A ARtiusInsurance

ENTYNO AMAITHZHZ MPOZQPINHZ OAIKHZ ANIKANOTHTAZ
TEMPORARY TOTAL DISABILITY

‘OAeg ol M0 KATW EPWTNOEIG Ba TTPETTEl va atravTnBouv TARpwg. /
Each of these questions must be answered completely.

POLICY

1. ZTOIXEIA ZXETIKA ME TON AZ®AAIZMENO KAI TO ZYMBOAAIO / DETAILS RELATED TO THE INSURED AND THE

Ovoparerwvupo Aopaliopévou / Full Name of insured

Ap1Bu6g TauTtdTNTag / Identity card number

AigtBuvon Oikiag /Home Address

TnAépwvo epyaaiag / Work phone No.

EmayyeAua / Occupation

Ap1Bu6g kivnToU TNAg@wvou / Mobile phone no.

HAekTpovikr dielBuvon / E-mail address

Ap1Bu6g ZuppoAaiou / Policy Number

Karéxere GANO ZupBoAaio To oTroio TTapéxel KGAUWN yia 1o atuxnua; Edv Nai, dwoTe Aetrropépeieg. / Do you hold any other
Policy which provides coverage for the accident? If Yes, please declare the details.

2. MAHPO®OPIEX EPFTOAOTHZHZ / OCCUPATIONAL DETAILS

TitAog Epyaaiag /Job Title

‘Ovopa epyodoTtn / Employer’'s name

Huepounvia avikavétntag mpog epyaacia / Date of incapacity
to work

Huepounvia emoTtporg otnv epyacia / Date of return to
work

Mepiypdyete pe Aerropépeia Ta kabrikovta aag. / Describe your work duties in detail.

3. ZTOIXEIA ANA®OPIKA ME TO ATYXHMA / ACCIDENT’S DETAILS

Huepopnvia atuxnuarog / Date
of accident

Qpa .. /y.p
Time a.m./pm

TomoBecia / Area Emapyia / District

under which the accident occurred.

Mepiypdyete pe AeTITOPEPEIA TIG CUVOAKES KATW aTTd TIG OTTOiEG oUVERNKE TO aTuxnua. / Describe in detail the circumstances




4. ZOMATIKEZ BAABEZ / BODILY INJURIES

‘Exete oupPBouleuTei 10Tpd; Edv Nai TrapakaAoUue dnAwaoTe dvoua kai dielBuvaon 1atpikoU KEVTpoU Kal latpou. / Have you
consulted a doctor? If Yes, please provide the name and address of the medical center and the doctor.

MapakaAoUue dwaoTe oUVTOUN TTEQIYPAPH) TWV TPAUUATIOUWY TTOU €XETE UTTOOTEI WG aTTOTEAETPA TOu atuynuarog. / Please
provide a brief description of the injuries sustained as a result of the accident.

AvagépeTe dlIayvwOoTIKEG EEETACEIG TTOU £X0OUV dlevepynBei A/Kal apUAKEUTIKR Kal GAAN 1aTPIKF @PovTida TTou oag €xel O00Ei. /
Please mention any diagnostic tests that have been performed and/or pharmaceutical and other medical care that has been
given to you.

5. AMAITHZH / CLAIM

MNa 1oio xpovikd didoTnua gicaote: / For what period of time have you been: A6 / From Méxpi / To

a) kKAivipng; / a) bedridden?

B) oAokAnpwTik& avikavog va ekTeAECETE TNV epyacia oag; / b) totally disable of
performing your job?

Y) MEPIKWG avikavog va ekTeEAETETE TNV epyaaia oag; / c) partly disable of performing
your job?

0) IKavog povo yia ehagpd kabrkovta; / d) capable only for performing light duties?

