A AltiusInsurance

AHAQZH AMNAITHTH — ANMOAEI=H ANIKANOTHTAZ
CLAIMANT’S DECLARATION - PROOF OF DISABILITY

ZuptrAnpwveTal atré Tov ATTaiTnT. AQopd 6Aa Ta w@eARMATA EKTOG OdvaTo.
To be completed by the Claimant. Applies to all benefits except Death.

MAARpeg Ovopa AcpaAiouévou /

1 Full Name of Insured

Ap1Bu6g Acgaliotnpiou & Ao@aliopévo Moacod /
Policy Number & Sum Assured

Aig0Buvon / Address

Ap1Op6g TnAepwvou / Telephone No

(o) Hpgpopnvia Mevvicewg /
(a) Date of Birth

(B) Hugpopnvia Avikavértnrag /
(b) Date of Disability

H AvikavoTtnTa oog €ival ammroTEAEGHA ATUXAMOTOG;
! Is your disability the result of an accident? NAITYES |:| OXI/NO D

Av NAI dnAwoTe TTwg éxel oupPei: / If YES, please
state how it occurred:

Ekkpepei omroloodntoTe SIKAOTIKOG aywvag; / Is
there any pending legal action? NAI/YES |:| OXI/NO |:|

Av NAI dwoTte Ovopa, AiglBuvon kai TnAépwvo
Tou AIknyopou oag: / If YES, please provide the
Name, Address and Telephone Number of your
Lawyer:

H AvikavétnTa oag gival ammotéAeopa AgBéveiag; /
Is your disability the result of an lliness? NAI/YES |:| OXI/NO |:|

Av NAIl Jdwote TANPEIG AeTITOPEPEIEG TWV
7 | cupTrTwpdTwy Kal Tng £§éAiIEng Tng aocBévelag: / If
YES, please provide full details of the symptoms
and the progression of the illness:

NAI/ YES l:| OXI/NO |:|

Eixare moté TnVv idia i mTapoéuola kardortaon; /

Have you ever had the same or a similar

condition?
8
Av NAI dnAwoTe ToTE KOl SwoTe AerTopépeieg: / If
YES, please state when and provide details:
(a) TeAeutaio pépa Trou £xete epyaarei: / (a) Last | (/)
day worked:
(B) EioTe akoéun oAika avikavog; / (b) Are you still (B/D)
totally disabled?
9 (y) Me moio eidog gpyaociag evaoyoAegiore; / (c)

What is your occupation? (y/c)

(8) Mrropécare va eKTeAéOETE OTTOIASATTOTE

gpyagia amd Tn PéPa TNG avikavoeTntdg oag; / (d)
Did you perform any work since the date of your
disability?

(3/d)
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A AltiusInsurance

AHAQZH AMNAITHTH — ANMOAEI=H ANIKANOTHTAZ
CLAIMANT’S DECLARATION - PROOF OF DISABILITY

(€) NoTE UTTOAOYI(ETE VO ETTICTPEYETE OTNV EPYATia
oag; / (e) When do you expect to return to work;

(o1) T1 €idog avamrnpiag €éxere onuepa Kai Sev
pmropeite va epyaoreirte; / (f) What type of disability
do you currently have that prevents you from
working?

(€le)

(oT/f)

10

Molo gival To emiTTES0 HOPPWONG OAG KAl TTOTE £XEI
ouptTAnpweei; / What is your level of education
and when did you complete it ?

AHMOTIKH / MEZH /

PRIMARY SECONDARY

TPITOBAGMIA / ANQTEPH /
TERTIARY

HIGHER

1

AnAwoTte dAAn EiBIkQ Ekmraideuon: / Please
provide details of any other Specialised Education
| Training:

12

Avag@épete O6Aoug TOUG latpoug TOU  COg
mapokoAouBnoav  katd Tn  SIdpKEId TG
avIKavOeTNTA CAG Kal TIG NMEPOUNVIEG TTEPIBaAYNG.
| Please provide the names of all Doctors who
treated you during your period of disability and the
dates of treatment.

ONOMA IATPOY /
DOCTOR NAME

THAE®QNO /
TELEPHONE

HMEPOMHNIA /
DATE

3.

13

AvVa@EPETE T OVOHATA TWV VOOOKOUEIWV 1 AAAWV
VOONAEUTIKWV 1I5pupdTWY oTa oTtroia
VOONAEUTAKATE KATA Tn SIGPKEIA TNG AVIKAVOTNTA
oag Kal TIG nuepopnvieg mepi@aAyng. / Please
provide the names of all hospitals or other medical
institutions where you were admitted during your
period of disability, together with the dates of
treatment.

ONOMA NOZOKOMEIOY
HOSPITAL NAME

THAE®QNO /
TELEPHONE

HMEPOMHNIA /
DATE

14

‘Exete  omoladnmoTte  KAAuwn ME  dAAegg
Aoc@alioTikég Etaipeieg; /| Do you have any
insurance coverage with other Insurance
Companies?

Av NAIl, dwoTe TO 6vopd TnG E€TAIPEIOG KAl TOV
api@ué Tou Ac@aAioTnpiou ZupBoAaiou. / If YES,
please provide the name of the company and the
Policy Number.

