ﬁ CYPRIALIFE
Auvatn, dimAa cag
ENTYNO ANOZHMIQZHE A NOZOKOMEIAKH NEPIOAAWH
IN HOSPITAL TREATMENT

MEPOZ A/ PART A

| NA ZYMMNAHPQNETAI ANIO TON AZGAAIZMENO / TO BE COMPLETED BY THE INSURED e

HMER EENNEERE: s asivesiasestesessaa s T N A o e T e et e s v are s St renvanaais
DATE OF BIRTH RELATIONSHIP

/SRy b B et e e R e e THAEDONO:....occeiiznssmeninins
ADDRESS TELEPHONE No.

MAGHIH (AIATNQZIH) ~ Av opeiletal oe cwpatiki BAGHEN aTrd ariyNEe QVAQEPETE TIOU KAl Twe éxer oupBei. Av oy1, SnAwore
gaen didyvwaon Te.
AILMENT (DIAGNOSIS) - If the ailment is due to injury from accident, state where and how is happened. If not, give the exact diagnosis.

ENHMEPQZH / INFORMATION

Zra mAaiota g egETaong Tng Atraitnong aag n CNP CYPRIALIFE mpotiBetar va cUAEEE! Kal va £TTeEPYaaTEl Ta SedOPEVA TTPOTWTTIKOU
XAPAKTAPU TTOU 0ag apopouy, KaBug Kat auTd Twv aTépwy 1a oTroia katovouddovial atny Atiaitnon aag.

H CNP CYPRIALIFE (nei 6ua dedopéva eivar amapaitnia kai cuvagn e ToUg GKOTIoUC egETaang TG Atraitnong oag. Kdrmowa aro 1a
Gedoptva gag Ba diafifdadoviai ot guvepydieg g CNP CYPRIALIFE yia okomoug agiohéynong g ATaiThaong oag (via Tapddelypa
1aTpoug).

H GNP CYPRIALIFE 61av ouAAéyer kai emiegepyadetal edopéva TTPOOWITIKOU XapaKiipa Slac@aAifsr o1 auTo Yivetal vopIa Kal OT
AapBavovial 0Aa 1a avaykaio pérpa yia v ao@dAeia Toug. TMa TTEPIOOOTEPEG TTANPOYOpIEG PTTOPEiTE va arrotabeite atnv MoAimikn
Emegepyaaiag Aedopivuv Mpocwrkol Xapakifpa g CNP CYPRIALIFE, n omoia eiva Siabéaipn aTnV I0T00EAIBa pag.

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

CNP CYPRIALIFE LTD 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 LTD's associates for the purpose of evaluating your Claim (such as doctors for
instance).

When CNP CYPRIALIFE LTD 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 LTD's Privacy
Policy that is available on our website.

AnAtyvw uTreVBuva 611 GAEG 01 TANPOYOPIEG TOU EVTUTIOU QuUTOU eivar aAnBEig, akpIBEIC Kal TTARPELC. ETriong dnAwvw 611 £xw evnpepwoe
10 GTONT, TO OTOIXED TWY OTTOIWY TTEPIEXOVTAI OE QUTH TNy ATIQITNON, GXETIKA WE TV TAapoxn ammo PEPOUS HOU TWwY TTPOTWTTIKWY TOUG
dedopévwv atnv CNP CYPRIALIFE LTD.

10 0Tad10 NG amaitong anodnuiwong Ba rapéxw oty CNP CYPRIALIFE LTD 1a amoTeAé0paTa TWV (aTpIkWV Kal BIAYVWOTIKWY [oU
eEeTdOEWY Kat Bepamendy, Ta omoia tivar avaykaia, yia TRy £££1aan g Atraitnong pou amé v CNP CYPRIALIFE LTD. H £§€Ta0N NG
amaitong Hou, TEPIAaPBAVEL peTagy AAAWY, TV aTToQacT) yia 10 Kard TTéoov Ba pou KataBAnSEi arro¢npiwan pe Bdon Toug Opoug Tou
AcgahioTnpiou Hou kai/'n kaBopiocpo Tou UYOoUGS TG amolnuiwanc.

