ﬁ CYPRIALIFE YMHPEEIA OMAAIKON AZ®AAIEZEQN

Auvatn, dimha oag

ENTYTNO AMOZHMIQZHE MNA EEQNOZOKOMEIAKH NMEPIBAAWH
OUT OF HOSPITAL TREATMENT

MEPOZ A / PART A

[ NA ZYMMAHPQONETAI ANO TON AZQAAIZMENO / TO BE COMPLETED BY THE INSURED |
AP, AEQAAIETHPIOY: ..ooooccooemvccensccrnricnenes HMEPCAZQANIEHE: oo RGBT
POLICY NO: DATE OF INSURANCE ID. No.:

NAME OF INSURED

ONOMATENQNYMO AZOENOYZ:
NAME OF PATIENT

DATE OF BIRTH RELATIONSHIP

AIEYOYNIH: THAEQQNO: ..
ADDRESS TELEPHONE No.

MAOHZIH (AIATNQZIH) — Av o@eileTal og owpaTiki BAGRN atTéd atiXnUa avagEpeTe Trou Ko Trwg £Xel oupfei. Av o)1, SnAwoTe oagn
Sigyvworn Tg.
AILMENT (DIAGNOSIS) — If the ailment is due to injury from accident, state where and how it happened. If not, give the exact diagnosis.

Hpepopnvia EpQavions CUPTITWHATWY TNG QOBEVEINGS VIO TTPWTN QOPA (") woovvvreeceeeeeeeces
Date of symptoms of iliness first appeared

AkaioUoTE EMITTPOYN oTrolouSTTOTE TTogoU yia Ta guykekpipéva E§oBa amd omolodrjoTe Tapeio i Opyavious; Av val, YIX TT016 ToG0;
Are you entitled to a refund from another Fund or Organisation? If yes, what amount? ..

ENHMEPQZH / INFORMATION

Zra mhaioio g e€éraong g Amainong oag, n CNP CYPRIALIFE wporiBetal va ouhhége kal va emegepyaoTei Ta SeSopéva TIPOOWTIKOU XaPAKTApa TTou aag
agopolv, kaBug kal auTd Twv aTépWV Ta omoia katovoud{ovial oty ATiaitnan oag.

H CNP CYPRIALIFE {ntei 6oa Sedopéva ivar amapaitnTa kai guvagr We Toug okomtolg e§éraong Tng Amainong oag. Kamola amé ta dedopéva oag Ba
GiaPiBadoviar e ouvepyares Tng CNP CYPRIALIFE yia okomoUg afioAdynong Tng Anaitnang oag (yia Tapadeiypa iarpoug).

H CNP CYPRIALIFE 61av guAhéyel kai emefepyadetan Sedopéva TpoowTTikad XapakTipa Siaopahilel 61 auto yiverar vopipa kai o1 AapPdvovial oAa 1a avaykaia
HETPO yia TNV aogdAeia Toug. MNa MepiaodTepeg TAnpogopieg pTmopeite va arrotaBeite oty MoAmkn Emegepyaoiag Acdopévwy Mpoowmkal Xapaktripa g CNP
CYPRIALIFE, n omoiu gival SiaBEoipn oty 10T0GEAIBY pag.

In the context of examining your Claim, CNP CYPRIALIFE's 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 Palicy that is available on our website.

Anhovis vTredBuva dn GAeg o1 TTANpogopieg Tou evTiTiou autou eivar aAn€eig, akpiBeig kal mAfpeig. ETiong SnAtvi 6T £xw EVPEPWOE Ta GTOHY, TA TTOIKEIN TWY
omoiwy TIEPIEXOVTal OE auTr TNy ATTaian, OXETIKG UE TNV TIApoYA amé PEPOUG LOU Twv TIPOCWTTIKWY Toug SeBojéviv oty CNP CYPRIALIFE.

