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EPQTHMATOAOTIIO IN'A AMNAITHZH QOEAHMATOZ ZOBAPQN AZOENEIQN
ZYMIMAHPQNETAI AlO TON ©OEPAIONTA IATPO
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2a. 6Te 0a¢ EMOKEPTNKE YIA TTPWTN QOPA O ACPAAICUEVOC EKTOG TOU TTAPAVTOS TTEPIOTATIKOU;
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2. NoTe 0ag ETMOKEPTNKE O ACPANTPEVOGS VIO TO TTAPOV TTEPIOTATIKO;

[ [V ET oo 010 1V Lo AP

3. Na méo0 KaIpd UTTAPXAV TA CUMTITWHATA TTPOTOU OOG ETTIOKEPTE;

4. 'Exouv dievepynOei otroleodATTOTE JIAYVWOTIKEG €€eTATEIS (T7.X. Blowia); Nai [] Ox O

Av «NAl» TT0IEG BIAYVWOTIKEG ECETACEIG KAI TTOIO TA ATTOTEAEOUATA (TTAPOKAAW OTTWG OTNV TTEPITITWOTN TTOU EXEI
dievepynOei Bloyia va oTtaAolv Ta OXETIKA ATTOTEAEOUATA);

6. Ava@épete OAOUG TOUG laTpoUg TTOU ETTIOKEPTNKE O ACPANICHUEVOG O€ OXECN WE TN CUYKEKPIYEVN TTAONON.

Ovopa Nogookopegio Huegpounvia



mailto:customer_service@altiusinsurance.com.cy

A AltiusInsurance

7. AkoAouBei o acpaliopévog otroladnTrote BeparreuTiki aywyn; Nai [ Oxi [

Av «NAl» yia 1600 Kaipd Kail TToia BepaTreuTIKN aywyr akoAouBeitai;

8. AkoAouBei 0 ao@aAiguEVOS OTTOIOATTOTE YAPUAKEUTIKN aywyn; Nai [ Oxi [

Av «NAl» yia 1600 KaIpo Kail TToI0 QAPPOKEUTIKA aywyr) akoAoubeital;

9. NapakaAw OTTWG pag 080UV oTToIECDATTOTE AAAEG TTANPOPOPIEG OI OTTOIEG OXETICOVTAI PE TO TTEPICTATIKG KOl TIG
oTToieg yvwpilete aAd dev avagépovTal TTIo TTAvVW.

ONOMA IATPOY YTMOIrPA®H IATPOY

HMEPOMHNIA ZPPATIAA




YMNEYOYNH AHAQZH

DECLARATION

AnAwvw utreGBuva 6T gipal

|:| 0 a0Bevig,

D 0 yovéag R Kndeuodvag Tou aocBevolg (av o aabevig gival KATwW Twv
18 eTwv),

Kal o1l OAeG oI TIAnpo@opieg TOu €VIUTIOU QUTOU Kal Twv

EMOUVATITOMEVWY eyyPAPwyY gival aAnBeig, akpIBeig kal TTARPEIG Kal
OUPOWVW O,TI €av €xw TTPOREi ) Ba TTpoPw O€ OTTOINdNTIOTE WEUdN 1
avaAn®rp OnAwaon, amékpuwn 1R TOPACIWTINGN YeyovoTwyv r/Kal
EYYPAQWY, TO BIKaiwpa Pou yia arrolnuiwon Ba xabei TTANpwG.

| hereby declare that | am
[] The patient,

I:l The patient’s parent or guardian (if the patient is under 18 years
old),

and that all information on this form and the attached documents are
true, accurate and complete and | agree that if | have made or will make
any false or untrue statement, concealment or falsification of facts
and/or documents, my right to compensation will be forfeited.

Name of patient (parent or guardian if patient is under 18 years old)

Signature of Insured (parent or guardian if patient is under 18 years old)

Ovopatemwvupo acBevn (yovéag | KNSepovag av o acgBevig ival KATW Twv 18 eTwv):

Ytoypagn aclevi (yovéag i Kndepovag av o acBevig gival KATw Twv 18 eTwv)

Huepopnvia
Date

AHAQZH ZYTKATAGEZHZ

STATEMENT OF CONSENT

AnAwvw OTI EVNUEPWONKA TTPOPOPIKA KAl PMECW TnG I0TOoEAIdag Tng Altius
Insurance Ltd (e@egng n «Etaipeia») yia Tnv emegepyacia Twv dedoPEVWV
TIPOCWTTIKOU XAPAKTAPO Kal TwV €I0IKAG KATNYOPIaG SESOUEVWY TTPOCWTTIKOU
XOPOKTAPA TTou TrpaypatoTrolei N ETaipeia aAAG Kal yia Ta SIKAIWPATA TTOU £XW
WG UTTOKEIMEVO TwV OESOPEVWV LOU.

