W\
GOPMYJIAP 3A 3ACTPAXOBATEITHA

Please complete this form in BLOCK CAPITALS. You can also use our MyHealth Digital Services to submit your claim online:
www.allianzcare.com/en/myhealth.html

Mons, nonbnHete To3u chopmynsp ¢ FNABHU BYKBU. Moxete aa usnonasarte v Hawwute Jurutantm yenyrn My Health, 3a aa nogagete npeteHumsTa
Bw oHnaiH: www.allianzcare.com/en/myhealth.html

a Don’t forget: You must submit your claims within the claiming deadline set out in your Benefit Guide, available at
https://my.allianzcare.com/myhealth/login

He 3abpaesiite: TpsbBa ga nogasate npeteHuunTe By B pamkuTe Ha nepuoaa 3a nofaBaHe Ha UCKOBe, yka3aH BbB BalueTto PbkoBOACTBO
3a norau, koeTo ce Hammpa Ha: www.allianzcare.com/en/myhealth.html

POLICYHOLDER'S DETAILS / JAHHU HA 3ACTPAXOBALLUA

Policynumber/HomepHanonmua‘ | | | | | |

Date of birth (dd/mm/yyyy) / [aTa Ha paxaaHe (GL/MMITTT)

First name / CobcTBeHO ume ‘ | | | | | |

Sumome/‘bammnma‘ | | | | | | | |

Correspondence address / Aipec 3a KopecroHAeHLMs

Telephone number / Tenecpor 11 200 COon e

email/wvein| | | [ [ | [ [ [ [T LLIT]

Do you have any national/public or state provided health insurance cover in your home country or country of residence e.g. National Health Insurance? / Mmate nun
HsIKakBO HaLMOHaNHO/My6IMYHO UMK [bPKABHO 3APaBHOOCUIYPUTENHO NOKPUTUE BbB BaluaTa Abpxasa unu B Abpxasata no MectonpebuBaBaHe T.e. JbpkaBHO 3paBHO OCUrypsiBaHe?
Yes/fa O No/HeO

If Yes, please name the cover provided. Please give your reference number/identifier with the state. / Ako ,[a“, Mons, npegcraBeTe kakeo e NOKpUTUETO 3aefHo ¢ Balums
pecbepeHTeH HoMep/ugeHTUdKaTop 3a Abpkasata.

PATIENT'S DETAILS (IF DIFFERENT FROM POLICYHOLDER) /
OAHHU 3A NALUUEHTA (AKO E PA3ITUYEH OT 3ACTPAXOBALLIUA)

Firstrame /Cosersesowmve | | | | [ [ [ [ [ [ | [ [ [ [ [ [ [T T[T LTI TI[]]

suname /@awawn | | | | [ [ [ [ [ [ [ [ [ [[[ L[ LLLTTEELIT L]

DOteOfbirth(dd/mm/yyyy)/ﬂaTaHapa)KLlaHe(}ZlIZl/MM/I'I'I'I')‘ | ‘ ‘ | ‘ ‘ | | | ‘ Gender /lMon Male / Mbx (I Female / Xena (I

PAYMENT DETAILS / JETAWNN HA NNALLAHE

Option 1/Bapuant1:  Payment to medical provider* (e.g. hospital, specialist) / MnaLyaHe Ha neyebHoTO 3aBeaeHue (Hanp. GonHuua, cneuvmanuet* [
The bank details requested below are not required for this option / MocoyeHnTe no-fony 6aHKoBM AETaNM HE Ce M3UCKBAT 3a Tasu onuus

Option 2 /Bapuant2:  Payment to policyholder / Mnaliate Ha 3acTpaxoBalyys [

Preferred payment method / MpegnoyuntaH HaumH Ha nnawlaHe: Bank transfer / 6aHkos mbt** [J Cheque / vex™* [

Please specify the currency you would like to be reimbursed in (and ensure that your bank account supports it) /
Mons, nocoyeTe BanyTara, B kosito 6uxte xenanu fa Bu 6baat BbacTaHoBeHu pasxoauTte (npoBepeTe fanv Balwara 6aHkoBa cmeTka nogabpxa usbparara sanyta).