10 0o1adI0 NG amaitong amodnuiwong 8a mapéxw oty CNP CYPRIALIFE Ta amoteAéopara Twv iarpikwy kal SiayvwaTiKwv Jou eEeTdoewy Kal Bepameiiy, Ta
oToia eiven avaykaia, yia v g§étaon g Amainang pou armé v CNP CYPRIALIFE. H e€éraon g anaithang pou, mepidapfdvel, petad GMwv, TV améeaon
yia 1o kara rooov Ba pou kataBAnBsl amodnpiwon pe Bdon Toug Opoug Tou AogpakioTnpiou pou kaif kaBopioud Tou Gyoug TNG aTrodnuiwang.

| 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 compen-
sation under the Terms of my Insurance Policy and/or the determination of the amount of the compensation.

YTIOYPOUPH AGPUNITOHEVOUL ...ovveieriet oottt et ees et et s e e ss e se s e srees HUEDORITVIO 15w svsisssnssiausisens
Signature of Insured Date
ZHMEIQXEIZ / NOTES

* 1) XPONIEE MAOHZEIZ - A THN EYNTAFOAOTHEH TON XPONIAION MAGHIEQN, AMAITEITAI KAGE EZI (6) MHNEZ, H ANANEDEH THE
ZYNTAFOAOTIAE AMNO TO ©@EPAMNONTA IATPO. CHRONIC DISEASES - THE REPEATED MEDICATION PRESCRIPTION FOR CHRONIC DISEASES, MUST
BE RENEWED EVERY SIX (6) MONTHS, BY THE APPOINTED DOCTOR.

2) TO ENTYTNO ANOZHMIQEHZ T'A EEQNOZOKOMEIAKH NMEPIOAAYH ©A MPEMEI NA YNOBAAAETAI ZTH CNP CYPRIALIFE MEZA ZE 30 HMEPEE,
AMO THN HMEPOMHNIA TOY ATYXHMATOZ / AZGENEIAL. PRESENT FORM FOR OUTPATIENT TREATMENT SHOULD BE SUBMITTED TO CNP CY-
PRIALIFE WITHIN 30 DAYS.

3) LE MEPINTQZIEIZ MAIAION MEXPI 12 XPONQN ©A NPENEI NA ZYMMAHPOQNETAI ANMO TON ©EPAMONTA IATPO H EIAIKH MAPATPA®OL ITO
B MEPOL. IN CASE OF CHILDREN UNDER THE AGE OF 12, PART B WHICH REFERS TO CHILDREN MUST BE COMPLETED BY THE PEDIATRICIAN.

4) ME TO MAPON ENTYTO MPEMNEI NA MPOZKOMIZONTAI Ol ANAPAITHTEE NPQTOTYMNEL AMOAEIZEIL. THIS FORM MUST BE ACCOMPANIED BY
ALL RELEVANT ORIGINAL RECEIPTS.

5) ETHN NEPINTQZH NOY AEN AKOAOYGEITAI H GEPATEYTIKH ArQrH MOY O @EPAMNQN IATPOE EIZHIEITAI, TOTE H ETAIPEIA EXEI TO AIKAIOMA
NA AMOPPIVEI 'H NA ZHTHIEI NPOZOETEL MAHPO®OPIEE OMQE H IAIA KPINEI ANATKAIA. IN THE EVENT THAT THE PRESCRIBED TREATMENT
AUTHORISED BY THE TREATING PHYSICIAN IS NOT FOLLOWED, THEN THE COMPANY HAS THE RIGHT TO DECLINE THE CLAIM OR REQUEST AD-
DITIONAL INFORMATION AS IT DEEMS NECESSARY.
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MEPOZ B / PART B
[ EYMNAHPONETAI AND TO BEPARONTA IATPO / NAIAIATPO / TO BE COMPLETED BY THE ATTENDING PHYSICIAN / PEDIATRICIAN |

