E CYPRIALIFE

Awvath, Simha oag YNHPEZIA OMAAIKQN AZ®AAIZEQN
ENTYNO ANOZHMIQZHZ INA EEQNOZOKOMEIAKH NMEPIOAAWH-OUT OF HOSPITAL TREATMENT

A. NA ZYMMNAHPQNETAI ANO TON AZ®AAIZMENO / TO BE COMPLETED BY THE INSURED

AP.AZOANIZTHPIOY & ONOMA ET A P E A ittt ettt et ettt ebe e et et e e et e e e
POLICY NO. & COMPANY NAME:

ONOMATETNQONYMO AZDAAIZMENOY :... i e e AAT:
NAME OF INSURED: 1.D.No:

ONOMATETONYMO AZOENOY Zi. oo e e e e THAEDQONO:......coiiiii
NAME OF PATIENT: TELEPHONE

HMEP.FENNHIHZ AZOENOY X .. SYTTENEIA: . ...
DATE OF BIRTH OF PATIENT: RELATIONSHIP

MAOHZH (AIACNQZH) — Av odeileTal og ocwpatiki BAGRN amnod atlxNnpa, avadpEPETE MOU KAl MwG €Xel oUPBeL. Av OXL, dnNAwoTe cadn dlayvwon Tng -
AILMENT (DIAGNOSIS) — If the ailment is due to injury from accident, state where and how it happened. If not, give the exact diagnosis.

Alkalo(oTe eTUOTPOPT OTOLOUSHTIOTE TIOOOU YId TA CUYKEKPLUEVA £E0da amod OToLodNTMOTE D NAI/'YES D oxyNo AV NAlyarola mood:.............

Tapeio/Are you entitled to a refund from another Fund of Organization? If YES, what amount

MapakahoUpe 6TwG eruouvadBolv oL MPWTOTUNEG ATodeiEelq Kal TIHOAOYLA Kal SUNTANPwBoUV o KATW avaAuTikda / Please attach the original receipts
and invoices and fill the details below.

AplBuoG AMOdelEng  — TipoAoyiwy / MNood AnodeiEewv / AplBu6G AMOdelENg  — TiHoAoyiwy / MNooa AmnodeiEewv /
Receipts Numbers - Invoices Numbers Receipt Amounts Receipts Numbers - Invoices Numbers Receipt Amounts

1. € 3. €

2. € 4. €

ENHMEPQZH / INFORMATION

21a mMaiola ™mg eEsracnq mg Ancurnonq oag, n CNP CYPRIALIFE mpotifetal va cuAAEEEL Kal va sns&spyaoml Ta Beﬁopavq TPOoWTIKOU XGpClKTan rou oag aq>opouv
KaBwg Kat autd Twv aTouwv T orola KcrovopaCova atnv Am]on oag. H CNP CYPRIALIFE {ntel 60a dedopéva eivat cmapcmnw Kal ouvagY| HE TOUG OKOTIOUG sgerccnq
™g Araitnong oag. Karola ano Ta éeéouava oag Ba BLaBqucome oe cuvapycrsq g CNP CYPF{IALIFE yla cKonouq a&lohdéynong ™mg Anqtmcnc; oag (yla mapadetypa
latpolg). H CNP CYPRIALIFE 6tav cuA\éyel kal ene&epydletal dedopéva Xapaktpa, dlacpalifel 6Tt auto yiveTal vopida kat AapBdavovtal 6Aa Ta avaykaia HETPA yia
mv acpdalela touq. MNa neplocdTepeg MANpodopieq propeite va arnotedeite otnv MoAltikh Ene&epyaoiag Aedopévwy Mpoowrukol Xapakthpa g CNP CYPRIALIFE, n
oroia eival dlaBéoiun otnv WOTooeAdA pag.

In the context of examining your Claim, CNP CYPRIALIFE intends to collect and process your personal data, as well as the data of individuals mentioned in your Claim. CNP
CYPRIALIFE requests data which are necessary and relevant to the purpose of examining your Claim. Certain data that concern you will be forwarded to CNP CYPRIALIFE associates
for the purpose of evaluating your Claim (such as doctors for instance). When CNP CYPRIALIFE collects and processes personal data, it ensures that this is carried out in a legitimate
manner and that all necessary measures are taken in order to ensure their safety. For more information, please refer to CNP CYPRIALIFE's Privacy Policy that is available on our
website.

