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ENTYINO AMNAITHZEQZ IATPOOAPMAKEYTIKHZ NMEPIOAAYEQZ EZQTEPIKOY AZOENH
MEDICAL CLAIM FORM - IN PATIENT TREATMENT

A. ZYMNAHPQNETAI AMNO TON AZ®AAIZMENO / TO BE COMPLETED BY THE INSURED PERSON

OvopaTteTvupo ac@alicpévou / Ap. ZupBoAaiou /
Insured person's name: Policy No.:

Ovoparerwvupo acBevry / Patient's name:

Hu. yevvAoewg aoBevr) / Patient's DOB: | Ap. TautétnTag/ 1.D. No.:

Emrwvupia opadikol oxediou (Edv 1oxuel) / Name of group scheme (If applicable):

HAekTpovikn dielbuvon / Email:

TnAépwvo emikoivwviag / Contact Tel. No.: |Ap. TnAgopoiéTuTIoU /' Fax No.:

1. NapakaAoUpe 6TTWG ATTAVTOETE OTIG O KATW pwTNOEIS / Please answer the following questions:

1.1 NMopakaAoUye TTEPIYPAWETE Ta CUPTITWHATA /  Please describe the SyMPLomMS: ........oiiiiii o

1.1.1 Huepopunvia mou Trpwrogp@avioTnkav Ta cuptrtwparta /  Date first symptoms appeared: /]
1.2 Huepopnvia mpwTng emmiokewng o€ 1atpd /  Date of first visit to doctor: /]
1.3 NMapduoia Tponyouuevn katdatacn /  Previous related condition: Nai / Oy Yes / No

1.3.1 Eav Nau dwaTe Aetrtopépeleg (katdoTtaon / BepaTreia kTA) /I Yes please provide details (condition / treatment etc):

1.4 Ze TepiTTwon aTuxuaTog mapakaAw dwate aToixeia (Mou, Mwg, MéTe, Mapoxr A' BonBeiwv) / In case of accident please
provide details (Where, How, When, First Aid SErvice provided): ........coo ittt e et e e e e e e e e e e s e e e e e e enneeeeas

1.5 Kataywpeite ataitnon yia Bepartreia ekTog SIkTUOU ouvepyatwy Tng Altius Insurance / Are you providing a claim for a
treatment outside Altius Insurance network: Nai /Oy Yes / No

Edv Nai TrapakaAw cuptrAnpwoTe Ta onueia 1.5.1 & 1.5.2/ If Yes please complete sections 1.5.1 & 1.5.2:

1.5.1. Ovopa voookopegiou / Hospital's name:

1.5.2. OvoparTetwvuuo 1aTpou / Doctor's name & surname:

AHAQZH & EEOYZIOAOTHZH AZ®AAIZMENOY / INSURED PERSON'S DECLARATION & AUTHORIZATION:

AnAwvw utrelBuva 611 OAEG o1 TTANPoPOpPieg Tou eviUTTou auTou eival aAnBeig, akpIBeiG Kal TTARPEIG. £T0 OTABIO TNG ATTAITAONG
atrolnuiwong ouykaTaTiBepal OTTWG TTAPEXW OTNV acPaAloTIKA eTaipia Altius Insurance Ltd Ta amoTeAéopaTa Twv IATPIKWY Kal
SIaYVWOTIKWY PoU eEETACEWYV Kal BepaTrelwV yia agloAdynaon atmd Toug IaTpous TToU OuvEPYAoVTal PE TNV ETAIPIO TNPOUPEVWYV
TwV dloTagewV Tou TTEPi ETTeepyaaiag Aedopévwy Mpoowtrikou XapakTrpa (MpooTtacia Tou Atépou) Nopou 138(1) Tou 2001, wg
€KAOTOTE TPOTTOTTOIEITAI, HOVO 600 BEBOPEVWV Eival EVTEAWG CUVAPK KAl ATTAPAITATA YIA OKOTTOUG £6£TOCNG TNG ATTAITNONG MOU
o€ TIEPITITWON TTIOU N €TAIpia KPiveEl OTI auTd gival ammoAUTWG avayKaio yio va atmmo@acioel Katd TTood Oa pou KatafBdaAel
atonuiwaon pe BAon Toug 6poug Tou cupBoAaiou pou fA/kal va kaBopioel To Uwog Tng atmolnuiwong. Mepaitépw £€ouaiodoTw
Tnv Altius Insurance Ltd va atmotaBei oe otroladriTrote Ao@aAioTikr) ETaipia ri/kai latpd ri/kal NoonAeutrpio fi/kal AlayvwaoTIKO
KévTpo, yia TTANpo@opieg OXETIKA UE AOQAAEIEG I/kal TTABAOEIG r)/Kal aTuxXfpaTa fi/Kal SIayVWOTIKEG EEETATEIG r/Kal OTTAITAOEIG
TTOU €ixa A/Kal €Xw Ol OTToiEG OXETICOVTAI PE TNV ATTaiTnOn UTTO diepelvnon. To €vIuTTo auTd £Xel CUUTTANPWOEI ammd euéva n
KOTOTTIV 03NYIWV hou Kal To Exw eAéyEel. /| hereby declare that the information provided in this form is truthful, exact and complete.
At the stage of claim for reimbursement, | hereby consent to provide Altius Insurance Ltd with the results of any medical and
diagnostic tests and treatments that are deemed necessary for the purpose of evaluation by physicians that cooperate with Altius
Insurance Ltd, in accordance with the Personal Data Act 138(l) and its consecutive amendments, of information only and entirely
relevant for the investigation of my claim, if the company deems it absolutely necessary in order to decide whether to reimburse the
claim or/and to specify the level of reimbursement according to the policy's general terms and conditions. | further authorize Altius
Insurance Ltd to contact any other Insurance Company or/and Physician or/and Hospital or/and Diagnostic Centre for information
about insurance covers or/and medical conditions or/and accidents or/and diagnostic examinations or/and claims that | had or/and
have and which is relevant to the claim under investigation. This form has been completed by myself or following my instructions
and has been checked by me.

