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Insurance

Cyprus Choice

CLAIM FORM / ENTYT1O AMAITHZHX

Please complete and return this form with all supporting documentation via:
Email to: medicalclaims@cosmosinsurance.com.cy
Post to: Cosmos Insurance Company Public Ltd

P.O. Box 21770, 1513 Nicosia

MapakaAoUpE OTTWG CUMTTANPWOETE KAl EMOTPEWETE TO EVIUTIO AUTO Hadi ME OAA TA OXETIKA ATTOSEIKTIKA HECW:
HA. Taxu8popeiouv oto: medicalclaims@cosmosinsurance.com.cy
Tayv. otn 8icbBuvon: Koéopog Aopahiotiki Etalpeia Anpodoia Atd

T.©. 21770, 1513 Agvkwoia

Instructions:
Please complete all sections in full. Any claim form which is incomplete cannot be processed and will be returned for completion. A separate claim
form is required for each insured member making a claim.

PLEASE REMEMBER to submit this claim form together with original copies of all supporting, receipts and documents. Claims should be submitted
to us within the time period specified in your policy, otherwise they will not be considered eligible for payment or reimbursement.

Ob&nyisq:
MapakaAoLUE OTIWE CUMTTANPWOETE OAEC TIG EVOTNTECG. Ta €VTUTIA AMaitnong mou sival eANr 8ev 8a sEsTddovTal Kal 8a EMoTPEPOVTAL yid va
OLMMANPWBOOLV. ATTAlTEITAl EEXWPLOTO EVTULTIO ATTAITNONG YIA KABE Ao ANGCHEVO TIPOCWTTO TTOL LITOBAAAEL araitnon.

MHN =ZEXAZETE va UMTOBAAETE TO £VTUTIO ATTAITNONG CUVOSEVOUEVO ATTO OAEG TIG TIPWTOTLTTEG ATTOSEIEEIG/TIHOAOYIA Kal SikaloAoynTikd. Ot
ATTAITAOELG TTPEMEL va LITOBANOVTAL OE EUAG, EVTOC TOU AVAPEPOUEVOL OTO ATPAAIOTAPLIO GAG XPOVIKOL SIACTANATOG. Y€ AVTIOETN TTEpIrTTWOon,
ol araTAoELG Oa aEloAoyoLVTAL WE AKATAMNAEG yid TTANPWHA A armolnuiwon.

Use the checklist below to ensure:
XPNOILOTTOIEICTE TNV TTIO KATW AlGTa yia va Bepaiwdsite otu:

D All receipts, invoices, prescriptions, and referrals are attached. /
Emouvartovtatl OAEG ol anodeiEElg, TIHOAOYLA, IATPIKEG CLUVTAYEC KAl TTAPATTEUMTTIKA.

D The claim form is completed in full. /
To €vturo amaitnong sival 8EOVTWE CLUTANPWHEVO.

D The declarations are signed and dated. /
O BNAWOELG PEPOLV NUEPOUNVIA KAl Elval SEOVTWE LTTOYEYPAUUEVEG.

D The diagnosis has been confirmed and is either stated on the claim form or on the invoices. /
Ymdpxel emBeBaiwpevn didyvwon Kat yiveTal ava@opd o€ auTh, EITE 0TO EVTUTIO AMAITNONG E(TE 0TA TILOAOYIA.

SECTION A - Policyholder Details

In case of Group Policy, please provide main Insured’s Details.

MEPOZX A - Ztoixsia ZupBaAAoevoL

S MepImTwon opasikoL cLUBOAAIOL, TTAPAKAAOVUE OTTWCE CUUMANPUWOETE TIG ASTITOUEPEIEG TOL KUPIWG ACPAANGCHEVOU.