Name of bank account holder as shown on your bank statement / TuTynsip Ha cMeTkaTa, kakTo € yka3aHo Ha u3BneyeHusTa ot baHkoBaTa Bu cmeTka

Account number / Homep Ha cwetka | T T T T I

BIC/Swift code / BIC/ Swift kog™**

IBAN (where required) / IBAN (kbaeto ce navcksa)***

Sort/branch code / Homep Ha baHka/knoH ‘

Name of bank / Vime Ha 6aHka ‘ |

Bank address / Aapec Ha baHka

Allianz ()



If you are aware of any additional information required in order to process international transactions within your country (e.g. agency code, tax ID),
please list below / Ako umaTe Hsikaka JOMbIHUTENHA MHGOPMaLWs, HeobXxoanMa 3a U3MbIHEHWe Ha MEXAYHAPOLHM TpaH3aKLMK BbB BaluaTta cTpaHa (Hanpumep Kog Ha areHums,
[AaHbYeH HoMep), Mons NocoYeTe A TyK:

Swift code of intermediary bank (where applicable) / Swift - ko Ha 6aHkaTa-KOpeCNOHAEHT (KbAEeTOo ce npunara):

* If you have not already paid the medical provider. / Ako He CTe nnaTimM Ha JOCTaBYMKa Ha MEAULIMHCKY YCryTiA.

**  For bank transfer, please provide bank details. / 3a nnatyaxe no 6aHkos mbT, nocoyeTe AeTaitnm Ha GaHkaTa.

***  Cheques payable to the policyholder will be sent to the correspondence address provided in section 1. / Yekoe, n3gazieHn Ha 3acTpaxoBalLys, Le Ce 13npaLlaT Ha agpeca 3a KOpecroHaeHLMs!,
yKka3aH B pasgen 1.

w3 |f your bank is within the EU, or if your specific country requires an IBAN (e.g. Qatar, Saudi Arabia, Angola, Tunisia, Turkey), please supply both your IBAN and BIC/Swift code to
facilitate the payment of your claim. / Ako 6aHkata ce Hamupa B EC v /unu B cTpaha, kbaeto IBAN e Heobxoaum (Hanpumep Cayautcka Apabus, Arrona, Katap, TyHuc, Typuust), Monsi nocouete Baluus
IBAN v BIC / Swift ko, 3a fja ce ynecHu nnallaHeTo Ha Batata npeTeHums.

CLAIM DETAILS / BAHHU 3A 3ACTPAXOBATENHATA MPETEHLIUA

Please complete all parts of the following table with the details of each invoice/receipt. Please note that for costs incurred in China, you must submit a FaPiao
invoice. If your invoice/receipt does not include the diagnosis/medical condition, you must give this information below. If there is not sufficient space in the table
below, please provide details on a separate page. / Mons, NonbnHeTe BCUYKM KONOHM OT AonHaTa Tabnuua ¢ peksuanTiTe Ha Besika dakTypa / keutaHuus. Mons, o6bpHeTe
BHUMaHWe, Ye 3a pa3xoau HanpaBeHu B Kutai, Tpsibea aa nogaaete,FaPiao” dhaktypa. Ako Baluata akTypa / KBUTaHLMS He BKMIOYBA AMarHo3a/ MeaMLMHCKO CbeTosHWe, Bue Tpsbea aa
nocouTe Tasu HdopmaLms no-gony. Ako He pasnonarate ¢ OCTAaTbYHO NPOCTPAHCTBO B Tabnuuara no-[ony, Mons npeactaseTe noapobHOCTUTE Ha OTAENHA CTpaHuLa.

Description of expense/ Diagnosis/medical condition Provider’s name Amount Currency Have you paid
treatment [varHo3a/ MEAULMHCKO CbCTOSIHME. /me Ha poctaBumka charged BanyTa this bill?

OnucaHue Ha pasxoauTe/ NeYeHneTo. HauncneHa cyma lnatunu nu cte
Ta3n dakrypa?

Yes /[a [J
No /He[]

Yes /[a OJ
No /He

Yes/[Ha (]
No /He [

Yes /[a [J
No /He[]

Yes /Ha (I
No /He

Total Amount of Expenses / O6Lya CTONHOCT Hapa3xoauTe

(Please note that the total displayed here is only accurate when all invoices are issued in the same currency. If you are
claiming costs in different currencies, please ignore the total amount displayed / Mons 06bpHeTe BHUMaHKe, Ye obata
CTOIHOCT TYK € BanuHa camo KoraTo BCUUKY (hakTypu ca U3fafieHu B eHa 1 Cblla BanyTa. AKO xenaeTe 4a Bb3CTaHOBUTE pa3xoau,
nnaTeHu B Apyr BUA BanyTa, He nombnsaiite rpacdha O6Lya cToiHoCT)

In what country did the treatment take place? / B kosi fbpxaBa e npoBeAeHO NeyeHneTo?