Ymoypa@n ac@aAiopévou / Insured person's signature: ..........ccceeeeicrminsriree e, Hpepounvia / Date: / /
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B. ZYMNAHPQNETAI AMNO TON GEPAINONTA IATPO / TO BE COMPLETED BY MEDICAL PRACTITIONER

2. AemrTopépeleg 1TPIKAG KaTdoTaong Tou acBevr) / Details of patient's medical condition

A I V1V y (0 T8 o g (o QRS V0 a o] (o] 4L PP URR PR

2.1.1 Huepopnvia 1Tou Tpwrogp@avioTnkav 1a cuuttwpara /  Date first symptoms appeared: /]

2.2 Huepopnvia mpwrng emmiokewng Tou acBev o€ 1atpd /  Date of patient's first visit To medical practitioner: [

2.3 ApXIKN SIGYVWON /' INItIAl AIAGNOSIS: ...ttt et et e e et et

2.6 Eyyeypappévog eowTepikdg aoBevig amd /  Registered in-patient from:

[ v am/pm Méxpi / To: /o am/pm
3. latpiko 10TOpPIKO /| Medical history
3.1 loTopikd TNG TTapoloag 1aTpIKAG katdoTtaong /  History of present medical condition: ..........ccccceeviiiiiiiiiiiiiieee e

3.2 Mponyoupevo 1aTpIKO I0TOPIKO TTOU OXETICETAI 1 €TTNPEALEl TNV TTapouoa 1aTpIkA katdoTaon / Previous medical history that
relates or affects current MediCal CONAILION: .. .......ue i e e e et e e et ettt et et e e et e e e e e sesaaeeeeseenraeeaeesansreeeas

4. E¢etdoeig/ Examinations

4.1 MapokoAw OTTWG ETTICUVAWETE TA ATTOTEAEOUOTA TWV BIOYVWOTIKWY EEETACEWV KAl TWV IOTPIKWY EKBECEWY TTOU aTTaITOUVTAl YA
TNV peAETN Tou TrepioTaTikol /  Please attach any diagnostic examination results and medical reports necessary for the claim's study

5. Ogparreia / Treatment

5.1 ©¢gparreia Tou ouveaTnON fi/kal Ba akoAouBnBei/  Treatment provided or/and to fOllOW: .......c..eeviiiiiiiiiiii i

5.2 OgpatreuTikn aywyn (ouvtayn @apudkwy) TTou ouveoTnon A/kal xopnynonke /Drugs recommended or/and provided

5.3 ATTOTEAEOUA BEPATTEIAG /| TreatmMeNnt's TESUIL ... . ettt e e nes

6. ZuvoAiko k6oTOG voonAeiag / Total in-patient treatment cost €

7. ANAeg Aemrtopépeieg / Other details

7.1 Ed&v umtdpyel otroiadntote GAAn TTAnpogopia n otroia mOavo va eTTNPedoel TO XEIPIOPO A TOoV TEAIKO OIAKAVOVIOUO TNG
aTaITAoEWS TTapakalouue 6TTwg TNV avagépeTe /Is there any other detail / information that may affect the handling or settlement
of this claim? If yes, please IV AELAIIS: ... ... et e e e e e e e ettt ettt ettt e et e e e e e e aer e e e e e et e e e e e e e nnnneeaeaana

AHAQZH OEPATIONTA IATPOY / MEDICAL PRACTITIONER'S DECLARATION:

Eyw, o utropaivépevog 1a1pog / |, the medical practitioner appearing below:

AnAWVW OTI Ol TTANPOYOPIEG TTOU TTEPIEXOVTAI OTO EVTUTTO AUTO gival aAnBeig kal TTAAPEIG Kal eV EXw TTAPOAELIWEl va dwow
TTEPAITEPW TTANPOPOPIES ) oToIXEID. AvaAauBdvw va dwow oTtnv Altius Insurance Ltd k&dBe duvarr BoriBeia. To éviutio auTd £xel
OUPTTANPWOET aTTd guéva | Kal KATOTTIV 0dNnyIwV hou Kal To éXxw 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.

Ymoypagn & oppayida Bepdrrovrta 1aT1pol / Medical practitioner's stamp & signature: ................cccoooiiiiiiiiiii
Hpepopnvia / Date: /]
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