6. IZTOPIKO / HISTORY

2ag €xel oupBei oTo TTaPeABOV GANO TTEPIOTATIKG yIia TO OTToio £yive 1) Ba yivel TTANpwpn amé AcgaAioTikr ETaipeia; EGv Nai,
TTapakaAoupe dwaTe Aetrropépeieg. / Have you had any other incident in the past for which payment has been or will be made
by an Insurance Company? If Yes, please provide details.

7. A. ZTOIXEIA ANEEAPTHTQN AYTONTQN MAPTYPQN / INDEPENDENT EYEWITNESSES DETAILS

AwOTE OVOUOTETTWVUUO, dielBuvan Kal TNAEQwva, aveEdpTnTwy YapTipwy / Give full name, address and telephone numbers,
of independent eyewitnesses

Ovoparemrwvupo / Full Name Aie0Buvon / Address TnAépwvo / Telephone




B. ZTOIXEIA ATOMQN MNOY A METE®EPAN ZTON IATPO / DETAILS OF PERSONS WHO TRANSFERRED YOU TO
THE DOCTOR

AwaoTe ovopaTteTTwVupo, dielbuvon kal TNAéQwva Twv atéuwy / Give full name, address and telephone numbers of
individuals

Ovopartemrwvupo / Full Name AigbBuvon / Address TnAépwvo / Telephone

1.

2.

3.

8. AAAEZ AEMNTOMEPEIEZ / OTHER DETAILS

Av uttdpyel otroladnToTte GAAN TTAnpo@opia n otroia TOavOv va eTTNPEACEl TO XEIPIOPO ) ToV TEAIKO BIOKAVOVIOUO TNG
amaitnong, TTapakaAoUue va Tnv avagépete. / Please report any other information that may affect the handling or the final
settlement of the claim.

9. ZTOIXEIA MNMPOZ YNMOBOAH / REQUIRED DOCUMENTS FOR SUBMISSION

e Adeia Acbeveiag / Sick leave
e [lioTomroinTiké atrodoxwy / Payslip
e ArmoTeAéopara dlayvwoTIKWY e¢eTdoewy (av utrdpyxouv) / Results of diagnostic tests (if available)
e Telikn diayvwon atod BepdtrovTa 1a1po / Final diagnosis by medical practitioner
YNEYOYNH AHAQZH DECLARATION
AnAGvw uTreGBUVa OTI Eipal I hereby declare that | am
[l 0 aoBEVIG, [J The patient,
S yovéag fi kndepdvag Tou acBevouc (av o aoBevig L] The patient’s parent or guardian (if the patient is under 18
gival KATw Twv 18 ETWV), years old),

kal 6Tl GAeC o1 TTAnpoPopiec Tou eviUTou autou kai Twy | and that all information on this form and the attached documents

ETOUVOTITOUEVWV eyypdewy eival aAnBeic, okpiBeic kai | are true, accurate and complete and | agree that if | have made
TAAPEIC KOl CUPPWVW 6,TI €8V €xw TTPOREI 1} Ba TIpopw ot | OF will make any false or untrue statement, concealment or
otoladnToTe Weud R avaAndr SAAwon, omékpuwn A falsification of facts and/or documents, my right to compensation
TAPACINTINGN YEYOVOTWY /KAl eyypdgwy, To dikaiwpa | Will be forfeited.

Jou yia atronuiwaon 8a xabei TTARPwWG.

Ovopatemwvupo acBevn (Yyovéag | kndepdvag av o acBevig eival KATw Twv 18 gTwv): / Full Name of patient (parent
or guardian if patient is under 18 years old)

Ymoypagn acBevn (yovéag 1 kndepdvag av o acBevig gival KATw Twv 18 eTwv) / Signature of Insured (parent or
guardian if patient is under 18 years old)

Hpepopnvia / Date




AHAQZH ZYTKATAGEZHZ

STATEMENT OF CONSENT

AnAwvw 0TI evnuePWONKa TTPOPOPIKA  Kal  HéOw  TNG
10T00€Aidag Tng Altius Insurance Ltd (e@e§ng n «Etaipeion)
yla Tnv emeepyacia Twv Oed0UEVWV TTPOOWTTIKOU XOPAKTAPO
Kal  Twv  €BIKAG KaTnyopiag OedOPEVWY  TTPOOWTTIKOU
XOPOKTApPa TTou Trpayuatotrolei n Etaipeia aAAd kal yia Ta
OIKAIWMATA TTOU £XW WG UTTOKEIPNEVO TWV OEOOUEVWYV UOU.