Claims related to an accident or injury / 3acTpaxoBaTenHu NpeTeHLUH, CBbP3aH ChC 3M0NONYKa UMK HapaHsBaHe
Is this claim related to an accident/injury? / Tasu npeTeHLMst CBbp3aHa v e CbCe 3nononyka/HapsiHsBaHe? Yes/fa O No/HeO

If yes, please complete the following / Ako ,4a“, MONs NOMbHETE CNEAHOTO:

Date of accident/injury (dd/mm/yyyy) / [laTa Ha 3anononykara/HapaHssaHeTo (I/MM/TTT) ‘ | ‘ ‘ | ‘ ‘ H | | ‘

Details of the accident/injury / [leTaiinu Ha 3anononykata/HapaHsiBaHETO

Do you have any other insurance policy (e.g. Travel insurance)? / ViMaTte nu apyra 3acTpaxoBaTenHa nonuua (Hanpumep: sactpaxoska npu mbtyBake) Yes/[la [0 No/He[d
If yes, please complete the following / Ako ,0a“, MONs NOMbHETE CNEAHOTO:
Name of the insurer / ime Ha 3acTpaxosatens

policy number /Howepwanoma | | [ [ | [ [ [ [ [ [ [ L[

Was the accident/injury caused by a third party? / 6etue nu 3anononykata/HapaHsiBaHETO NpUYMHEHO/a/ OT TpeTa cTpaHa? Yes/fa O No/HeO
If yes, please complete the following / Ako ,4a“, MONs NOMbHETE CNEJHOTO:
Name of the third party / ime Ha TpeTaTta cTpaHa

Name of the third party insurer / ime Ha 3acTpaxoBatens Ha TpeTaTa cTpaHa

Thirdpartypolicynumber/HOMepHaI'IOJ'IVIL[aHaneTaTaCTpaHa‘ | | | | | | | | H | | | H | | | | | | | | | | | | | | ‘

Please send us a copy of the police report if available to: / Mons, uanparere H1 konve oT NONMULENACKUSA OTHET, aKO UM TaKbB, Ha:
claims.recoveries@allianzworldwidecare.com

Sections 5 and 6 are to be completed by the treating doctor unless the information is detailed in the supporting documentation

(e.g. receipts or invoices) / Pasgenu 5 1 6 aa ce nonbnHAT OT NeKyBaLmMs nekap, oCBeH ako MHopmaumsTa He e onMcaHa B noakpenswiara
BOKYMeHTaLus (Hanp. KBUTaHUMK Unu dakTypm)

MEDICAL PROVIDER'S DETAILS / AETAANN 3A JOCTABYUKA HA MEOULIMHCKATA YCIYTA

Name of doctor/specialist / ime Ha nekap/cneypanuct

Quolifications/credentials/KBanMdJMKauMM/aer,qMTauwﬂ‘ | | |

Name of hospital/clinic / Vime Ha 6onHuua/knuHrka

Address / Anpec ‘

Telephone number / Tenedox

COUNTRY COD! AREA COD
Faxnumber / dakc KO HA JTbPXABA D:I:I:lj KO HA OBfIACT

Email/wern [ | | [ | | [ [ [ [ [ [ ][]

Applicable to physiotherapy/psychotherapy claims only. Please provide full referral details:
OTHacs ce camo 3a npeTeHLm 3a chnsnoTepanus/neuxotepanus. Mons, nocodeTe BCUYKW AeTainN Ha HanpaBneHneTo:
Name of referring doctor / Ime Ha nekap, #3gan HanpaeneH1eTo

COUNTRY CODE \REA CODE
Telephone number / Tenegox KO,’[HA;’,EP)&\’ABAI:I:I:I:Ij xon »‘«O%,"’CT‘ | | H | ‘ ‘ H | | | | | | | | | | | | | | ‘

Date of referral (dd/mm/yyyy) / [laTa Ha Hanpasnenueto (aghmirm) |




6 MEDICAL DETAILS / MEAULINHCKA UHOOPMALIUA

Indicate type of condition / [ocoyeTe TUN Ha CbCTOSHME:

