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‘Evtuno Ano{npiwong yia

Noookopeiakn Mepi®@aAyn / /A ERB CYPRIALIFE

In Hospital Treatment

MEPOX A/PART A

NA ZYMIMNAHPQNETAI ANMO TON AX®AAIZMENO / TO BE COMPLETED BY THE INSURED
AP. AXDAAILTHPIOY & ONOMA ETAIPEIAX: AAT.
POLICY No. & COMPANY NAME ID. No.

ONOMATENMQNYMO AXPAAIZMENOY:
NAME OF INSURED

ONOMATEINQONYMO AXOENOYX:
NAME OF PATIENT

HMEP.TENNHZXHZX: LYITENEIA:

DATE OF BIRTH RELATIONSHIP

AIEYOYNZXH: THAE®QNO:
ADDRESS TELEPHONE NO.

MAGHIH (AIANQIXH) - Av ogeiketal oe owpatik BAGBn amé atuxnua, avagEpeTe Mou Kal MwG £xel cupPei. Av oxi,
dnAwote capn didyvwon tng.

AILMENT (DIAGNOSIS) - If the ailment is due to injury from accident, state where and how it happened. If not, please provide the exact
diagnosis.

ENHMEPQYH / INFORMATION

Xta mAaioia tng e§€taong tng amaitnong oag  ERB CYPRIALIFE LIMITED, mpotifetal va culAéEel kail va emeepyaotei ta
8edopéva MPoowIMKoU XapaKTHpa mMou oag apopouv Kabwe kal autd Twv atépwy ta omoia Katovopddovtal octnv aitnon
oag.

H ERB CYPRIALIFE LIMITED {ntei 6ca dsdopéva sival amapaitnta Kai ouvacpE' Iys ToUG oKoTToUG £§€TacnG Tng amaitnong
cag. Kamoia amé ta dedopéva oag 0a diafipdfovtal oe ouvepyateg tng ERB CYPRIALIFE LIMITED yia okomouUg
a§loAéynong tng amaitnong oag (yia mapddeiypa 1atpoug).

H ERB CYPRIALIFE LIMITED o6tav culAéyel kai ene§epydletal Sedopéva mpoowmikoU xapaktipd, Siacealilel 6t auto
yivetal vopipa kai Aappdvovtal 6Aa ta avaykaia pé€tpa yia tnv ac@dleia toug. lNa mepicocotepeg nAnKm[;:cEpisq mopeite va
°"°t°g§8'lts otnv MoAitikf Ene€epyaciag Aedopévayv MNMpoowmikou Xapaktripa tng ERB CYPRIALIFE LIMITED otnv
10t00€Aida pag.

In the context of examining your Claim, ERB CYPRIALIFE LIMITED intends to collect and process your personal data, as well as the
data of individuals mentioned in your Claim.

ERB CYPRIALIFE LIMITED reguests data which are necessary and relevant to the purpose of examining your Claim. Certain data that
concern you will be forwarded to ERB CYPRIALIFE LIMITED associates for the purpose of evaluating your Claim (such as doctors for
instance).

When ERB CYPRIALIFE LIMITED 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 ERB CYPRIALIFE LIMITED
Personal Data Policy that is available on our website.

AnA@ve unelBuva 6t OAeg ol MAnpowopieg Tou eviunmou autou eival ainBeig, akpifeic kal mArfjpeig. Emiong dnAdvw 6t éxw
EVNUEPWOEI TA ATOUA TA OTOIXEIA TWV OTOIWV TIEPIEXOVTAI OE AUTH TNV ATIdiTNOT), OXETIKA ME TNV TTAPOXI] ATI0 HEPOUG HOU TWV
npoonmkwv dedopévav otnv ERB CYPRIALIFE LIMITED.

XTvo otddio g amaitnong amodnuinong, 6a mapéxw otnv ERB CYPRIALIFE LIMITED ta amoteAéopata twv IATPIK@OV Kdal
Siayvaeotikav e§etdoswyv Kal Bepaneicv ta omoia gival avaykaia yia tnv e§€taon ¢ amaitnong pou amé tnv ERB CYPRIALIFE
LIMITED. H €&€taon tng anditnong pou mepidapPdvel petafy dAMAwv tnv anégaon yia to katd méocov Oa pou kataPAndei
ano{npueiwon pe pdon toug ‘Opoug tou Acpaliotnpiou pou Kai/j kabopiouo Tou UPoug tng amodnpeinong.

| 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 ERB CYPRIALIFE LIMITED.

