E CYPRIALIFE YIMHPEZIA OMAAIKON AS®AAISEQN

Auvatn, 6inAa oag

ENTYTNO AMOZHMIQZHE A EEONOZOKOMEIAKH MEPISAAWH

OUT OF HOSPITAL TREATMENT

MEPOZ A / PART A

[ NA ZYMINAHPQNETAI ANIO TON AZ®AAIZMENO / TO BE COMPLETED BY THE INSURED S
AP. AZQANIZTHPIOY: .......coooovcvvvneeces HMEP. AZOAAIZHE: . AN e e
POLICY NO: DATE OF INSURANCE ID. No.:

ORI LTIONYMO AT OANIZMENGY: - unct v e B E bl oo ol ol e o U VR0
NAME OF INSURED

ONOMATEMQNYMO AZOENOYS: ...

NAME OF PATIENT

HMEPRENNREHE: 0 BYARENEIA SR e e

DATE OF BIRTH RELATIONSHIP

AIEYONNEH Sl o s S e

ADDRESS TELEPHONE No.

MAGHZH (AIATNQIH) — Av ogeiletar ot cwyamiki AR amd ar0Xnpa avagépete Tou Kai WG €Xel GupBei. Av 61, SnADGTE oapn
Siayvwon Tng.
AILMENT (DIAGNOSIS) - If the ailment is due to injury from accident, state where and how it happened. If not, give the exact diagnosis.

Hpepopnvia eppavione OUPTITWHATWY TNG Ao8éveiag yia TPWTN Popa (*):
Date of symptoms of illness first appeared

AikaiooTe emoTPORNH OTI0IoUSHTTOTE TTOOOU Yia Ta OUYKEKPIPEVA £508a aTT6 0TT01081TToTE Tapeio fj Opyaviops; Av vai, YId 17010 TT0006;
Are you entitled to a refund from another Fund or Organisation? If yes, what amount?

ENHMEPQZH / INFORMATION

Z1a mAaioia g eéraang NG Ammaitnong aag, n CNP CYPRIALIFE TPOTIBETN v OUAAEEE! Kai va ETMECEPYOOTE Ta GeSOpEVA TTPOCWTTIKOY XAPAKTApa TTou gag
apopolv, KaBwg Kkal QUTd Twv aTdpwY Ta oTroia karovopddovial oTnv Atiaitnon oac.

H CNP CYPRIALIFE ¢nrei 60a Sedopéva eival aTmapaita Kai ouvagr pe Toug akotroUg e¢éraong Tng Amaitnong oag. Kdmoia ané 1a Sedopéva oag Ba
SiaBiBadoviai oe ouvepydTeg g CNP CYPRIALIFE yia gKoTIoUg agioAdynang g Amtaimong oag (yia Tapdderypa 1arpoug).

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 Policy that is available on our website.

Anhtvw uTrevBuva 611 GAEC o) TTANPOYOPIES TOU evTUTIOU QUTOU €ival aAnBEeig, axpiBei kal mARperC. Emriong dnAwvw 6t éxw EVNLEPWOEI Ta dTojd, Ta OTOIKEId Twy
OTIOIWV TIEPIEXOVTAI GE aUTH TNV ATtaitnon, oxetikd pe Ty TIAPOXT} aT6 HEPOUG HOU TWV TTROCWTTIKGYV Toug dedopEvwy atnv CNP CYPRIALIFE.

10 074610 TG amaitang amo{nuiwaong Ba mapéxw omv CNP CYPRIALIFE 1o QATOTEAETIATA TWV 1ATPIKWY KAt SIayVWOTIKWY Hou e€eTdaewy ka1 Bepareitiyv, Ta
ovoia eival avaykaia, yia Tnv e§éraon Tng Ammaitong pou amé v CNP CYPRIALIFE. H e€étaon NG amaitnong pou, TrepiAapBavel, HETAgy GAAwy, Ty amopaon
Yidt 0 KaTd Téo0v Ba pou KataBAnGEi amolnpiwen pe Bdan Toug Opoug Tou AcgahioTnpiou pou kai/i kaBopIop6 Tou Uyoug g amodnuiwong.

I 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.

Ymoypap AceaMioievous:. i I L M me fSah Sl e I T Huepopnvia: .....
Signature of Insured Date
ZHMEIOZEIZ / NOTES

* 1) XPONIEE NMAOHEEIZ - MA THN ZYNTAFOAOIHEH TQN XPONIAIQN MA@HZEQN, AMAITEITAI KAGE EZ=| (6) MHNEZ, H ANANEQSH THE
ZYNTAFOAQTIAZ ATO TO G@EPAMONTA IATPO. CHRONIC DISEASES - THE REPEATED MEDICATION PRESCRIPTION FOR CHRONIC DISEASES, MUST
BE RENEWED EVERY SIX (6) MONTHS, BY THE APPOINTED DOCTOR.