Acute / Octpo OJ Chronic / XporuyHo [ Acute episode of chronic / OcTbp enusog Ha xpoHu4Ho 3abonssare [

Please provide full details of the symptoms or medical condition requiring treatment :
Mons, nocoyeTe NbyiHa MHGOPMaLMs 32 CUMNTOMMUTE UN GONECTHOTO ChCTOsIHME, KOETO M3NUCKBA NeYeHue

ICD9/10 code/DSM-IV / koa no MKB /DSM-IV m

Details of the symptoms/medical condition / nHopmauus 3a cumnTomuTe Uk 6ONECTHOTO CLCTOSHNE

NN EE.

EEEEEEEEEEEEEEEEE NN EEEEEEEEEEE

e et
?

On what date did the patient first present these symptoms to you? (dd/mm/yyyy) / Ha kosi faTa 3a npbB nbT Bu Gelle cbobLLeHo 3a Tean CUMNTOMM OT naupeHTa? (G4/MMITTTT)

On what date would the first onset of symptoms have been apparent to the patient? (dd/mm/yyyy) / Ha kosi iaTa 3a NpbB MbT ca ce NosBUIN CUMNTOMUTE Mpy naumeHTa? (AyMMITTT)

Has the patient suffered from this condition previously? / MauueHTsT cTpagan nu e 0T Toa 3abonsBaHe npean? Yes/fa O No/HeO

If Yes, when? (dd/mmyyyyy) / Ak a‘kora? @ammwrrry | [ [ ] ]

Are you aware of any treatment given for this or any related illness in the past?
VimaTte nu nHopmaLs 3a neveHme, okasBaHo 3a TOBa UNM pyro CBbp3aHo 3abonssaHe npean? Yes/fa O No/HeO

If Yes, please provide details / Ako [la, nocoyete aetannm

Is it likely to re-occur? / ima nu BepoSTHOCT Aa ce NposiBv OTHOBO? Yes/fa O No/HeO
Does it need rehabilitation? / 3abonssaHeTo uancksa nu pexabunutauus? Yes/fa O No/HeO
Is it permanent? / 3abonsBaHeTo NepMaHeHTHO Nn e7? Yes/fa O No/HeO

Does it need long-term monitoring, consultations, check-ups, examinations or tests?
3abonsBaHETO M3KCKBA MU NPOABIKUTENHO HABMIOAEHNE, KOHCYNTaLUK, U3CNeaBaHus, Nperneamn unm Tectose? Yes/Oa O No/Hed

Applicable to cases of pregnancy only / lpunara ce camo 3a cny4aun Ha 6GpeMeHHOCT:

Estimated date of delivery (dd/mm/yyyy) / O4akBaHa gata Ha pa»(naHe(u,u/MM/rrrr)‘ | ‘ ‘ | ‘ ‘ | | H ‘

Is birth of a single baby expected? / bpemeHHocTTa eaHonnoaHa N1 e? Yes/Oa O No/He

If twins/multiple babies are expected, is the pregnancy a result of medically assisted reproduction?
AKo ce ovakBaT 6nmaHaLm/MHorobpoitHu Gebeta, BpeMeHHOCTTa pe3ynTaT v € Ha MEANLIMHCKY acucTpaHa penpoayKLns? Yes/Oa O No/HeO

If Yes, please provide further details / Ako [la, Mons, faiite no-noapo6Ha nHdopmaums

Applicable to dental treatment claims only / OTHacs ce camo 3a npeTeHUMM 3a 3b6oneyeHue:

Was the patient suffering from dental pain at the time he/she visited you for treatment?
B momeHTa Ha noceLLeHreTo npu Bac, nauneHTsT cTpagatue nv ot 3b6o6on? Yes/fa O No/HeO

Please sign and authenticate with an official stamp. / Mons, noanuwwerte 1 3aBepeTe ¢ oduLManeH nevar.

