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ENTYNO AMNAITH2HzZ INA ANIOZHMIQ2H EEOAQN EEQNOZOKOMEIAKHZ
NEPIOAAWH2
CLAIM FORM FOR OUTPATIENT TREATMENT EXPENSES

Ap1Budg supBolaiou/ Policy No.:

MEPO3 A. / SECTION A.
*SuunAnpwvetat and tov Aaogaiiouévo /To be completed by the insured.

OvOUATEMWVURO ACHAALTUEVOU/INSUIEA’S NGIME:  .............oveiieeeeeies et et e s ess st e ettt e et bs st s s s s abss e
Ovopatenwvupo AcBevr/Patient’s Name: ...............ocoeioeeeneeneoeeeseeeenesnnens Hu. Févvnong /Date of Birth: ...............cceun...
Ap. Tautotnrtag/Identity Card No.: ...............cceeeeeeeeveennne. TnAédpwvo erukowvwviog /Contact Number: .................c.eeeveeeeevereeenenns

Huepopnvia Epdaviong Zupntwpudtwy /Date of onset of symptoms: ............c.cceeevcveeeeeveneevennennn.

Mepypadn Tuuntwpdtwy / Description of symptoms:

*AV TTIPOKELTAL YLOL ATUXNUA KO TIPOKANONKOY OCWUATIKEG BAABEG TTAPAKAAOULE VA TIG TIEPLYPAYPETE KAL VO AVAPEPETE TTOU KOl
nwc¢ ouveBnke to atuynua / If the symptoms are the result of an accident, please describe these symptoms and state where
and how did the accident happen.*

*Av TIPOKELTAL YL ACTEVELX AVAPEPETE TNV NUEPOUNVIA ELPAVIONC CUUNMTWUATWY yLa pwtn @opd / If the symptoms are the
result of an illness state the date that symptoms first appeared:

‘Exete appwotroet oto apeABov amnod tnv idia attia; /Did you suffer in the past from the same disease, or did you have similar
symptoms? O NAI/ / YES O OXI / NO
Av val, Swote nuepounvieg kat mAnpodopieg; /If yes give dates and details.

Awkatovote amolnuiwon ylo ta ocuykekplpéva €€oda amd aMo Tauesio i Aodoliotikr Etalpeia; /Are you entitled to any
compensation from another Fund or Insurance Company? O NAI / YES O OXI / NO
Eav vat, dwote Aerttopépeteg / If yes, please give details

AHAQZH / DECLARATION

AnAwvw umelBuvVa OTL gipal 0 aoBevrg, 0 yovéag 1 o kndepdvag tou aobevoug kat Ot OAeg oL TAnpodopieg Tou evtUnmou autol eivat aAnBeic, akplBeig Kat
TAAPEL. ZTo oTtadlo NG amaitnong amolnpiwong ouykatatiBepal onwg mapéxw otnv KOIMOZ AIMAANIZTIKH ETAIPEIA AHMOZIA ATA (Etoupeia) ta
QUTOTEAEGLATO TWV LATPLKWV KAl SLOYVWOTIKWY OV EEETACEWV KOl BEpaMeELWV WG amdSeLgn Kat yia a§LloAdynan amo Latpoug tou cuvepydalovtal pe tnv Etatpeia,
poupévwy Twv Slatdfewv tou Mepl Emefepyaociag Aedopévwv Mpoowrikoy Xapaktipa (Mpootacio tou Atduou) Nopou 138(1)200, wg ekdotote
Tpormonoleital, Hovo 0cwv SeSopévwy gival eVIEAWG ouvadn Kal amapaitnta yla okomoug e£E€TaonG TN amaitnong Lou o€ mepinmtwon mou n Etatpeia kpivel
OTL QUTO €lval amoAUTWE avayKaio ya va anodpacioetl Katd moco Ba pou kataBaiel arnolnuiwon pe Bacn toug 6poug tou acdaAiotnpiov cupBoliaiov pou
/Kot va kaBopioet to UPog TG anolnpiwong.

MNepattépw €ouoL060TW GAOUG TOUG LATPOUE /Kot A TtpOowTta Ta ortoia e epléBaiav kat OAa Ta voookopeia i AAa 8pUpata ) aohaALOTIKEG ETALPELEG
OMWCE MAPEXOLV TIARPELS TTANPOdOPLEC OXETIKA HE TNV TTapovoa anaitnon, e’ 6oov {ntnBoulv amo tnv Etatpeia.

| hereby declare that | am the patient, parent or guardian of the patient and that all information on this form is true, accurate and complete. At the stage of
claims compensation | consent to provide COSMOS INSURANCE COMPANY PUBLIC LTD (Company) the results of my medical and diagnostic examinations and
therapies for evaluation by the contracted doctors of the Company, according to the provisions of the Processing of Personal Data (Protection of Individuals)
Law 138(1)2001, as amended each time, the data only which is completely related and indispensable for the purpose of examining my claim in case the company
deems that this is absolutely necessary to decide whether it will compensate me according to the terms of my Insurance Policy or/and determine the amount
of compensation.