2) TO ENTYTO AMOZHMIQXHE A EZQONOXOKOMEIAKH MNEPIGAAYH OA MPEME] NA YTMOBAAAETAI £TH CNP CYPRIALIFE MEEZA IE 30 HMEPEZ,
AMNO THN HMEPOMHNIA TOY ATYXHMATOZ [ AZOENEIAL. PRESENT FORM FOR OUTPATIENT TREATMENT SHOULD BE SUBMITTED TO GNP CY.
PRIALIFE WITHIN 30 DAYS.

3) ZE MEPINTQIEIE MAIAIQN MEXPI 12 XPONON ©A MPETIEI NA ZYMITAHPQNETAI AMO TON OEPATIONTA IATPO H EIAIKH MAPATPA®OS ITO
B MEPOZ. 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 MPEME! NA MPOLKOMIZONTAI Ol AMTAPAITHTEE NMPQTOTYNES AMOAEIZEIZ. THIS FORM MUST BE ACCOMPANIED BY
ALL RELEVANT ORIGINAL RECEIPTS.

7-0518 11.2018 : ; - 600-F-396 -



MEPOZ B / PART B
L}ZYMI'II\HP()NETAI ANO TO BEPATIONTA IATPO / NAIAIATPO /TO BE COMPLETED BY THE ATTENDING PHYSICIAN / PEDIATRICW,

ENHMEPQZH / INFORMATION

Zra mAaiola Tng e€éTaong NG ATTaiThoNG TOU M0 KdTW AogaAifopévou n CNP CYPRIALIFE TTPOTIBETaN va GUAAEEEI Katl var EMEEEPYQTTE]
Ta OeGOUEVA TTPOCWTTIKOU XAPAKTHNA TToU Tov/Tv agopolv Ta oTToia TrepIAapBavovial oTo Trapov éviutio. H CNP CYPRIALIFE 6rav
OUMEYel Kai eTTe€epyddeTar SeSopéva TIPOOWTTIKOY XapakTripa Slac@alifer on autd yivera vopipa kai 6t AapBdvovial 6Aa o avaykaia
HETPQ VIO TNV ao@dAeia Toug.

In the context of examining the Claim of the Insured person mentioned below, CNP CYPRIALIFE intends to collect and process the per-

sonal data that concern him/her which are included in this form.When CNP CYPRIALIFE 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.

ONOMATENQNYMO AZQAAIZMENOY:
NAME OF INSURED

CROMAETANVMOATOENOYE . o it e sl b R o S
NAME OF PATIENT

aKk6Aoubn Bsparreia.

The above patient consulted meon ...........................

Ta waudia péxpr 12 xpoviv 6a TPETEl amapaitnTa va SnAwsi av N emriokeyn TrepIAapBavel TaBnon Kai Tig ak6Aoubeg
ggerdoeis. Na oupmrAnpweei ATAPAITTA AT TOV B=paTTOVTH 107p6 / For children up to the age of 12 it will be necessary to state
whether the visit includes the following examination — to be completed by the treating physician / paediatrician.

MAIAIATPOZ / PAEDIATRICIAN

NAI/YES OXI/NO
l:] D ZYNHOHZ FENIKH ESETAZH, ANATTY=H NAIAIOY (YWOZ, BAPOS)
ROUTING CHECK UP, BABY'S MEASUREMENTS

(:] I:] EMBOAIA
VACCINES

ZYNTATH A ®APMAKA — NA SYMMNAHPQOE! AMO TO OEPATONTA IATPO
PRESCRIPTION FOR MEDICINES — TO BE COMPLETED BY THE ATTENDING PHYSICIAN / PAEDIATRICIAN

1

MIKPOBIOAOTIKES /| EPFASTHPIAKEE ESETASEIS — NA ZYMIMAHPQOEI AMO TO OEPATMONTA IATPO
LABORATORY TESTS - TO BE COMPLETED BY THE ATTENDING PHYSICIAN / PAEDIATRICIAN

152

AKTINOTPA®IEE / MRI / ULS / CT SCAN - NA ZYMMNAHPQOEI AMO TON @EPAMONTA IATPO
X-RAYS / MRI/ ULS / CT SCAN - TO BE COMPLETED BY THE ATTENDING PHYSICIAN / PAEDIATRICIAN

AHAQZH OEPAMONTOE IATPOY
AnAwvw 671 Ta IO TTaAVW oToIXEia eE'60WVY YVwpilw Kot TIoTEGW gival opBa kot aAnér kai oe TepiTrTWwon Yeudoug f
TapamAavnTikig SAwang ToTe Ba UTTOKEILAN OTIG TFOIVES f/Kail TFEPIOPICHOUG OUNQWVA PE THY UTIGPXOUGT NopoBsaia.

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 penalties or/and restrictions according to the existing Legislation

Dyopaiarpods ity 210 A il T s DR W i S TRAEQWVO 1aTPOG: ...
Physician’s Name Physician's Telephone

SACIIlaRol: o n e s S e e R O
Physician’s Specialty

Ymoypaor larpol kai PPAYISA: = Tns L N e R e AR HUEpoLmVia el e e

Physician’s Signature and stamp Date