First Name / Ovopa Surname / EmiBsto Member ID Number / Ap. Kdptag Méhoug
Email Address / Aicubuvon HA. Taxudpopeiov | Telephone Number / Ap. TnAepuvou Date of Birth / Hugpopnvia Mévvnong
Address / AiebBuvon

Postcode / Taxudpouikog Kwdikag Town / MOAN Country / Xwpa

Please turn over to complete form / MapakaAw yupioTe oeABA yla VA CUUMANPWOETE TO UTTOAOLTTO EVTUTIO Page / ZeAida 1/6



SECTION B - Main Insured’s Details

Complete Section B if the main insured is different than the policyholder.

MEPOZ B - Ztoixsia Kupiwg Acpalicpévou

SOUMANPWOTE TNV EVOTNTA B, 0TNV MEPIMTWAON OTOL 0 KLPIWE ACPAACHEVOC SV €ival 0 (810G IE TOV UUBAAOUEVO.

First Name / Ovopa Surname / EmiBeto Member ID Number / Ap. Kdptag Méhoug
Email Address / AisuBuvon HA. Taxudpopsiov | Telephone Number / Ap. TnAspwvou Date of Birth / Hugpounvia Mvvnong
Address / AicbBuvon

Postcode / Taxudpopuikog Kwdikag Town / TOAN Country / Xwpa

SECTION C - Patient’s Details
MEPOZ I' - Ztolxsia AcOsvoug

First Name / Ovopa Surname / EmiBsto Date of Birth / Hugpopnvia Mévvnong

Telephone Number / Ap. THAEpwvoL Pre-Authorisation / Case Number (if applicable) / Mpogykpion / Ap. MeptotatikoL (OTou epappoletal)

Please complete all parts of the following table with the details of each invoice/receipt as a new “claim”, making sure to include the amount
charged on each.

MapakaloUE OTIWG CUMTTANPUICETE OAA TA TIESIA TOU TTIO KATW TTVAKA TTAPEXOVTAG ASTTTOUEPELEG TOU KAOE TioAoyiou/armédsiEng os Eexwplotn
«araitnon» Kat BERAWOEITE 0TI EXETE GUUTTEPIAABEL TO TTOGO TO OTTOIO EXEL XPEWOEL

CLAIM 1/ AMNAITHZH 1

Provider’s Name / Ovopa Mapdyou Date of Service / Hugpopnvia Aqing vrinpsoiag

Amount Charged / Xpsw8gv mocod Has this bill been paid by you? / D D
MAnpwoate £o0sig avTo Tov Aoyaplacuod; YES/NAI NO /OXI

Date first symptoms appeared / Date the first time you saw a doctor or received treatment for this condition/

Huepopnvia EReAVIONG TwV TPWTWY CUUTTTWHATWY illness/injury / NoTe £xeTe GUPBOUVAEVTEL YL TTPWTN POPA TOV LATPO 1

Tpate Bspansia/mepi®ain yia avthyv tnv madnon/acgveia/atoxnua

Details of any previous treatments for this condition/illness/injury /
\ETTTOUEPEIEC TIPONYOLHEVNG BEpareiac/mepiB@aPng/BpameuTIKAG Aywyng Yia auTr] TNV Td8non/acBEvela/TpaupaTiono
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CLAIM 2/ AMAITHZH 2

Provider’s Name / Ovopa Mapoyou Date of Service / Hugpopnvia Ayng vrmpeoiag

Amount Charged / Xpsw8gv 1moco Has this bill been paid by you? / D D
MANpWoaTte €0l autd ToV AOYAPIAoHO; YES/NAI NO /OXI

Date first symptoms appeared / Date the first time you saw a doctor or received treatment for this condition/

Hugpopnvia epgaviong Twy MPWTWY CUUMTWHATWY illness/injury / MoTe €xeTe CUUBOLAEDTEL YIA TIPWTN POPA TOV LATPO

