A ARtiusInsurance

ENTYNO ANAITHZHZ AMNQAEIAZ EIZOAHMATOZ
LOSS OF INCOME CLAIM FORM

‘OAgg ol 10 KATW £PWTNOEIG Ba TTPETTEI VA aTravTnOouv TTARPpWG /
All following questions must be answered completely

A. ZYMINAHPQNETAI AMO TON AZ®AAIZMENO / TO BE COMPLETED BY THE INSURED PERSON

Ovoparemrwvupo AcgaAlicopévou / Full Name of insured Ap1Bu6g TauTtdéTnTag / Identity card number
AigBuvon Oikiag / Home Address Huepounvia Mevviioewg / Date of Birth
EmayyeApa / Profession TnAépwvo epyaoiag / Work phone no

AtraoyoAeioTe pe ommoiadnTToTE AAAN epyacia/eTr@yyeAua / Are you | ApiBudg kivnTol TnAgpwvou / Mobile phone no.
occupied with any other work/profession

HAekTpovikn dietBuvon / E-mail address Ap1Bu6g ZupBoAaiou / Policy Number
A6 moTe xpovoloyeital To TPOBAnua. / Since when does the | Hyepounvia Tmpwrtng emiokewng oe latpd yia 10
problem exist. epioTaTikd. / Date of first visit to a doctor for the

incident.

Huepounvia Tou Trpwrogu@avioTnkav Ta cuptTwpara. / Date first symptoms occurred.

Mepiypdyete pe Aerropépela Ta cuptrTwara. / Describe the symptoms in detail.

Mapdpuoia rponyouuevn katdoTtaon / Previous similar condition Nai / Oxi
Yes/ No

Edv Nai dwoTe Aertopépeieg (katdoTaan/ Bepatreia KTA). / If Yes please provide details (condition/ treatment etc).

Huepounvia mmou Eekivd n oAk avikavoTtnTa. / Date that the total disability starts.

TeAeutaia pépa trou €xeTe epyaoTei. / Last date you worked.

Me 1010 €id0g epyaaiag evaoxoAegioTe. / In what kind of work are you occupied with.

MTropéoaTe va ekTEAETETE OTTOIABNTTOTE Epyaadia atrd Tn Yépa Tng acBéveiag oag. / Have you been able to perform any work
since your illness.
Nai/ Oxi
Yes/ No

Méte utToAoyiCeTe va emoTPEWETE OTNV epyacia oag; / When do you estimate returning to your duties?

Ti €idoug aoBévela éxeTe oAuepa kal dev ptropeite va epyaateite; / What kind of iliness do you have today that makes you
unable of working?

Mepiypaen kabnkdvTwy gpyaaciag. / Description of Job Duties.




‘Exete eiloTrpdgel yia Tnv idia TepimTwaon amolnuiwaon atmd dAAn Tnyr (ac@daAion 1IS1WTIKA A KOIVWVIKA, TAPEIQ UyEiag KTA);
Edav Nai dwaoTte Aetrropépeleg. / Have you been compensated from any other source (private or social insurance, health funds

etc.) for the same incident? If Yes, please provide details.

Katéxete dAAo cuuBoAaio To otroio Trapéxel KAAuwn yia Tnv aoBéveia; Eav Nai dwoTe Aetrtopépeieg. / Do you hold another polic

provides coverage for the illness? If Yes, please provide details.

ZTOIXEIA NMPOZ YNMOBOAH / DOCUMENTS FOR SUBMISSION

e Adcia AoBeveiag / Sick leave
e [MioToToINTIKG aTrodoxwy / Payslip

e AtroteAéopata dIayVWOTIKWY e¢eTdoewy (av uttdpxouv) / Results of diagnostic tests (if available)

YMNEYOYNH AHAQZH

DECLARATION

AnAwvw utTeUBUVA OTI gipal

D 0 aoBevNg,
0 YovEéag 1 Kndepodvag Tou acBevoug (av 0 agBevig ival KATw
Twv 18 €TWV),

Kal 0TI OAeg oI TTAnpo@opieg Tou eviUTIOU aQUTOU KOl TWV
ETMOUVOTITOUEVWY EYYPAQWY gival aAnBeig, akpIBeic kal TTARPEIG
KOl CUMQWVW O,TI €av éxw TTPoRei 1} Ba TTPoRw CE OTTOIAdNTTOTE
weudn A avaAndbni 0nAwaon, ammdékpuyn f TTOPACIWTINGN YEYOVOTWY
n/kai

£YypaQwyv, 10 dIKaiwya pou yia amolnuiwon Ba xabei TARpwG.

| hereby declare that | am

D The patient,
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.