ENHMEPQZH / INFORMATION

Tro mhciow e eE6ra0ng g ATaiTnong Tou To Kdw Acgohifopévou n CNP CYPRIALIFE mpotibeton va ouAAEER! kan va gregepyaansl
Ta BEBOPEVT TIPOTWITIKOY YOPUKITpG TTou ToviTaY agopouty 1a orola repiaufdvovial ato mapéy éviumio. H CNP CYPRIALIFE d1av
guhhéyel kol enefepyddera Sedopéva Trpaowmrkod xopaxTipo Siaopakidel 61 quTé yivetal voppa ko 6n AapBdvovral dAa 1@ avaykaio
HETRA 1Q TNV QI@AENEIT TOUg.

in the context of examining the Claim of the Insured person mentioned befow, CNP CYPRIALIFE intends to collect and process the per-
senal data that concern himfher which are included in this form When GNP CYFRIALIFE and processes personal data, it ensures that this
is camied out in a legitimate manner and that all necessary measures are taken in order to ensure their safely.

NAME OF INSURED

NAME OF PATIENT

0O ™o oV aoBeviig EXEl ETTIOKEPBET TO HITPEIO HOU OTIG .o, Kot BoiKa aurdviq 6m TaoyE amd ...
..................................................................................................................... kal Tovinv £Xw gupfouleldcer TNV

. and found Rim/her suffering from ...
... and | have advised the following treatment,

T Froudi péxes 12 ypovay Ba pétrel amapaitnta va Snhwdei av n emiokewn mepihapBdver maBnon kot Tig akdAoubeg
££eTaTEIC. Na cuprrAnpwBei amapaitnta ad Tov Bepdrova iatpa / For children up to the age of 12 & will be necessary to state
whether tha visit includes the following examination — to be completed by the treating physician / paediatrician.

TIAIAIATPOZ | PAEDIATRICIAN

NAHYES QXLIND
|:| [:l IYNHGHZI FENIKH EZETAZH, ANANTY=H NAIAIOY (YWOE, BAPOE)
ROUTING CHECK UP, BABY'S MEASUREMENTS

D |:| EMBOAIA
VACCINES

EYNTACH A GAPMAKA ~ NA ZYMNAHPCQOE] ANO TO OEPATONTA IATRO
PRESCRIPTION FOR MEDICINES - TO BE COMPLETED BY THE ATTENDING PHYSICIAN / PAEDIATRICIAN

MIKPOBIOAOTIKEE | EPTALTHPIAKEL ESETAZEIL — NA ZYMIAHPQOEI ANOQ TO OEPANONTA [ATPO
LABORATORY TESTS - TO BE COMPLETED BY THE ATTENDING PHYSICIAN / PAEDIATRICIAN

1. 3.
2. 4.

AKTINOTPAQIEZ { MR]/ ULS / CT SCAN — NA ZYMMAHPQGEL ATEO TON OEPAMONTA IATPO
X-RAYS I MRI S ULS / CT SCAN - TO BE COMPLETED BY THE ATTENDING PHYSICIAN / PAEDIATRICIAN

1.
2.

AHAQOTH @EPANONTOE IATPOY
Anhtaven 6TI Ta O TV TTOIXEIN £5’60twv YWwpilw kot TioTedw eival opBa Koy aAnBi kai ge TEpITITWOoN YeuGolg 1
TrapaTrAGVIETIKG SijAwong TOTE Ba LTTOKEINM oTIg TToIVES Tifxen TEpIOpITHOUS CUpPGWVT JE TNV uTTdpyouoa NopoBeaia.

TREATING PHYSICIAN
| hereby certify that to the best of my knowledge and belief the above information is correct and true and in the case of false or mislead-
ing declaration | will be liable to the penallies orfand restrictions according to the existing Legislation

Ovopa latpod: . TRAEQUIVE Tavpol: ..

Physician’s Name o T Physician's Telephone

|2t s L 1< 11O T OO S UOT TP U P IPTPPRT O
Physician's Specialty

Yrioypopl loTpol ko opPoyiBaE ... e HEEpOPRVIRG

Physician's Signature and stamp Date