Official stamp of medical provider
OdnupaneH neyat Ha JOCTaB4YMKa Ha
MEAULIMHCKM yCryriA

@ Doctor's signature / Mognuc Ha nexap

Date (dd/mm/yyyy) / [ata (amMwIrrT) ‘ | “ | ‘ ‘ | | | ‘

7 WE CARE ABOUT YOUR PERSONAL DATA PROTECTION /
HUE CE FrPVXXMUM 3A 3ALLUTATA HA TUWYHUTE BU JAHHU

Our Data Protection Notice explains how we protect your privacy. This is an important notice which outlines how we will process your personal data. You should
read it before submitting any personal data to us. To read our Data Protection Notice, visit: www.allianzcare.com/en/privacy.html

HalwueTo n3BecTve 3a 3aluTa Ha AaHHM 0BSICHsBA Kak 3alluTaBaMe NOBepUTENHOCTTa Bu. ToBa e BaxHO 13BECTIE, KOETO 04epTaBa Kak Lie obpaboTBame Balumte nuiHu faHHN.

Bvie TpsibBa Aa ro npoyeTeTe npeau Aa HW u3npatute NiHM AanHu. Mocetete: www.allianzcare.com/en/privacy.html

Alternatively, you can contact us on + 353 1 630 1301 to request a paper copy of our full Data Protection Notice. If you have any queries about how we use your
personal data, you can always contact us by email at: AP.EU1DataPrivacyOfficer@allianz.com

CulLo, MoXeTe fja ce cBbpxeTe ¢ Hac Ha + 353 1630 1301, 3a a nouckaTe xapTUEHO KOMKWE OT MbIHOTO M3BECTME 3a 3aLL1Ta Ha NINYHU AaHHWU. AKO MMaTe HSKaKBM BbMPOCK OTHOCHO Kak
n3nonasame Balumte NUYHK AaHHK, BUHAMM MOXeETE [ja Ce CBbPXETe C Hac Mo enekTpoHHa nolwa Ha: AP.EU1DataPrivacyOfficer@allianz.com
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DECLARATION / AEKINAPALUA

| certify that to the best of my knowledge, this Claim Form does not contain any false, misleading or incomplete information. | understand that if this claim is found
to be fraudulent, in whole or in part, the contract will be cancelled from the date the fraud is discovered and | may be liable to prosecution.

YocToBepsABaMm, Ye OKOSKOTO MY € U3BECTHO, HACTOALMST (hOPMymAp 3@ 3acTpaxoBaTesiHa MPETEHUMs He Chbpxa HEBAPHA, NOABEXAALLA UM HeMbHa UH(opMaLys. Pasbupam,
4e aKo TO3M MCK € CYETEH 3a HEBEPEH U3LAMO UMK YacTUYHO, JOTOBOPBT Liie Gbae MpekpaTeH OT 4atara Ha OTKpUBaHe Ha U3Mamara 1 a3 Mora aa Gbja cybexT Ha HakasaTenHo
npecnefisaxe.

| agree to waive any rights that | may have to medical secrecy/confidentiality in respect of my medical information and | authorise my medical practitioner, health
professional or other relevant medical establishment to provide relevant medical information about me, if requested by Allianz Care, to its medical advisers or its
appointed representatives, or to any third party expert(s) in case of disputes, subject to any legal restrictions which may apply.

CbrnaceH CbM fla ce 0TKaxa 0T KakBUTO M Aa € npasa, KoUTo Mora Aa umam KoM fekapcka TaifHa Mo OTHOLLEHWe Ha MeauUMHCKUTE MU JaHHW, OTHaCALLM ce 40 MOeTO MeaULMHCKO
CbCTOAHME W YyNbIIHOMOLLaBaM MOAT nekap, MeanLHCK1 I'IpOd)eCVIOHaJ'IVICT unu apyro CbOTBETHO MeAWLUMHCKO 3aBefieHne Aa NpeaocTaBd CbOTBETHA MeAULIMHCKa MHd)opmame 3a MeH,
ako ToBa ce uancksa ot Allianz Care, 8o HerosuTe MeOULMHCKN CbBETHULIM U HErOBWU HAa3HaAYeHN NpeacTaBUTeNn, UK [0 KOATO U Aa e TpeTa CTpaHa eKCﬂepT/M/ B CJ'Iy‘-IaI;I Ha crnopose,
npeamMeT Ha KakBUTO U ia € 3aKOHHM OrpaHUY4eHna, KOUTo MoraT fa 6bpat MPUNOXEeHW.