An)\wvw unsueuva oTL o)\sq ol TAnpodopieg Tou evtUmou GUTOU swcu a)\neetq, akplBeig kat n)\npx—:lq Emonc; dNALVW OTL EXw evnuep®oel Ta Atoua, Ta otolxeia Twv
omoi{wv MeplEXovTal oe auTtn TV Amaitnon, oxenKa HE TNV Tapoxn and HEPOUG HOU TWV npocmewv Beaousvwv otnv CNP CYPRIALIFE.

510 0TAd0 NG ancurnonq arolnuiwong, Ba mapéxw oty CNP CYPRIALIFE ta anors)\eouqm TWV LATPIKOV Kat 6lavaorlev Hou s&srccawv Kal Beparelwyv, Ta onola
elval avaykaia yia v g&€taon Tng Anaitnong pou ard v CNP CYPRIALIFE. H e&étaon tng amaitnong pou, meplAauBavel, eTa&l dAAwv, Tnv anddaon yla To Katd
noéoov Ba pou kataBAnBei anolnpiwon pe Baon Toug ‘Opoug Tou AopaAloTnpiou pou Kavr kaboplopd Tou UYPoug TG anolnpinwong.

| solemnly declare that all information included in this form is true, accurate and complete. | also declare that | have informed the individuals whose details are contained in this Claim
regarding the provision of their personal data by me to CNP CYPRIALIFE.

At the stage of making a claim for compensation, | will provide CNP CYPRIALIFE with the results of my medical and diagnostic examinations and treatments, as necessary, in order for
CNP CYPRIALIFE to examine my Claim. The examination of my Claim includes, inter alia, the decision on whether | will receive compensation under the Terms of my Insurance Policy
and/or the determination of the amount of the compensation.

YTIOYPAPT) ACGPAAILOPEVOU ... et it ittt et et e e e e e e e e e e e e e e e ans HUEPOMNVIO . . e
Signature of Insured: Date:

B. ZYMMNAHPQNETAI ANO TON OGEPATNONTA IATPO / TO BE COMPLETED BY MEDICAL PRACTITIONER
J(O R oYU o o 5 o/ o U AN T To1 (o BTN o - Uy o1 P

O muo mavw aoBevng £xel eruokedBel To LaTpeio pou OTIG /the above patient consulted Me ON ..........coovevevveeveeeeee. Kat Bpnka autévm otL ndoxet and

FETaTo i {oT0To W a1 aa Vo SN 1 (=T g Ta o I 1] 3 o OO PP
Kal Tov/Tnv €Xw cupBoulelioel TNV akdAouBn Bepaneia/ and i have advised him/her the following treatment...............ovviiiiiiiii e

ZYNTAIH I'A ®2APMAKA — NA ZYMMNAHPQOEI ANO TON OEPAINMONTA IATPO
PRESCRIPTION FOR MEDICINES — TO BE COMPLETED BY THE ATTENDING PHYSICIAN / PAEDIATRICIAN

MIKPOBIOAOIIKEZ / EPFAZTHPIAKEZ EZETAZEIZ / AKTINOIMPA®IEZ / MRI/ ULS /CT SCAN — NA ZYMNAHPQOEI ANO TON ©EPAMONTA IATPO
LABORATORY TESTS / X-RAYS/MRI/ULS /CT SCAN/TO BE COMPLETED BY THE ATTENDING PHYSICIAN / PAEDIATRICIAN

AHAQZH ©OEPAMNONTOZ IATPOY / TREATING PHYSICIAN

AnAovw OTL Ta TIO MAVW oTolxela €€ 6owv yvwpilw kat Tuotelw eival opBA kat aknbn kat oe mepimwon Yeudolq ) maparavnTikhg dNAwaong, TéTe
Ba umdKeLaL OTIG TOLVEG /KAl TEEPLOPLOKOUG oUUPwva Pe TNV uTidpxouoa vopobeaoia. | hereby certify that to the best of my knowledge and belief the
above inlformlation is correct and true and in the case of false or misleading declaration, | will be liable to the penalties or/and restrictions according to the
existing legislation.

YTIOYPADN [ATPOU KOAL OPPOYIOQ . oo etiteee ittt e e Hpspounvm .............................................................
Physician's Signature and stamp: Dat

600-F-396





