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ALTIUS INSURANCE LTD

FTQONIA AEQ®. KENNENTY & OAOY XTAZINOY/CORNER KENNEDY AVENUE & STASINOU STR.
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ENTYNO AMAITHZHZ NMPOZQMIKQN ATYXHMATQN - PERSONAL ACCIDENT CLAIM FORM

‘OAeg o1 Mo KATW £PWTACEIG Ba TTPETTEI VA aTravTnBoUv TTARpwg
MapakaAoUpE XPNOIHOTTOIEIOTE KEQAAAIO YPAMUOTO KAl HNV OQAVETE KEVA I OTTAVTATE TIG EPWTAOEIG PHE TTAUAA
Each of these questions must be answered completely
Please use capital letters and do not leave blanks or answer the guestions with a dash

A YNMHPEZIAKH XPHZH / For internal Use

Ap10u6¢ ZupBoAaiou
Policy Number

Ap1Bp6g Atraitnong
Claim Number

Eidog ZupBoAaiou: ATopik6/Opadikd
Type of Policy: Individual/Group

Huepopnvia ARgng
Expiry Date

Kwdikég AogpaAioTh
Agent’s Code

AmraAAayn
Excess

1. ZTOIXEIA ZXETIKA ME TON AZ®AAIZMENO / Details related to the Insured

Ovopatemwvupo Ac@aliopévou
Full Name of insured

ApI1Bp6G TOUTOTNTAG
Identity card number

Aigbuvon TnAépwvo gpyaciag
Address Business telephone number
EmdayyeApa Ap1Bp6g KivnTOoU THAEPWVOU
Occupation Mobile telephone number

HAekTpovikn 81e0Buvon
E-mail address

Ap18p6g TnAgopoIOTUTTOU
Fax number

2. AEMTOMEPEIEZ ZXETIKA ME TO ZYMBOAAIO / Details related to the Policy

Ap18u6g ZupBoAaiou Hpepopnvia ARgng
Policy Number Expiry date

‘Exouv mAnpwbsi Ta ac@AaNIoTPq; Ap1Bp6g amodeiing
Has the premium been paid? Receipt number

ZuppBoAdiou.

Karéxere dAAo ZupBoAaio 1o otroio agopd kKaAuyn MpoowTrikwv Atuxnudarwy; Edv Nai dnAwoTte 6vopa Ac@aAioTikig ETaipiag kai a

Do you hold any other Personal Accident Policy? If Yes please declare the name of Insurance Company and Policy Number.

3. ZTOIXEIA ANA®OPIKA ME TO ATYXHMA / Accident’s details

Qpa
Time

T.M./Y. M
a.m./pm

Hpepopnvia aruxuarog
Date of accident

Totmobecia
Area

Emapyia
District

Describe in detail the circumstances under which the accident occurred.

MepiypdyeTe pe AETTTOPEPEIA TIG CUVOAKEG KATW ATTO TIG OTTOIEG OCUVEBNKE TO ATUXNHA.
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4. ZOMATIKEZ BAABEZ / Bodily injuries

‘Exete oupBouleuTtei yiatpo; Edav Nai TrapakaAoUpe SnAwoTte 6vopa Kal S1EUOuvVon 10TPIKOU KEVTPOU Kali yiaTpou.
Have you consulted a medical practitioner? If Yes, please give name and address of the medical center and doctor.

MapakaAoUpe SNAWOTE TO OVOUATEITWVUMO KAl TOV apIBUO TNAEQWVOU TOU/TWV OTOHOU/WV TTOU 00G HETEPEPE/AV OTO YIOTPO.
Please give full name and telephone number of the person/s who carried you to the medical practitioner.

NapakaAoUpe SWOTE CUVTOMN TFEPIYPAPH TWV TPAUHATIOHWYV TTOU £XETE UTTOOTEI WG ATTOTEAETHO TOU ATUXAHOTOG.
Please provide a brief description of the injuries sustained as a result of the accident

Moia @appOKEUTIKA Kol GAAN 10TPIKA @POVTiIda ocag 560nKE;

Which pharmaceutical and other medical care has been given to you?

5. AMAITHZH / Claim

Moio gival To cUVOAO TwWV 1aTPIKWYV 00G £§63wWV; MapaKAAOUHE ETTICUVAYETE TA TTPWTOTUTTA TIHOASYIA.
What is the total cost of your medical expenses? Please attach the original invoices.

INa 1rolo Xpoviko S1doTnua eicaoTe:
For what period are you:

Ao
From

Méxp1

a) kAiviipng;
a) Bedridden?

B) oAokANpWTIKA avikavog va EKTEAECETE TNV Epyacia oag;
b) Totally disable of performing your job?