If @ minor was treated, a parent or guardian should sign and date this section.
AKO € 0Ka3BaHO NeYeHne Ha HEMbIHOMETHO NULe, TpsibBa Aa Gbae NOCTaBeH NOAMMC W AaTa OT POAUTEN UMM HACTOMHUK B Ta3K YacT.

|;|f9 Patient’s signature / Moanuc Ha nauuenT
Date (dd/mm/yyyy) / AaTa (QA/MMITTT)

WE NEED YOUR CONSENT / HYKIAEM CE OT BALLETO CbITIACUE

In line with the General Data Protection Regulation (GDPR), we need your consent to process your medical information and pay your medical expenses. If you
have not yet provided us with your consent, please access https://my.allianzcare.com/myhealth/login, login and tick the required fields. Alternatively, you can
download the Consent Form from wwwe.allianzcare.com/en/consent-form. A paper copy is available on request. Please note that every member on the policy
over 18 must provide their own consent.

B cvoTBeTCTBME C 06LUMS PErnamMeHT OTHOCHO 3aluuTa Ha niniHuTe faHHu (GDPR), HyxHo Hi e BalweTo cbrnacue 3a o6paboTka Ha BaluaTa MeauumHcka MHghopmauys 1 3a nnaliaqe Ha
Bawwumte meaunumHcki pasxoau. AKo BCe OLLe He CTe Hu npeaocTasuny BalleTo cernacue, mons, Bneate B https:/imy.allianzcare.com/myhealth/login, Bneste B MyHealth u ot6enexete
HeobxoaumuTe noreta. Kato antepHaTuBa MOXETe Aa uaternute popmynsipa 3a cbrinacue, ot www.allianzcare.com/en/consent-form. XapTueHo konve e Ha pa3nonoxeHue npu
novckeaHe. Mons, umaiiTe npeaBuz, Ye BCEKM UneH Ha nonvuata Hag 18-roaulHa Bb3apacT TpsibBa fa npesocTaBm cBoe COBCTBEHO Chrnacue.

THIRD PARTY AUTHORISATION / YTbJIHOMOLLABAHE HA TPETAA CTPAHA

As the claimant, | hereby authorise / B ka4eCTBOTO CU Ha WLLEL, C HACTOSLLETO YMbIIHOMOLLaBaM

to act on my behalf in relation to the administration of this claim. This may include the disclosure of sensitive medical information. / cTpaHa Aa aeiicTea oT Moe Ume 1
3a MOSi CMETKa N0 OTHOLLEHME Ha aAMUHUCTPUPAHETO Ha Taau NpeTeHLs. ToBa MOXE fa BKM0YBa paskpyBaHe Ha YyBCTBUTENHA MeAMLMHCKa MH(OpMaLWS.

@ Claimant’s signature / Mognuc Ha NMLETO 3aBeXaalLo NpeTeHuusTa

Claimant’s printed name / me Ha n1UeTo 3aBexaalLo NpeTeHLmsITa ¢ nevaTHu Oykeu

Date (dd/mm/yyyy) / AaTa (QQ/MMITTT)

Itis your responsibility to retain any original supporting documents (e.g. medical receipts) when you send us copies, as we reserve the right to request original
supporting documents up to 12 months after each claim has been settled, for auditing purposes. We also reserve the right to request a proof of your payment
(e.g. bank or credit card statement) in respect of your medical receipts. We advise you to keep copies of all correspondence with us as we cannot be held
responsible for correspondence that does not reach us for any reason that is outside of our reasonable control.

Buie CTe OTrOBOPHM 3a CbXpaHEHWETO Ha BCEKV OPUrMHAN OT MpUAPYXaBaLLyTe LOKYMEHTU (HanpuMep MeLNLIMHCKY pa3nucky), KoraTo HU M3npallaTe Konus, Thil kaTo Hue Cu 3anassame
NpaBoTO Aa novckame OpUrMHanuTe Ha MpuapyxaBaLLuTe JOKYMEHTU 40 12 MeceLla Crief kaTo Besika MpeTeHLus e buna ypeeHa, ¢ Lien oauT. Hue CbLuo ci 3ana3same npaBoTo Aa
u3ncKkame [0KA3aTeNCTBO 3a U3BbPLLEHOTO OT Bac nnavwaHe (Hanpumep GaHKOBO U3BIEYEHIE UM U3BMIEYEHHUE OT KDEAUTHA KapTa) N0 OTHOLLEHIE Ha BalunTe MeAMLMHCKI Pa3nncki.
Mpenopbysame By aa cbxpaHsiBaTe Komus OT Lsnara ci KOPECToHAEHLS C Hac , Thil kaTo He MOXeM fia GbeM OTTOBOPHY 3a KOPECTIOHAEHLIMSTA, KOSITO He JOCTUra MPH Hac Mo NPUYMHA,
KOSITO € U3BBH HALLMST KOHTPO.