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 LTD.

Al the stage of making a claim for compensation, | will provide CNP CYPRIALIFE LTD 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 compensation under the Terms of my Insurance Policy and/or the determination of the
amount of the compensation.

Signature of Insured Date

7-0519 11.2018 600-F-397



MEPOZ B/PARTB

[ SYMIAHPQNETAIAMO TO OEPATIONTA IATPG / TO BE COMPLETED BY THE ATTENDING PHYSICIAN ]

ENHMEPQEZH / INFORMATION

Ira mhaioia g €§raong g Ataitnong Tou o Tidvw Acggahifopévou n CNP CYPRIALIFE LTD wrportiferal va OUMESE! Kai va
EMECEPYAOTEl Ta SeSOpEVa TTPOOWTTIKOU XUPAKTAPA TTOU 0a¢ agopolv Ta otoia mepihapfdvovial oto mapov éviumo. H CNP
CYPRIALIFE LTD orav guAAéyer kai emegepyadetar Sedopéva TipoowTikol Yapakinpa Siac@alilel o1 autd viveral VopIpa kaidm
Aapfavovial OAa Ta avaykaia HETPA yia TV aoQAAEIT TOUG.

In the connect of examining the Claim of the Insured person mentioned above, CNP CYPRIALIFE LTD intends to collect and process

the personal data that concern you which are included in this form. When GNP CYPRIALIFE LTD 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.

NAME OF PATIENT

1. AZGENEIAH TPAYMATIZMOZ (Mepiypdyre emITrAOKEG, AV UTTREXOUV)
SICKNESS OR INJURY (Describe complications, if any)

When did the patient consult you for the above condition?

5. ®lon eipoupyIKWV I HAIEUTIKWY ETTEPRAOEWY £QGOOV TrpayparoTron@nkay / Nature of surgical or obstetrical procedure,

if any
[ NA ZYMMAHPQOEI AMO THN KAINIKH / TO BE COMPLETED BY THE CLINIC
I T D e T L e R e Dy Huepounvia E10080U:.......cvvuevvirniennennnns
Clinic Date of Admission
BUIEVBUV O oot vrsencnraanisg asvonenn senans ssnrsuewsass dosinianiass sensehoess et sieedOes o yiare HuepolnVIa EEGBOU...ooi i creeiiinrmnnnnass
Address Date of Discharge

AOTAPIAZMOE KAINIKHZ / CLINIC BILL

1. Awpario kai Tpo@r / Room and Board ...........c.oovveviiiniiiiiieieiee. Hpépeg /Days.......oeevenneennn.
Apoi3) Xeipoupyou / BonBou / Surgeon / Assistant Fees

Xeipoupyeio / Operating Room
Népkrwon kol rapoyn vapkwong / Anaesthetics and administration thereof S B EE e
EpyaoTtnpiakég Egerdoeig / Laboratory Tests e e e
HAektpokapdioypagnua / Electrocardiogram € o

SR RCT AR LR

Dapuaka (QVAQEPETE AVAAUTIKA EiDN KAl TTOTOTNTEG QAPHGKWY) /
Drugs (Give quantities and type of medicines)
AxkTivoypaieg / MR/ CT SCAN / X-Rays / MRI/ CT SCAN

9. ®uagioBeparreia / Physiotherapy T s
OAIKO / TOTAL R b B e

©

Ve To mapov SnAwvw &1 oUpYwva pe Ta apyeia TNg KAIVIKAG, 01 THO TTaVW aVaQEPOUEVES UTFNPETIES TTaPACYEBNKAY GTOV TTio
wavw aceviy. | hereby certify that according to the records of the clinic, the above services have been rendered to the above patient.

Signature and Stamp of Authorised Clinic Representative Date

IHMEIQZH — Me 10 Trapov EVTUTTO TTPETTEI VO TTPOCKOIZOVTAI O ATTAQAITNTES TIPWTOTUTTEG ATTOBEILEIG
. NOTE ~ This form must be accompanied with all relevant original receipts