AnAwvw eTTiong OTI evNUEPWONKA TTWG N GUAAOYH TwWV WG Avw
0edopévwy [Pou, duvdpel Tou evTUTIOU QUTOU, YiveTal yia To
OKOTTO:

e  ATIOTPOTIAG TTOPAVOUNG aTraiTnong f/kal amarng améd
TN OlekdikNoNn XPNUATWY €1 OImAolv ammd To idIo
TPOOWTIO om0 OUO  JIOPOPETIKEG  ACPANICTIKEG
ETAIPEIEG.

e  JUMOYNAG ATTOOEIKTIKWV OTOIXEIWV OTTWG
ATTOTEAEGUATA TWV 1ATPIKWY / OIAYVWOTIKWY [OoU
e€eTATEWY Kal BepATTEIV YIa OKOTTOUG £TTEEEPyaaiag
TNG ATTAITNONG.

e Opbng eowtepikAg Oloiknong Kal AgiIToupyiag Tng
Etaipgiag, O6mwg kal yia Tnv empBeRaiwon NG
KGAuwng.

o EmBefaiwong kard moéocov n  acBéveia, ariyxnua,
TEPIOAAWN, KATT, yia TNV OTToia yivETAl N ATIAITNON TOU
aoBevn, €ival TEToIO WOTE va KOAUTITETOI OVTWG aTTO
TO TTAPOV OXEDIO.

Karavow 611 n Etaipeia Ba emeepyaotei Ta dedopuéva Ta oTroia
EXw ouuTTEPINGPBEl OTO TTOPOV EVIUTIO KOl  OTTOIOONTTOTE
EMITTPOOOETA 1OTPIKG TTIOTOTIOINTIKA / £yypa®a Ta OTToia TUXOV
va TrapaxwpnBouyv ek pépoug pou atny Etaipeia.

>e TEPITITWON TTOU yia Tnv agloAdynon kai dieuBétnon Tng
amaiTnoAg Mou, €KTOG até Ta o TIdvw OToIxEia, Eival
atmoAUTWG avaykaia n TTepAITEPpW OUulATNON TOU TTEPIOTATIKOU
KOl TwV AETITOPEPEIV TNG BEPATIEING PYOU PE TOV 1ATPO HOU,
evnuepwodnka 611 n Etaipeia Ba eTMIKOIVWVNOEI YE TOV 1ATPO
Mou, JOvo €dv TNG OWOW TNV YPATITH) CUYKOTABeor pou yr’
auTo.

Mapéxw TN pnT ouykaTddean pou oTnv Etaipeia va oulntnoel
pe Tov latpd pou TNV acBévela Kal TIG AETITOUEPEIEG TNG
BepaTreiog pou.

Evnuepwbnka yia 1O JIKAIWUA HOU VO QVOKGAéOw Tnv
OuykaTdBeon) pou ava mdoa oTiyur). QoTdéo0, O€ pPIa TETOIO
TEPITTTWON — €eVvOEXETAI va eTnpPeacTei n agioAdynon Tng
aTTaiTNONAG HOU.

| 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:

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

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

e Proper internal management and operation of the

Company, as well as confirmation of the
coverage.
e 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 iliness 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.

Ymoypagn — Na utroypa@tei amé Tov AoBevi (Yyovéag N kndegpovag 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)

Hpepopunvia / Date