Furthermore, | authorize all medical practitioners and/or other persons who provided treatment to me and all hospitals or other institutions or insurance
companies, to provide full information regarding this claim if requested by the Company.

YTIOYPADN) /SIgNAtUre: ....ucueeevereeeceeeensaeneseneneens Huepounvia /Date: ............ Y S Y S
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MEPOZ B / SECTION B
*SuunAnpwvetat and tov Ogpamnovra latpod / To be completed by the attending Doctor.

OVOUATETIWVUUO ACBEVH /Patient’s Name: ................ccceeveveeereceeeeneeieeeeerevee s, Ap. Tautdtntag /ID No.: ..........ccucuereeeree.

Huepounvia /Date: ..........cceeeeeeeenveeennenne Ap. ZupBohaiou /Policy No.: ...

1. O mo mavw aoBevig €xeL eTLOKEDPOEL TO LOTPELD HOU OTLG ovvveeeereeerireeiireeirire e Kat Bpnka autov/Av OtL MAoeL amno
............................................................................................................................ KaL Tou/TnNg €xw cuOoTHOEL TNV akoAouBn Bepareia:
The above patient consulted ME 0N ...eeeeveveevreerrrseesee s cessessneenens and found him/her suffering from
............................................................................................................................................... and | have advised the below treatment.

3. 'Exet €avaldPel Bepaneio yia aut thv acBévela o acBevrg | £maoxe oto MAPeABOV 1} VOGNAEUTNKE ylOl TTAPOLOLO
TEPLOTATLKO (atuxnua r acBévela); Edv NAI, Swote papuaKeUTIKA aywyr, ASTTTOUEPELEG KAl nuepopnvia / Did the patient
take treatment for this illness or did he suffer or was hospitalized in the past for a similar incident (accident or illness)? If

YES, please provide treatment details and date. O NAI / YES OO OXI / NO

4. ‘Eywe mapamopunn tou acBbevy o 1atpd GAAng sdikotntag; /Has the patient been referred to another doctor of other
specialty. Av vai dwote Aemttopépeleg / If YES, please provide details and date. O NAI/ YES (0 OXI / NO

SYNTATH A ®APMAKA / PRESCRIPTION FOR MEDICINES
*SuunAnpwvetat ano tov Osparnovta latpod /To be completed by the attending Doctor.

ANAAYZEIZ / LABORATORY TESTS
*SuunAnpwvetat aro tov Osparovra latpd /To be completed by the attending Doctor.

L Ae o
2. e S
B e B. e e

AKTINOIPAQ®IEZ, MATNHTIKH, A=ONIKH TOMOTPA®IA, YIIEPHXOIPA®HMA / X-RAYS, MRI, CT SCAN, ULTRASOUND
*SuunAnpwvetat oo tov Ospdrmovra latpd /To be completed by the attending Doctor.

Ovopa Bepdmovtog latpou fAttending Doctor’s Name: .................ccceeveeeeeineeeeeeervesesseeeans

EwdikdtnTa Bepdmovrog latpov /Attending Doctor’s Specialty: .................ooeeeveceeeveceriveerennne.

Yrnioypaodr Ospamnovtog latpov/ Attending Doctor’s Signature: .......................oouveenn.. Huepounvia/Date: ......... Y Y
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MEPOZ I. / SECTION C.
*JuunAnpwvetat ano tov Aopadiougvo /To be completed by the insured.

Tpomnoc¢ mAnpwuric /Payment Details
Mapakadw emirééte tov emduunto tpomo nAnpwurc /Please indicate your chosen method of payment by ticking the
relevant box:

1) EuBaouoa /Bank Transfer O

Ovoua 15toktrTn Aoyaptacuol fAccount Holder's NAME: ...................oevecoeeeeveoseeneseeicsesssss s sssissssssinsn
APLOUOC NOYOUPLUOUOU fACCOUNTE NUMIBEL : ...............ccoooeveeeeeeeseeeeeseeeess s sne s s sss s s sss s sssss s ses s s
APLOUOC IBAN [IBAN NUMBET : ...........oooeoeeeeeeeoeeveeeeceseeiss e ssssssss s sss s sss s sss s ssssssssssesssssssssssss sossss s sssssssssnssssnsssns
ADUTUOG SWIFt [SWIFE NUMBEL : ..............coceeooeeeeeeeeee s s ss s s s s s s s s s st

OVOLO TPATTELOLG /BANK INTIME: ................oooevoeeveoeeesesess s sss s i s sas s st st ts s 0808 st sntee00n

2) Emtayry /Cheque O

YTIoypadr) /SigNature: ........ueeeceeveevesnnenennseneens Huepounvia /Date: ............ Y S Y Z

KOZMOZ AZDAAIZTIKH ETAIPEIA AHMOZIA ATA

KENTPIKA FPA®EIA #
Newopog MpiRa Atyevn) 46, 1080 Asukwoia f ¥ 4 o

T.©. 21770, 1513 Aevkwoia
T:+357 22 796 000 | ®@: +357 22 022 000 cosmosinsurance.com.cy