NAI/YES| |

oxi/no | |

ETAIPEIA /
COMPANY

nozo/
AMOUNT

15

AnAworTe 1iIg ATroAafég oag KATA TRV nUEPOUNVia
avikavoTntag. / Please state your earnings as at
the date of your disability.
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A AltiusInsurance

YNEYOYNH AHAQZH

DECLARATION

AnAwvw utrelBuva OTI gipal

D 0 aoBevng,

D 0 yovéag A kndepodvag Tou aoBevoug (av 0 aoBevAg eival kaTw Twv 18
ETWV),

Kal OTI OAEG 01 TTANPOPOPIEG TOU EVTUTTOU AUTOU KAl TWV ETTIOUVATITOPEVWYV
eyypagwv eival aAnBeig, akpiBeig Kal TTANPEIG Kal CUPPWVW 6,TI €AV £XW
TpoBei A Ba TpoBw oe omoiadAToTe Weudrl 1 avaAndr dnAwon,
aTTOKPUYN i TTAPACIWTINON YEYOVOTWY R/Kal eyypA@wy, TO SIKAiwPa Jou
yia atrodnuiwaon Ba xabei TTARpwG.

| hereby declare that | am
[J 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.

Ovopaterwvupo acBevn (yovéag i Kndepdvag av o aoBevig gival KATwW Twv 18 eTwv):

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

Ymoypagn acBevi (yovéag i Kndepodvag av o aoBevhg gival KATW Twv 18 eTWV):

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

Huepopnvia:
Date:

AHAQZH ZYTKATAOEZHZ

STATEMENT OF CONSENT

AnAwvw 611 evnuePWBNKa TTPOPOPIKA Kal HEow TNG IoTogeAidag Tng Altius
Insurance Ltd (e@e€ng n «ETaipeiar) yia Tnv emegepyacia Twv dedOPEVWV
TIPOCWTTIKOU ~ XOPOKTAPA Kal  Twv  €8IKAG  KaTnyopiag dedopévwy
TIPOCWTTIKOU XAPAKTHAPA TToU TrpaypaToTrolei n ETaipgia aAAd kal yia Ta
OIKAIWMATA TTOU €XW WG UTTOKEIMEVO TWV SEDOPEVWIV HOU.

AnAwvw €TTiong 6T evnuePWONKA TTWG N GUAAOYRA TwV WG Avw dedopévwv
Mou, duvdpel Tou EVTUTTOU aUTOU, YIVETAI VIO TO OKOTTO:

. AmoTpoTig  Trapdvoung oTaitnong f/kal  amdrtng omod TN
d1ekdiknan xpnuaTwy €1 dITTAoUV aTrd TO iB10 TTPOCWTTO aTTO dUO
OIAPOPETIKEG ACPANICTIKEG ETAIPEIEG.

. ZUMOYAG OTTOBEIKTIKWY OTOIXEIWV OTTWG OTTOTEAECHUATA TWV
1ATPIKWVY / BIAYVWOTIKWV JoU €EETACEWV Kal BepaTreiwv yia
gKoTToUG £TTECEPYATiag TNG ATTAITNONG.

. Opbng ecwTepIkAG dloiknang kai Asitoupyiag Tng ETaipeiag, 6TTwg
Kal yia Tnv emBeRaiwan TG KGAUYNG.

. EmBePaiwong kard méoov n acBéveia, atuxnua, TTepiBaiyn,
KATT, yia Tnv oTroia yivetal n amaitnon Tou acBev, eival Té€Tola
WOTE Va KAAUTITETAI OVTWG aTTd TO TTApOV OXEDIO.

Katavow 6T n ETtaipgia Ba emefepyaoTei Ta dedopéva Ta OToia EXw
gupuTTEPIAGBEI OTO TTAPOV EVTUTTO Kal OTTOIAdNTIOTE ETITIPOCOETA  1ATPIKG
TNOTOTTOINTIKG / £yYpa@a Ta OTT0ia TUXOV va TTapaxwpenBouv ek uEPOUG Jou
oTtnv Etaipeia.

2 TEPITITWON TTOU yia TNV agioAdynan kai SIEUBETNON TNG aTTaiTnoNG Jou,
€KTOG OTTO TA TTI0 TTAVW OTOIXEI, €ival aTTOAUTWG avayKaia n TTEPAITEPW
guATNON TOU TTEPICTATIKOU KAl TWV AETTTOPEPEIWV TNG BepaTieiag pou Pe Tov
10TPO Pou, evnuEPWONKa OTI N ETaipeia Ba ETTIKOIVWVAOEI PE TOV 10TPS Hou,
pévo €4V TNG dWOW TNV YPATITA CUYKATABECT) pou yI' auTo.

Mapéxw Tn pntr ouykardBeon pou atnv Etaipeia va augntrosl pe Tov latpd
pou Tnv aaBéveia Kai TiG AETIToPEPEIEG TNG BepaTTEiag pou.

Evnuepwbnka yia 1o dIKaiwua Jou va avakKaA£Gw TNV CUYKaTABeoT) Jou
avd maca oTtiyu. QoTtéoo, Of pia TETOlQ TTEPITITWON — €vOEXETAl va
€TTNPEAOTEl N a&loAdynon TNG ATTaiTNONG YOU.

| 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.

. 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.

° 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.

Ymoypaen — Na utroypagTei amrd Tov AcBevn (yovéag ) knSepdvag 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
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