Tnpate Bsparsia/mepiBain yia avthv tnv mdénon/acdsveia/atiyxnua

Details of any previous treatments for this condition/iliness/injury /
N\ETTTOUEPELEG TTPONYOVEVNG Bpameiag/mepiOaAPnG/BepaTTeLTIKNG AYWYNG YIA AUTH TNV TIAONON/A0OEVEIQ/ TPAVHATIONO

CLAIM 3/ AMNAITHZH 3

Provider’s Name / Ovopa Mapdyou Date of Service / Hugpopnvia Afying vrinpesoiag

Amount Charged / Xpgw6ev mocod Has this bill been paid by you? / D D
MAnpwoate £osi¢ avto Tov Aoyaplacpod; YES/NAI NO /OXI

Date first symptoms appeared / Date the first time you saw a doctor or received treatment for this condition/

Huepopnvia eppaviong Twy MpWTWY CLUMTWHATWY illness/injury / MoTe €xeTe CLUBOLAEVTEL YIA TIPWTN POPA TOV LATPO

mpate Bepareia/mepi®ain yia avthyv Tnv madnon/acbévela/atvxnua

Details of any previous treatments for this condition/iliness/injury /
\ETTTOUEPELEG TTPONYOVEVNG BEPpameias/mepiOaAPnG/BepareLTIKNG AYWYNG Yid AUTH TNV TTAONCN/A0OEVEIQ/ TPAVHATIONO

SECTION D - Claim Reimbursement Details

MEPOZ A - NMAnpopopicg yia KataBoAn Ammolnpiwong

Who should the payment be made to? Payment to medical provider (e.g. Hospital/Specialist)

S ToloV TIPEMEL va kataBAnBsi n mMAnpwun? H mAnpwpr TIpEmel va kataBAnBei oTov 1Iatpikd TIapoxo ( X NoCOKOUEIO/EISIKO)

Payment must be made to the Policyholder/ Main Insured
H mAnpwpn peETel va KataBAnBsi otov ZupBaropevo/ Kupiwg Acpaliopgvo

Preferred Payment Method / EmOupNTOG TpOTIOog MANPWHAG Cheque / Emrayn D Bank Transfer / Tpame{iké EpBacua D

For bank transfers, please provide bank details below.
Z TNV MEPUTTWON TPATTEJIKOU EUBACHATOG, TTAPAKAAOULE OTTWG TTAPEXETE TIG TTO KATW TPATTEJIKEG AETTTOHEPELEG.

Name of Account Holder as it appears on your bank statement / Ovopa tou Katdxou Tou Aoyaptacpol Omwe avTto sRgpavideTal otny KAtaoTaon Aoyaplacpon oag

IBAN (applicable for all EUR payments) / IBAN (epappoleTal og OAEG TIG TIANPWHES o Eupw)

Bank Account Number / AptOpog Aoyaptacpov SWIFT Code / Kwdikdg SWIFT

Sort/Branch Code / Kw8ikog Mapapthuatog (Kwdikog Sort) Name of Bank/Financial Institution / Ovopa TpdneZag/TpamslikoL I8pLpatog

Please turn over to complete form / MapakaAw yupioTe oeABA yla VA CUUMANPWOETE TO UTTOAOLTTO EVTUTIO Page / ZeAida 3/6




SECTION E - Using your Personal Information and
Declaration of Truth

PRIVACY INFORMATION

In order to manage a claim, Cosmos Insurance and its associates such
as Re-insurers, Third Party Claims Administration companies, insurance
intermediaries etc. may need to process categories of personal data
which have additional protection under provisions of the Law 125(l) 2018
such as medical records and other medical information. Your consent to
this processing is necessary to achieve this. If the personal data relates
to one of your dependents, you must also confirm their agreement

to you sharing their personal data with Cosmos Insurance and its
associates.

The personal data will be used only for the purposes for which it

was collected. The personal data will be stored in Cosmos Insurance
databases and also in the database of its associates who assist in
claims handling (Third Party Claims Administration). The data will always
be processed in accordance with Cosmos’s privacy policy, available

at www.cosmosinsurance.com.cy/el/terms. If you require any further
information please contact Data Protection Officer by emailing
DPO@cosmosinsurance.com.cy or writing to the Data Protection
Officer, Cosmos Tower, 46 Griva Digeni Avenue, 1080 Nicosia, Cyprus.