At the stage of making a claim for compensation, | will provide ERB CYPRIALIFE LIMITED with the results of my medical and diagnostic
examinations and treatments, as necessary, in order for ERB CYPRIALIFE LIMITED 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.

Ymoypapr Ac@alicpévou: Hpepopnvia:
Signature of Insured Date

ERB CYPRIALIFE LIMITED: Private Limited Liability Company incorporated in Cyprus (Reg. No. HE46532),
17 Akropoleos Avenue, CY-2006 Strovolos, PO.Box 20819, 1664 Nicosia, Customer’s Service - Tel. 22 1112 13, Fax. 22 36 34 07



MEPOX B / PART B

NA ZYMIMNAHPQNETAI AINO TON OEPAINONTA IATPO / TO BE COMPLETED BY THE ATTENDING PHYSICIAN
ENHMEPQZXH / INFORMATION

Xta mAaiola tng £§€taong tng anaitnong tou mo nmavw Acgpalifopévou n ERB CYPRIALIFE LIMITED npotifstal va culA€el
Kal va ene§epyaotei ta dedopéva mMpoowTikoU XapaKtrjpd Mou oag agopouv ta omoia mepiAapfdvovtal oto mapov évrumno. H
ERB CYPRIALIFE LIMITED o6tav oulAéyel kai eneepyaletal SeSopéva mpoowTmikoU xapaktrpa diacgalilel 6t auto yivetal
vouipa kai 6t Aappdvovtal 6Aa ta avaykaia P€tpa yia Tnv ac@dleia Toug.

In the context of examining the Claim of the Insured person mentioned above, ERB CYPRIALIFE LIMITED intends to collect and process
the personal data that concern you which are included in this form.When ERB CYPRIALIFE LIMITED collects and processes personal
date, 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 AZPAAIZMENOY:

NAME OF INSURED
ONOMATENMQONYMO AXOENOYZL:

NAME OF PATIENT

1. AXOENEIA 'H TPAYMATIZMOX (Mepiypadte emmAoKEG, av UTGPXouV)
SICKNESS OR INJURY (Describe complications, if any)

2. Av mipokertal yia EYKUMOOUVH, TOTE APXICE:

If pregnant, from what date?

3. Mote gpgaviotnkav ta MpWTAa CUPITYHATA 1 MOTE €xel oUMPEi To atuxnua:
When did symptoms of illness first appear or when did the accident happen?

4. Tote oag oupPoulelbnke o acBeviig yia tnv Mo Mdvw Katdotaon:

When did the patient consult you for the above condition?

5. ®uon xeipoupyIKaV i HAIEUTIKWV enepBdoswv e@ooov mpaypatomoildnkav / Nature of surgical or obstetrical
procedure, if any

NA ZYMIMNAHPQOEI AIMO THN KAINIKH / TO BE COMPLETED BY THE CLINIC

KAivikn: Hpuepopnvia Eicé8ou:
Clinic Date of Admission
Aigbbuvon: Hpuepopnvia EE66ou:
Address Date of Discharge

AOTAPIAZMOX KAINIKHEX / CLINIC BILL

Awpduo kai Tpoepn / Room and Board Hpépeg / Days

Apoipr Xeipoupyou / BonBou / Surgeon / Assistant Fees
Xeipoupyeio / Operating Room

Ndpkwon kai mapoxr] vdpkwong / Anaesthetics and administration thereof

Epyaotnpiaxég E§etdosig / Laboratory Tests

aoaoh AN A M

HAextpokapdioypdenua / Electrocardiogram

Nouynmhwbd=

Pdppaka (avapépete avalutikd €idn kal TOCOTNTES PAPHAK®Y) /

Drugs (Give quantities and type of medicines)
Axuvoypaeisg / MRI / CT SCAN / X-Rays / MRl / CT SCAN

9. ®ucioBeparneia / Physiotherapy

o dyoan

OAIKO / TOTAL

Me 10 mapdév dnAwvw 6t cuppwva pe ta apxeia g Khivikig, ol mo mdve avag@epdueveg unnpeoieg mapacx£dnkav otov
mo mavw acBevh. | hereby certify that according to the records of the clinic, the above services have been rendered to the above
patient.

Ymoypaepn kai E¢ppayida EEouciodotnuévou Exmpoowmou KAivikrg: Hpepopnvia:
Signature and Stamp of Authorised Clinic Representative Date

THMEIQXH - Ms 1o mapév éviuno Tip€nel va mpookopi{ovtal ol anmapaitnteg MPOTOTUNIEG AmodEiEeig.
NOTE — This form must be accompanied with all relevant original receipts