Y) HEPIKWG aViKAVOG VA EKTEAECETE TNV EPYATIA OAG;
c) Partly disable of performing your job?

8) IKavog pévo yia eAappd kabkovTa;
d) Capable only for performing light duties?

6. IXTOPIKO / History

Zag £xel oupBei oTo TTapeABOV AAAO TTEPIOTATIKO Yia TO OoTroio yive 1) 8a yivel TAnpwun amé AopaAioTikn ETaipeia; Edav Nai,

TapakaAoUpe SWOTE AETITOUEPEIEG.

Did you have any other incident which was or will be paid by an Insurance Company? If Yes, provide details.




7. ZTOIXEIA ANEZAPTHTQN AYTOINTQN MAPTYPQN / Independent eye witnesses details

AwoTe ovopartemwvupo, S1e0Buvon Kal TNAEQPWVA, AVESAPTNTWY HAPTUPWV
Give full name, address and telephone numbers, of independent witnesses

OvopaTemwvupo Aig0buvon TnAépwvo

Full Name Address Telephone
1.
2.
3.
4,

8. AAAEZ AEMTOMEPEIEZ / Other Details

Av utrdpyel otroladnToTe AAAN TTAnpo@opia n otroia mMBAVOV va £TTNPEACEI TO XEIPIOCHO I TOV TEAIKO S10KAVOVIOUO TNG aTTaiThONG
TOPAKAAOUE VO TNV AVOPEPETE.
If there is any other information which may affect the operation or the final settling of the claim please report it.

9. YNMEYOYNH AHAQZH / DECLARATION

AnAwvw utretBuva 611 6Aeg o1 TTANPOPoOpPieg TOUu evTUTTOU auUTOU gival aAnBeig, akpiBeig kal TTARPEIG. ZTO OTASIO TG ATTAITRONG
atmrodnuiwong ocuykaratiBepal 6TTwg Trapéxw otnv Ac@aAioTiki Etaipia ALTIUS INSURANCE LTD (n Etaipia) Ta amroTeAéouaTa TWV
I0TPIKWYV KAl S10yVWOTIKWY HOU £SETACEWV Kal Bgpatreiwy yia agioAdynon amd Toug 1aTpoUg TTou cuvepyddovral pe Tnv Etaipia
TnPOoUHEVWY TwV diataiewv Tou Tepi Eme§epyaciag Aedopévwy Mpoowtrikou Xapakthpa (MpooTtacia Tou Atépou) Nouou 138(1)
Tou 2001, WG EKAOTOTE TPOTTOTIOIEITAI, HOVO OCWV BeSOUEVWV Eival EVTEAWG OUVAQPK KAl ATTOPAITNTA YIO OKOTToUg £§€Ta0ng TnG
amaiTnONg pou ot TepimMTwon mou n Etaipia kpivel 611 autd gival ammroAUTWG avayKaio yid va aImo@ooicel Kartd méco Ba pou
kataBdAel amodnuiwon pe Bdaon Toug 6poug Tou cupBoAaiou pou R/kal va kKaBopioel To UYog Tng amodnuiwong. MNMepeTaipw
egouoiodotw TNV Etaipia va amorabei ot omoladnmore ac@aAioTiKl eTaipia f/kal voonAeguthpia/ S1ayvwoTIKA KEVTIPA Trou
ouvepyadovral pe Tnv Etaipia yia wAnpo@opieg OXETIKA pE aO@AALIEG/ATAITACEIS TTOU giXa N éXw. To éviumo autd Exel
oUMTTANPWOEi a1rd gPéva R KAl KATOTTIV OSNyIWV MOU Kal TO £Xw eAéyel.

| hereby declare that the information provided by me in the context of this form is truthful, exact and complete. In the process of the
investigation/reimbursement of this specific claim | hereby authorize physicians that cooperate with ALTIUS INSURANCE LTD (the
Company), and in accordance with the Personal Dada Act 138 (I) and its consecutive reconsiderations, to provide all information’s that are
deemed necessary to the Company, for the investigation and possible reimbursement of this specific claim and according to the
policy’s general terms and conditions. | further authorize the Company to contact any insurance company or/and clinics/ diagnostic
centers that cooperate with the Company in relation to any insurance cover/claim | have or had. This form has been completed by me and/or
following my instructions and | have checked it.

Ymoypagr Ac@aAiopévou Hpegpounvia
Signature of Insured Date

Znu: XuumAnpwon np amodoxn Tou mapovrog Evrumou dsv ouvemdysrar avaAnyn su@uvng amd v ALTIUS INSURANCE LTD.
Note: The completion or acceptance of this Form does not imply admission of liability by the ALTIUS INSURANCE LTD.

10. NTAPATHPHZEIZ ANTINPOZQIOY / Agent’s Remarks