Please send your fully completed Claim Form(s) with any supporting invoices/receipts

(credit card slips cannot be accepted) by:

Mons, usnparete u3usano nonbvrHeHuat/ute/ gopmynsap/v/ 3a npeTeHLMMU C BCUYKU CbNbTCTBALM hakTypu /
pa3nucku (He ce npuemat pasnnaliaTesiHu pasnucKn ¢ KPeANTHU KapTH), KaKTo crneaBa:

1 Emailto/ W3npateTte umenn go: claims@allianzworldwidecare.com
!ﬁ Fax to / ®akc go: +353 16454033
ﬁ Post to / /anpaTeTe Ha noLLeHCKW agpec: Claims Department, Allianz Care, 15 Joyce Way, Park West Business Campus,

Nangor Road, Dublin 12, Ireland

Important — please check the following / BaxHo — mons, otbenexete cnegHoTo:
B All receipts, invoices and prescriptions are included.
MpunoxeHn ca BCUUKM KBUTAHLMM, haKTypK 1 peLEenTH.

The Claim Form is completed in full.
®opMynsapbT 3a NPETEHLMS € HAMbAHO NOMbIHEH.

The declarations are signed and dated.
[leknapauuute ca nognMcaHu 1 € noctaBeHa Aarta.
The diagnosis has been confirmed and is stated either on the Claim Form or on the invoices.

[lnarHo3ata e NoTBbPAEHA U Ce MOCOYBA MM BbB (bopmynﬂpa 3a npeteHuma unun BbB d)aKTprTe.

Your contact details are still correct (if they have changed, please let us know on the Claim Form).
Ako BawumTe faHHK 3a KOHTAKT ca MPaBuIHN /ako ca NPOMEHEH!, MOAS Aa HY YBEAOMUTE BB (hopMyIisipa 3a NPETEHLMS.

...that most of our members find that their queries are handled quicker when they call us?
....NIOBEYETO OT HaLUMTe YNEHOBE HaMUPaT, Ye TEXHUTE 3anuTBaHus ce 06paboTBaT no-6bp30, KoraTo ce CBbPXAT C Hac No TenedoHa?

If you have any queries, please contact our Helpline on: + 353 1 630 1301 or email: client.services@allianzworldwidecare.com
AKo nmaTe KaKkBUTO 1 fja € BbMPOCH, MONS CBBPXKETE Ce C HallaTa NnHWA 3a cbaercTaue : + 353 1 630 1301 nnm no nmeiin:
client.services@allianzworldwidecare.com

For our latest list of toll-free numbers, please visit: www.allianzcare.com/toll-free-numbers

3a Hai-HoBWS HU CNCBK Ha 6e3nnaThu Homepa, Mons noceTete: www.allianzcare.com/toll-free-numbers

AWP Health & Life SA, acting through its Irish Branch, is a limited company governed by the French Insurance Code. Registered in France: No. 401 154 679 RCS Bobigny.

Irish Branch registered in the Irish Companies Registration Office, registered No.: 907619, address: 15 Joyce Way, Park West Business Campus, Nangor Road, Dublin 12, Ireland.

Allianz Partners and Allianz Care are registered business names of AWP Health & Life SA.

AWP Health & Life SA, aeitcTaiikv 4pe3 cBOSt KIMOH B VipnaHauns, e koMnaHus ¢ orpaHuyeHa OTrOBOPHOCT, ynpaBnisiBaHa OT (hpeHCKIs 3acTpaxoBaTeneH kofekc. Peructpupana e Bbe ®panuums: Ne 401 154 679 RCS
Bobigny. MpnaHackusT KoH e perncTpupaH B Mpnaxackus perucTbp Ha komnakun ¢ per.Ne 907619, agpec: 15 Joyce Way, Park West Business Campus, Nangor Road, Dublin 12, Ireland. Allianz Partners n Allianz
Care ca peructpupany 6usHec umeHa Ha AWP Health & Life SA.
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