Ovoparemwvupo aoBevi (yovéag | kKndepovag av o aoBevig eival KATw Twv 18 eTwv): /
Full Name of patient (parent or guardian if patient is under 18 years old)

Ymoypa@n acBevn (yovéag i kndepdvag av o acBevig gival KATwW Twv 18 eTwv) /
Signature of Insured (parent or guardian if patient is under 18 years old)

Hpepopnvia / Date

AHAQZH ZYTKATAGEZHZ

STATEMENT OF CONSENT

AnAlvw OTI evnueEPWONKa TTPOPOPIKA KAl YEOW TNG 10TOOEAIDAG
NG Altius Insurance Ltd (epe€ng n «Etaipeia»)  yia Tnv
emegepyanio Twv OeOOPEVWY TTPOCWTIIKOU XOPOKTAPA KOl TwV
€I0IKNG KaTnyopiog OedoEvwyY TTPOCWTTIKOU XOPOKTAPO TTOU
TpaypaToTroiei N Etaipgia aAAd Kal yia Ta SIKAIWPATA TTOU £XW WG
UTTOKEIJEVO TwV OESOUEVWV HOU.

AnAwvw €TTioNG OTI EvNUEPWONKA TTWG N GUAAOYH Twv WG Avw
0edopEVWYV Pou, BUVANEI TOU EVTUTTIOU auToU, YiVETAl yIa TO OKOTTO:

e  ATOTPOTIAG TTapdvoung amaitnong f/kal amdrng amod Tn
01ekdiknon XpnuUdTwy €Ig dITTAOUV atd 1O 010 TTPOCWTTO
aTTO U0 OIAPOPETIKEG AOPANIOTIKEG ETAIPEIEG.

e  JUAAOYNG QTTOOEIKTIKWY OTOIXEIWV OTTWG ATTOTEAETUATO
TWV 10TPIKWV /  OIOYyVWOTIKWY HOU  €EETACEWY  Kal
BepaTreEIlV YIO OKOTTOUG ETTECEPYATIAG TNG ATTAITAONG.

o Opbng eowtepikAg Odloiknong Kal  AeiIToupyiag  Tng
Etaipeiag, 61rwg kai yia tnv empBeRaiwaon TG KAAUWNG.

e EmPePaiwong kard moéoov n  acBéveia, artdxnua,
TEPIBAAWN, KATT, yia Tnv OTIoia yiveTal n QmmaiTnon Tou
aogBevh, eival TETola WOTE va KAOAUTITETAI OVTWG OTTO TO
TTapoV ax€DIO.

Karavow 611 n Etaipeia Ba emetepyaotei Ta dedouéva 10 oTroia

| 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 |
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€Xw ouuTtepINGPBel  OTO  TOPOV  EVIUTIO KAl OTTOIAOATIOTE
EMTTPOCOETA 1ATPIKA TMOTOTIOINTIKA / £yypa@a Ta OTroia TUXOV va
TTapaxwpnboulv ek pépoug pou atnv Etaipeia.

e TIEPITTTWON TOU yia Tnv agloAdynon kai 8I1eubETnon Tng
ATTAITNONAG MOV, EKTOG OTTO TA TTIO TTAVW OTOIXEIQ, €ival ATTOAUTWG
avaykaia n TepAITEPW OUlATNON TOUu TIEPIOTATIKOU Kal TwV
AeTTTOPEPEIWV TRG BEpaTTEiOG JOU PE TOV 1aTPO POU, EVNUEPWONKA
o1 n Etaipeia Ba emKolvwvAioel Ye Tov 1aTpd Pou, JOVO €4V TNG
OWOW TNV YPATITA GUYKATABEDT] Hou yI' auTo.

