~

EEMTER INSURANCE AGENCIES
SUB-AGENCIES AND CONSULTANTS LITTD

ENTYNO ANAITHZHZ IATPO®APMAKEYTIKHZ NEPIOAAWHZ/ MEDICAL INSURANCE CLAIM FORM

Ap10p0G ZupBOAdiou / Policy NUmber: ........c.ccocoeveveieiicecccceee,
MEPOZ A / SECTION A
ZYMMNAHPQNETAI ANO TON AZ®AAIZMENO - ZYMBAAAOMENO / TO BE COMPLETED BY THE INSURED / POLICYHOLDER

Av n naédnon oPeileTal og cwPaTikn BAABN and ariXnUa ava@EPETE NOU Kal NwG CUVERN. / If the ailment is due to an accident,

describe where and hOW it HAPPENEM. ... et e bt e et e e st e e at e e teesbeeeteeeaseessbeeesee e abeesabbeeeaseeeseeenbeessseenseesnseans

‘EXETE appwaTnoel 0To napeABOv ano Tnv idia airia; Av Nai, 3®oTe nAnpo@opieg. / Have you suffered in the past from the same illness? If Yes,

Jo Y 1= = T OSSOSO

AHAQZH

AnA@vw unelBuva OTI OAEC ol NANPOPOpPIEG Tou evTUnou autou eival aAnBsic, akpiBeic kar nAfpeic. AvTiAayBavoyal nwe oTto aTadio TNG anaitnong
anolnuiwong Ba napéxw Ta anoTeAEoUaTa TWV IATPIKAOV Kal SIayVwOTIKMV Jou EEETACEWY Kal Bepaneinv wg anddeign Kal yia agloAdynon ano 1aTpoug
nou ouvepyalovtal We Tnv Etaipeia ala kar ano tnv idia Tnv Etaipeia. Mou éxel €EnynBei eniong nNwg TnPoupévev Twv dlaTdgewv Tou MevikoU
Kavoviopou MpooTaciag Asdopévwv (EE) 2016/679, wg ekdcToTe Tpononoieital, n ETaipeia enegepyaletal povo doa dedopéva €ival eVvTEA®G ouvagn
Kal anapaitnTa yia okonoU¢ €E€TacnG TNG anaitnong Wou yia va anogaciosl katd ndéco Ba pou kataBdAer anolnuiwon pe BAon Toug GpPOUG Tou
aocgalioTnpiou cupBoAaiou Wou fi/kal va kaBopioel To Uyog TG anolnuiwong. MNvwpilw, eminAéov, nwg Ta dedopéva pou, evdéxeTal va diaBiBacTolyv Kal
va kataoToUv MpocITa Kal and (puOIKA 1) VOUIKG npdowna [e Ta onoia, kata kaipoug diatnpei n ETaipeia cupBaoceig yia Tnv opBr kai pe Bacn Toug
0OpOUG TwV acpaAioTnpiwv cupBoAdiwy anolnuiwon Hou.

Mepaitépw £€0U0I0d0TK GAOUC TOUG 1aTPOUG fi/Kal AAa npdowna Ta onoia pe nepiEBalyav kal OAa Ta voookopeia i Aa 13pupaTa rf} ao@alioTIKEG ETAIPEIEC
ONWE NapeXouv NANPEIG NANPOPOPIEG OXETIKA HE TNV Napouaa anaitnon, ¢’ 6aov {ntnéolv ano Tnv Etaipeia.

DECLARATION

I hereby declare that all information on this form is true, accurate and complete. At the stage of claims compensation I consent to provide the results of my
medical and diagnostic examinations and therapies as evidence and for evaluation by the Company and by the contracted doctors of the Company. It has
been clarified to me that according to the provisions of the Processing of Personal Data (Protection of Individuals) Regulation (EU) 2016/679, as amended
each time, the Company processes the data only which is completely related and indispensable for the purpose of examining my claim, to decide whether it
will compensate me according to the terms of my Insurance Policy or/and determine the amount of compensation. I am also aware that my data may
transfer to and be accessible by individuals or legal entities contracted by the Company from times to times for the correct and according to the terms of
my insurance policy compensation.

Furthermore, I authorise all medical practitioners and/or other persons who provided treatment to me and all hospitals or other institutions or insurance
companies, to provide full information regarding this claim of requested by the company.

YROYPAPR / SIGNALUIE: ..ottt Hpepopnvia / Date: / /

Kemter Insurance Agencies, Sub-Agencies and Consultants Ltd
82 Athinon Street, Akinita Ieras Mitropolis, Block B’, Office 112-113, 3040 Limassol, Cyprus
ABnvav 82, AkivnTa Iepag MnTponoAng, MoAukatoikia B, Mpageio 112-113, 3040 Aepeaog, Kunpog
TnA. Tel.:  +357 25 755 952 // ®cak. Fax: +357 25 755 953
E-mail: claims@kemterinsurance.com



MEPOZ B / SECTION B

ZYMNAHPQNETAI AINO TON OEPAINONTA IATPO / TO BE COMPLETED BY THE ATTENDING MEDICAL PRACTITIONER

O nio Navw acOevG £xel ENICKEPOEI To 1aTPEiIo Hou oTIG / The above patient consulted me on / / Kal BpRika va naoxel ano /