Please indicate your consent by ticking the box below:

| expressly consent to Cosmos Insurance processing categories
of personal data about me and/or my dependents which have
additional protection under data protection law, such as medical
records and other medical information.

| may withdraw my consent at any time. However, if my consent is
withdrawn, this may impact the company’s ability to provide insurance
or pay claims.

DECLARATION OF TRUTH

By agreeing to these Terms & Conditions, you certify that to the best
of your knowledge and belief, this claim submission does not contain
any false, misleading or incomplete information. If a claim is wholly or
partially fraudulent or intentionally exaggerated or if fraudulent means/
devices have been used we will not pay any benefits in relation to that
claim. In addition, the amount of any claim settlement made prior to the
discovery of the fraudulent act or omission will become immediately
repayable. A fraudulent claim may result in a criminal prosecution.

| agree to the terms and conditions

SECTION E - Xpnon twv MNpocwmkwv cag AsSopEvwy
kat AhAwon AAROsiag

MAHPO®OPIEZ AMTOPPHTOY

lMa va €ipacTe og BE0n va XEIPIOTOVHE OTTOIAdATOTE armaitnon, 8a TpETsl
SUEIG KAV CLUVEPYATEG HAC OTTWC AVTACPANOTEG, ETAIPEIA Slaxeiplong
ATTATAOEWY, ACPANOTIKI COUBOLAOL KTA VA EMEEEPYACTOVHE KATNYOPIEG
TIPOCWTTIKUWV SESOUEVWY, Ol OTTOIEG LTTOKEIVTAL OE EMITPOCOETN
TTPOOTAGIA COUPWVA LIE TN VOROBESIA TIEPT TIPOCTACIAC TTPOCWITIKWY
B5EB0UEVWY, OTTWGE APXEIA LATPIKOV I0TOPIKOL Kal A IATPIKA SE60pEVA.
Ma avtn v eme€epyaaia, N cLYKATABEDN oag sival armapaitnTn. TNV
TTEQUTTWON OTTOL TA TTPOCWITIKA §£80UEVA APOPOLY EEAPTWHEVO OaG
TTIPOOWTTO, TIPETEL VA EMPBERAUWOETE OTL TO EEAPTWIEVO OAG TIPOCWTTO
OLYKATATIBETAL OTNV KOWOTTOINGHN TWV TTPOCWITIKWY TOL SESOUEVWY aTTd
£04C TTPOG EUAG KAV CLUVEPYATEG LAC.

Ta MpoowTika oag 6e6opgva Ba Xpnotiomoin8oly HOVo yia Toug
OKOTIOUG Yl TOLG OTTOIOLG £XO0LV CLAEXTEL apXIKa. Ta TTPOCWITIKA
8edopgva Ba puAayToLy os Baon dsdopévwy Tou dlatnpel n Kéopog
ACQANOTIKN OTTWG Kal o Bdaon 6£80UEVWY TTOL SlATNPOVV CUVEPYATEC
pag mou acxoAobvTal pe TV Slaxeipion ararthoswyv. Ta sdopéva

Ba eneEepyadovtal TTAVTOTE CUUPWVA HE TNV TTOATIKE TTPOCWTTIKWV
8edopgvwy TN KOopog AcpaloTikn, N orola sival 8tlabgoiun otnv
1oTooeNiSa www.cosmosinsurance.com.cy/el/terms. Av €xete
OTTOIa8ATIOTE aropia, WIMTOPEITE va EMKOWWVACTE HE Tov YTIELBLVO
Mpootaociag Mpoowmikwy Asdopgvwy TN Etaipeiag, amoctéMNovtag
ETMIOTOAN HECW NAEKTPOVIKOL TaxLdpoueiov otn SievBuvon
DPO@cosmosinsurance.com.cy Il armooTEAOVTAG EMOTOAr OTOV
YrebBuvo Mpootaociag Mpoowmkwy Asdopgvwy otnv diebBuvon
Cosmos Tower, I'piRa Atyevn 46, 1080 Asukwola, Kbmpoc,.