AnAwvw £TTiIONG OTI EVNUEPWONKA TTWG N GUAAOYT TWV WG Avw dESOUEVWY HOU,
Ouvapel Tou EVTUTTOU auTou, YiVETQI YIa TO OKOTTO:

e  AToTpoTiig TTapdvoung amaitnong r/kal ammdrng amé tn diekdiknon
XPNUATWY €IG OITTAOUV aTTd TO 010 TTIPOCWTTO ATI6 dUO JIOPOPETIKEG
aoQAANIOTIKEG ETAIPEIEG.
2UAANOYNG ATTOBEIKTIKWY GTOIXKEIWV OTTWG ATTOTEAECUATA TWV IATPIKWYV
/ BIOyVWOTIKWV Mou eEeTdoewy Kal Bepammelv yia  okKotroug
€TMeCEPYATiag TNG ATTaiTNONG.

OpBng eowTtepIkng dloiknang Kai Asitoupyiag TnG ETaipeiag, 6Tmwg Kai
yia Tnv emBeRaiwon TNG KAAUWNG.

EmBeBaiwong katd moécov n aobévela, atdxnua, mepiOaAyn, KATT,
yia TNV OTroia YiveTal n amaitnon Tou acgBeviy, €ival TETola WOoTE va
KOAUTITETAI OVTWG OTTO TO TTAPOV GXEDIO.

Karavow 61 n Etaipeia Ba emegepyaotei 10 dedopéva Ta ommoia  EXw
oupTTEPIAGBEI OTO TTAPOV EVTUTIO Kal OTTOIAdNTIOTE ETMITTPOOHBETA  1ATPIKA
TTOTOTIOINTIKG / €yypaga Ta oTroia TUXOV va TrTapaxwpenBolv ek HEPOUG HoU OTNV
Etaipeia.

Y& TEPITITWAN TTOU YIa TNV a&loAdynan Kai S1IEUBETNON TNG ATTAITNONG POU, EKTOG
aTré Ta Mo TTAvVW OToIXEia, Eival atroAUTWG avaykaia n TepaITépw cudrTnan Tou
TTEPIOTATIKOU KOl TwV AETITOUEPEILV TNG BepaTreiag You MPE Tov 1aTPO HOU,
evnuepwOnka Ot n Etaipeia Ba €TIKOIVWVAOEI JE TOV 1ATPO HOU, JOVO €GV TNG
OWOoW TNV YPATITH CUYKATABEDT| Pou yI' auTo.

Mapéxw Tn pntA cuykaTdBeon pou otnv ETaipeia va oulnticel pe Tov latpd pou
TNV acBéveia Kal TIG AETITOUEPEIEG TNG BEPATTEIOG POU.

Evnuepwbnka yia 10 SIKaiwpa You va avakaAéow Tnv ouykaTdBeor| you avd
Tdoa oTiyur). QoTdo0, O€ Hia TETOIa TTEPITITWON — EVOEXETAI VA ETTNPEACTEN N
afloAdynon Tng aTmaitnong Jou.

| declare that | have been informed orally and through the Altius Insurance
Ltd website (hereinafter “the Company”) of the processing of personal data
and the special category of personal data carried out by the Company but
also the rights | have as a subject of my data.

| also declare that | have been informed that the collection of the above
data of mine, by virtue of this form, is done for the purpose of:

° Preventing an illegal claim and/or fraud from claiming money in
duplicate by the same person from two different insurance
companies.

Collection of evidence such as the results of my
medical/diagnostic tests and treatments for the purpose of
processing the claim.

Proper internal management and operation of the Company, as
well as confirmation of the coverage.

Confirmation whether the illness, accident, medical care, etc.,
for which the patient’s claim is made, is such that it is actually
covered by this plan.

| understand that the Company will process the data | have included in this
form and any additional medical certificates / documents that may be
provided by me to the Company.

In the event that in order to assess and settle my claim, in addition to the
above information, it is absolutely necessary to further discuss the incident
and the details of my treatment with my doctor, | have been informed that
the Company will contact my doctor, only if | give them my written consent
for it.

| give my explicit consent to the Company to discuss with my
Doctor my illness and the details of my treatment.

| have been informed of my right to withdraw my consent at any time.
However, in such a case — the assessment of my claim may be affected.

Ytmoypaen — Na utroypa@rei amé Tov AcBevii (yovéag i Kndepovag av o acBevig gival KATw Twv 18 eTwv)
Signature — To be signed by the patient (parent or guardian if the patient is under 18 years old)

Hpepopnvia
Date