F= T o IR (T TaTa I o T oA o= o STU =T Yo o o PSSR

EX€1 0 ac0evinG AaBel Ospansia yia auth TRV doB£veia ) atuxnpa f ENacye oTo NapeAOOV 1) VOONAEUTNKE Yid NAPOHOIO NEPICTATIKO;
Av Nai, d®oTe nAnpogopieg / Has the patient in the past take treatment for this iliness or accident did he/she suffer or was hospitalised for a similar

INCIAENT? If YES, PrOVIAE AELAIIS: ......couiiieeeieii ettt ettt e st e et e et e ete e beeaseebeeabeeasenseeasesaeenseesseabeeaseeseesbeeseeeaeenseebeesbeesseabsenseeaeessensesaeenseasaesreensenseens
Huepounvia np®TO EPPAVIONG TWV CUPNTOHATOV TNG agBévelag / Date symptoms of the illness first appeared: ..........cccccveeevvveeicevccececec e

Maipvel 0 acOevAG onolavdnnoTe papHakeuTIKNA aywyn (N €xe1 napaAnyel kanoia 30on) n onoia 8a npokaloUoe TéTola gupnTopara; / Is

the patient taking any medication (or he/she has missed a dose) that would cause SuUCh SYMPIOMS? ........cc.oiiiiiiiiiiiiie e

‘EX® oupBouleloel Tnv akdAouBn Bepaneia / I have recommended the following treatment:

ZYNTAIH 'TA ®APMAKA / PRESCRIPTION MEDICATION
ZupnAnpovetal and Tov Oepanovra Iarpo / To be completed by the attending Medical Practitioner

ANAAYZEIZ / LABORATORY TESTS
ZupnAnpovetal and Tov Oepanovra Iarpo / To be completed by the attending Medical Practitioner

AIAINQZTIKEZ EZETAZEIZ — AKTINOIPA®IEZ, MATNHTIKH, AZONIKH TOMOIPA®IA, YNIEPHXOIPA®HMA /
DIAGNOSTIC TESTS X-RAY, MRI, CT SCAN, ULTRASOUND
ZupnAnpovetal and Tov Oepanovra Iarpo / To be completed by the attending Medical Practitioner

L e e et e eeeeeteeeeee—eeeeateeeeeateeeeateteeaasteteeeateeeaaateteeanteeeiasteeeeasteeeaanteeeeantteeeeannteeeintaeeeaanteeeeanneeeaanteeeeanteteeeaasteeeeanteeeaaneeeeeanreeeannneeeearreeaeeaans
2 et e eeeeeeeeeeeeeeeieeeeesieteeeseesesesissesessestesesesssseeisttssesesstsesisttesesasttesesessseesinttseeiantesesinteseeeatttesinuttetaantetetaanteeeaasteeeeaasteeeeaaeeeeeeansteeeaasaeeeeatreeeaaareeeeabeeeeaanreeeeanaanren
RO OSSP PSP POUPTUP PPN
‘Ovopa Oepdnovtog IaTpol / Attending MediCal PractitioNer's NGIME............ccciiiiiieietcteieieeete ettt ettt s sttt e e e bbb et ebess sttt eb et e s st et ebebesesssnsebenin
EidikoTnTa Ogpanovrog IaTpou / Attending Medical Practitioner’s SPECIAlISALION .............c.cuiuiioiririririciicieee ettt b e e e es st eane
TNAEPWVO ENIKOIVWVIAG / CONTACE TEIEPNONE ......viiiiiiiieteieiee ettt ettt sttt e b e s e s et e s e st et e s et e e st b et e s e e e s st e s es b et esesensesebebesebesens s nsesenrans
Yrnoypa@r OspAnovroG IATPOU KAl GPPAYIB ...........c.ceveveeieieiieeeeeeeeeteeeetesestes e ssesss e e sseessessssessseeses Huepopnvia / /
Attending Medical Practitioner’s Signature & stamp Date
MEPOZ I' / SECTION C

ZYMMNAHPQNETAI ANO TO NOZOKOMEIO 'H KAINIKH / TO BE COMPLETED BY THE HOSPITAL OR CLINIC
Hpepopnvia Eicaymyng : / / Hpepopnvia EEiTnpiou / /
Date of Admission: Date of Discharge:
Ynoypa®pr ané Noookopeio i KAIVIKR KA GPPAYISA ... Hpepopnvia / /
Hospital or Clinic Signature & stamp Date

TO NAPON ENTYTO MAZI ME TIZ AMNAPAITHTEZ NPQTOTYMEZ AMNOAEI=EIZ, TIMOAOITA, EKOEZEIX MNPEMEI NA MPOZKOMIZONTAI
ENTOZ 45 HMEPQN AlNO THN HMEPOMHNIA TOY MEPIZTATIKOY.
THIS FORM MUST BE ACCOMPANIED BY ALL RELEVANT ORIGINAL RECEIPTS, INVOICES, REPORTS WITHIN 45 DAYS OF THE
INCIDENT




