OTNV
Etaipeia.

2€ TTEPITITWAON TTOU Yia TNV agloAdynan kai 81EUBETNON TNG ATIAITNONG JOU, EKTOG
atré Ta 1o Tavw oToIxEia, eival aTToAUTWG avaykaia n TepaITEpw culiTnon Tou
TIEPIOTATIKOU KOI TWV AETITOMEPEIV TNG Bepatreiag pJou pe Tov 1I0TPO MHOU,
evnuepwOnka 6t n Etaipeia Ba emmkoivwvrioel Pe Tov 1aTpd Hou, HOVo €AV TG
OWOoW TNV YPATITH OUYKATABEDT| You yI' auTo.

Mapéxw TN pnTA cuykatdBeon pou oTnv ETaipeia va cudntioel pe Tov latpd pou
TNV acBéveia Kal TIG AETITOUEPEIEG TNG BEPATTEIOG POU.

EvnuepwbnKka yia 1o dIKaiwua Jou va avakoAéow Tnv ouykatdBeor) pou avd
mdoa oTiyur}. Qotdo0, O€ JIa TETOIA TTEPITITWAON — EVOEXETAI VO ETTNPEACTEI N
a&loAdynon Tng aTmaitnoAg Hou.

| declare that | have been informed orally and through the Altius Insurance
Ltd website (hereinafter “the Company”) of the processing of personal data
and the special category of personal data carried out by the Company but
also the rights | have as a subject of my data.

| also declare that | have been informed that the collection of the above
data of mine, by virtue of this form, is done for the purpose of:

. Preventing an illegal claim and/or fraud from claiming money in
duplicate by the same person from two different insurance
companies.

Collection of evidence such as the results of my
medical/diagnostic tests and treatments for the purpose of
processing the claim.

Proper internal management and operation of the Company, as
well as confirmation of the coverage.

Confirmation whether the illness, accident, medical care, etc.,
for which the patient’s claim is made, is such that it is actually
covered by this plan.

| understand that the Company will process the data | have included in this
form and any additional medical certificates / documents that may be
provided by me to the Company.

In the event that in order to assess and settle my claim, in addition to the
above information, it is absolutely necessary to further discuss the incident
and the details of my treatment with my doctor, | have been informed that
the Company will contact my doctor, only if | give them my written consent
for it.

| give my explicit consent to the Company to discuss with my
Doctor my illness and the details of my treatment.

| have been informed of my right to withdraw my consent at any time.
However, in such a case — the assessment of my claim may be affected.

Ymoypaen — Na utroypagTtei amd Tov AcBevn (yovéag i kndepudvag av o aoBevig gival KATw Twv 18 eTwWV)

Signature — To be signed by the patient (parent or guardian if the patient is under

18 years old)

Hpgpopnvia
Date




B. ZYMMNMAHPQNETAI AINO TON OEPATNONTA IATPO / TO BE COMPLETED BY MEDICAL PRACTITIONER

2. AeTrTopépEIEG 10TPIKAG KaTdoTaong Tou acBevn / Details of patient's medical condition

A I U0 hy i (0T o 4 (o QSN 0] o) (o]0 I PP
2.1.1 Huepopnvia Tou TTpwTogu@avioTnKav Ta cuptrTwpara / Date first symptoms appeared: / /
2.2. Hpepopnvia mpwTng emmiokewng Tou aoBevi o€ 1atpo / Date of patient's first visit to medical practitioner: / /
A B Y o) L g e To 1YY/ 0 Lo 1 o AN T E= Lo = o T L
2.4 Tehiki Sidyvwon (aitia TpoBARpaTog) / Final diagnosis (ProblEM'S CAUSE): ... .. i

2.6 Eyyeypauuévog eowTePIKOG aoBeviAg atrd / Registered in-patient from:

A6 / From: / [ am/pm Méxpl / To:  / | .. am/pm

3. larpiko 10TOPIKS / Medical history

3.1 laTopikd TnG TTapoloag IaTPIKAG KatdoTaong / History of present medical condition:

3.2 [ponyoUuevo IaTPIKO IGTOPIKOG TTOU OXETICETal N €TTNPEAdel TNV TTapoUoa IaTPIKN KaTdoTaon / Previous medical history that relates or affects

(o101 gq=T ol [=To [Tor= 1Mool qTo [} o) s APPSO

4. E€erdoeig / Examinations

4.1 MNapakaAw OTTWG ETTIOUVAYETE T ATTOTEAETUATA TWYV SIAYVWOTIKWY EEETACEWY KAl TWV IATPIKWY EKBECEWY TTOU ATTAITOUVTAI YIO TNV HEAETN TOU
TepioTaTikou / Please attach any diagnostic examination results and medical reports necessary for the claim's study

5. Ogparreia / Treatment

5.1 OgpaTtreia TToU ouveoTnOn ri/kal Ba akoAouBnBei / Treatment provided or/and t0 fOlIOW: ... ... i

5.2 OePATTEUTIKNA aywyn (ouvTayr @apuakwy) TTou ouveaTnon ri/kal xopnynonke / Drugs recommended or/and provided

5.3 ATTOTEAETHUA BEPATTEIAG / TrEAIMENT'S TESUIL ..t itiie ittt ettt e et ettt e e e e e e e e e e e et e et et e e e e e e et et e et e e e e e e e e e e e e e e aea e eneeas

6. ZUVOAIKO K60TOG VoonAgiag/Total in-patient treatment cost |€

7. ANAeg AemrTopépeieg / Other details

7.1 Edv uttdpyel omroiadrimrote GAAN TTAnpo@opia n otroia mBavo va eTTnpedoel To XEIPIOPS 1 TOV TEAIKO SIOKAVOVIOUO TNG ATTAITHOEWS TTAPAKAAOUUE
OTTWG TNV avagpépete /Is there any other detail / information that may affect the handling or settlement of this claim? If yes, please give details:

AHAQZH OEPATIONTA IATPOY/ MEDICAL PRACTITIONER'S DECLARATION

Eyw, o utro@aivopevog 1aTpog / |, the medical practitioner appearing below:

IANAWVW OTI 01 TTANPOPOPIEG TTOU TTEPIEXOVTAI OTO EVIUTTO AUTO €ival aAnBeig Kal TTANPEIG Kal Oev £Xw TTAPAAEIPEl v dWOW TTEPAITEPW TTANPOPOPIES i
oToixeia. AvaAappBdavw va dwow oTnv Altius Insurance Ltd kdBe duvatr BorBeia. To éviutio autd €xel CUUTTANPWOET aTréd euéva i Kal KaToTTIv
odnyIwv pou Kai To €xw eAéyEel. / | hereby declare that the information provided by me in the context of this form is truthful and complete and | have
not omitted to provide any information or data. | undertake to assist Altius Insurance Ltd, in every possible manner in the handling of the claim. This
form has been completed by me or/and following my instructions and checked by me.

Ymoypan & o@payida Bepdmrovra 1atpou / Medical practiotioner’s stamp & signature |Huepopnvia/ Date