MAapAKAAEIOTE OTIWG CNUEIWOETE TO IO KATW KOUTAKL TIPOG

smBePaiwaon TG oLYKATABECNC 0ag:

D Tuykatati®spal pnta otny snegepyaocia ano tnv Kéopog
ACQANCTIKF KATNYOPLWY TIPOCWTTIKWY 8EE0UEVWV TTOL APOPOLY
gpéva N sEAPTWHUEVA oL TIPOOWTIA, TA OTTold TLYXAVOLV
EMMPOCBETNG TIPOOTACIAG CUHPWVA LIE TO VOO TTEPL TTpooTaciag
TIPOCWTTIKWY 8EE0UEVWY, OTTWG APXEIA LATPIKOL IOTOPIKOL Kal
AMa latplkd dsdopgva.

Exw Sikaiwpa va armocLpw Tr cLYKATABESK oL avd TTAca oTiyun. Ev
TOUTOLC, AV ArfooLPW TN CLYKATABECHN oL, AVTO BA EMNPEACEL TV
KavoTnTa NG Etaupsiag va mapgxsl acpahon ) va MANPWVEL arnatthosLg.

AHAQZH AANHOEIAZ

SUHPUVWVTAG HE TOLG Tapovteg Opoug kat Mpolnobeaoelc, BEBAIWVETE,
€€ bowVv yVwpIlete Kal TMoTELETE, WG N uToBANBsica armaitnon &sv
repIEXEL PELBEIC, TapamAavnTIKEG 1) EAAIEIG TANpopopIes. Asv Ba
kataBaloupe kapia amolnuiwon os oXEon e araitnon n oroia sival,

£V HEPEL I €8’ OAOKANPOUL, SOAIA 1 OKOTTIHA LTTEPBOAIKH 1 EQV yla TNV
araitnon avth £xouv Xpnotporoln8si Yeudr) HECQ/TPOTTOVTTAPACTATELC.
Mepaltépw, oTnV MEPITTWON OTTOL £XOLKE SIEVOETAOEL TNV araitnon

oag mptv ard TNV avakaAuyn tng 86AAG TTPAENG N TTAPAASWNG oag, To
OO TToL KATABAAAUE KaBiotatal AUECA EMOTPENTED ATTd £0AG OE EUAG.
AOAla araitnon duvatal va o8nyrost € TTOWIKN SIWEn.

SUYKATATIOEPAL OTOLG OPOLG KAl TIPOUTIOBETEIG

Policyholder’s Signature

Date

Ymroypapn ZupBarAopsvou

Huepopnvia

Main Insured’s Signature

Date

Yrmoypapn Kupiwg Acgpalicpuévou

Huepopnvia

Please turn over to complete form / MapakaAw yupioTe oeABA yla VA CUUMANPWOETE TO UTTOAOLTTO EVTUTIO
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Section G and H are to be completed by the treating doctor in BLOCK CAPITALS unless your invoice(s)/receipt(s) contain details of the diagnosis
as well as the nature of your treatment.

Ot evotnTeg Z Kat H Tp€meL va cupmAnpwvovtal ard tov Osparrovta latpd pe KEGANAIA FTPAMMATA, skt66 kat av to(a) TipoAoyo(a)/n (o)
armodeIEn (£1G) MEPLEXEVOLV AETTTOHEPEIEG OXETIKA HE T Sldyvwon Kal T ¢pUon tng Bsparnsiag/mepi®aAPng/OsparmsuTiKnG aywyng oag.