Mapéxw TN pnTA cuykatdBeon pou otnv ETaipeia va oulntroel pe
Tov latpd pou Tnv acBéveia Kal TIG AeTITOuéPEIEG TNG BepaTreiag

Hou. |:|

Evnuepwbnka yia T10 O&KOiwha POu va  AVOKOAEOW TNV
ouykaTdBeor) pou avd mdca oTiyud. QoTtéco, oe Mo TETOIO
TEQITTITWON — €eVvOEXETAI va emTnpeacTtei n  agloAdynon Tng
ATTaiTNONRG YOoU.

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.

Ymoypagn — Na utroypa@ei atré Tov Aclevn (yovéag 1 Kndepdvag av o aoBevig 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

B. ZYMIMNAHPQNETAI AINO TON @EPAINONTA IATPO / TO BE COMPLETED BY MEDICAL PRACTITIONER

AeTrTOopépEIEG 10TPIKAG KAaTAoTaoNG Tou acBevr) / Details of patient’s medical condition

Juptrtwpata / Symptoms:

A6 TToTE XpovoAoyeital To TTpéBAnua / Since when does the problem exist:

Huepounvia mou rpwrogu@avioTnkav Ta gupmtwuara / Date first symptoms occurred:

Huepounvia Tpwng etmiokewng Tou acBevr| ae latpd / Date of patient’s first visit to the medical practitioner:

Tehikr) Aidyvwon / Final Diagnosis:

Aitia TrpoBAAjpaTtog / Cause of problem:

O¢partreia TTOU cuveaTOn f/kal Ba akoAoubnBei (PapuakeuTikA aywyn). / Treatment recommended and/or will be followed

(Drugs recommended).

AlayvwoTikég e€eTdoelg /kal GAAa 1aTpikd £€oda / Diagnostic tests and/or other medical expenses:

AvikavotnTa / Disability

Na 1ol0 xpovikd didoTnua Ba givar: / For how long will it be:

A6 / From Méxpr / To

a) kAivripng; / a) bedridden?

B) oAokAnpwTiK& avikavog va ekTeAei TNV gpyacia Tou; / b) disable of performing

his/her job totally?

Y) HEPIKWG avikavog va ekTeAEl TV epyacia Tou; / ¢) partly disable of performing

his/her job?

0) IKavog povo yia eAagpd kabrikovta; / d) capable only for performing light duties?
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AMAeg Aetrropépeieg / Other details

Av uttapxel oTToIadATTOTE GAAN TTANPOPOpPIa TTou TMBAVOV va £TTNPEACEl TO XEIPICHO i TOV TEAIKO dlakavovioud ThG aTraitnong,
TTapakaAoUpe va Tnv avagépete. / If there is any other information that may affect the handling or final settlement of the claim,
please provide it.

AHAQZH OEPATIONTA IATPOY / MEDICAL PRACTITIONER’S DECLARATION:

Eyw, o utropaivépevog 1a1pog / I, the medical practitioner appearing below:

AnAyvw OTI o1 TTANPOYOPIEG TTOU TTEPIEXOVTAI OTO EVIUTIO QUTO eival aAnBeig kal TTANPEIG Kal Oev £Xw TTapaAciyel va dWwow
TTEPAITEPW TTANPOPOPIES i} oToIXEIa. AvalapBdavw va Tmapéxw oTtnv Altius Insurance Ltd ka8 duvarr BorBeia. To Eviutio autd
£XEI CUPTTANPWOET aTTd epéva A/Kal KATOTTIV 0dnyIwV Pou Kal To €xw eAéy&el. / | hereby declare that the information provided in
this form is truthful and complete and that | have not omitted to provide any further information or data. | undertake to provide
Altius Insurance Ltd with every possible assistance. This form has been completed by me and/or in accordance with my
instructions, and | have reviewed it.

Ymoypagn & oppayida Ogpdrrovrta 10TpoU / Medical practitioner’s stamp & signature
Hpepopnvia / Date