SECTION F - Medical Provider’s Details
MEPOZX =T - Ztoixsia Osparmovrtog latpou/Mapoyxouv

Name of Doctor/Specialist /
Ovopa latpoV/EdikoL

Name of Hospital/Clinic /
Ovopa Noookopeiou/KAVIKAG

Email Address /
AlebBuvon HA. Taxu&popeiov

Address /

AlgbBuvon

Telephone Number / Fax Number /

ApBLOC TNAEPWVOUL ETTIKOIVWVIAG ApBu6C TnAsopoloTLTToUL (PAg)

SECTION G - Medical Details
MEPOZX Z - latpika Ztotxsia

Indicate type of condition / Acute / D Chronic / D Acute Episode of Chronic/ D
YrodeiEte OO MABnong OEtsla Xpovia OEL eMe100610 XpdVIAG TABNong

Date of onset of illness/symptoms /
Huepopnvia ekNAwWaGNG TNG ACBEVELAG/TWY CUUTTTWHATWY

Please provide full details of the symptoms/medical condition requiring
treatment /

MapakaAoLHE TTAPABECTE TTANPN OTOIKELQ TWV CUMMTWHATWV/TNG LATPIKAG
TIAénong ov arattel Bspareia

Date first consulted for illness/symptoms /
Huepopnvia mpwIng lAaTPIKnG cLUBOLANG/EMoKeEWNG yia TNV acBevela/Ta
ouuTTWHATA

Has the patient suffered from this condition previously? / ,
. . , . , Yes / Nat No / Oxt
O aoBevng €MAcye Ao AVTH TNV TTABNGCN OTO TTAPEABOV;

If YES, when? /
Av NAI, 1oTe?

Are you aware of any treatment given for this or any related illness in the past? /
MNwpiCste av xsl mapaoxeOei omoladnoTe TepIBain yia Tnv Yes / Nau
QVTILETWITION TNG TTABNONG AUTHG I OXETICOHEVWY TTABNCEWY OTO TIAPEABOV;

[]
[]

No / Oxt

If YES, please provide details /
Av NAI, TTapaB£0TE AEMTOUEPELES

Is it likely to reoccur? /

Yméapxet evéeXOuEVO va skENAwBEl Eava? Yes /Nau

No / Oxt

Does it need rehabilitation? /

, a Yes / Nat
Xpelagetal arrokataoctaon?

No / Oxt

Is it permanent? /
Eivat poviun?

L) O

Yes / Nat No / Oxt

Does it need long term monitoring, consultations, check-ups, examinations
or tests? /

Xpeldletal LakpoTpoBsoun TTapakoAoLONoN, [ATPIKA CUUBOLAN, EAEYXOUG,
€EETAOEIG | AVAAVOELG?

Yes / Nau No / Oxt

]| O
[]

Please turn over to complete form / MapakaAw yupioTe oeABA yla VA CUUMANPWOETE TO UTTOAOLTTO EVTUTIO Page / ZeAida 5/6



Applicable to maternity cases only.
EpapHodsTal HOVO GE TIEPUTTWOELG HNTPOTATAG.

Expected Delivery Date /
AvapEVOUEVN NUEPOUNVIA TOKETOV

Is the pregnancy a result of assisted conception/in-fertility treatment? /
Elval n sykupooLvn armotéAeopa vmoRon8oLuevng cLANNYNG/Bspareiag Yes / Nat D No / Oxt D
UTTOYOVILOTNTAG?

If YES, please provide details /
Av NAI, TTapaB£0TE AEMTOUEPELES

PLEASE SIGN AND AUTHENTICATE WITH AN OFFICIAL STAMP
YMNOrPAWTE KAI ENIKYPQZTE ME EMIZHMH Z®PArIAA

Physician Signature & Official stamp of Medical Provider / Date / Hugpopnvia
Yroypaen latpol & Emionun oppayiéa latpikod Mapdxou

(s cosmos

Insurance
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