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POLICY NO For office use only)
INSURANCE AP. AZOAAIZTHPIOY ¢
CLAIM NO
INSURED CODE AP. ANAITHZHZ
KQAIKOZ AZOANZMENQY

OUTPATIENT TREATMENT CLAIM FORM
ENTYNO ANMNOZHMIQZHZ INA EEQNOZOKOMEIAKH NEPIOAAWH

PART A /MEPOZ A
TO BE COMPLETED BY THE INSURED /ZYMMNAHPQNETAI AMNO TON AZQAAIZMENO

COMPANY NAME:

ONOMA ETAIPEIAX:

NAME OF POLICYHOLDER:

ONOMATENQONYMO AZOANZMENOQY:

NAME OF PATIENT: CODE:

ONOMATENQONYMO AZOENOYZX: KQAIKOZ:

DATE OF BIRTH:

HMEP. TENNHZHZ:

ADDRESS: TELEPHONE No.

AIEYOQYNZH: THAE®QNO:

If the ailment is due to an injury from accident, state where and how it happened.
Av n tdbnon odeireTal og cwHATIKY) BAAPN Ao atuXNUA avadEPETE TIOU KAl TS CUVERTKE.

Date symptoms of iliness first appeared:

Huepopunvia epdaviong cuumTwpdTwy Tng acBEvelag yia mpwn dopd:

Are you entitled to any refund from another Fund or Organisation? If yes, what amount?
AkalovoTe eTuotpodri oMowusNTIoTE MocoU Yia Ta SUYKEKPIUEVa eEoda arno omolodnnoTe aAAo Tapeio i Opyaviops;
Av val, yla 1oiod mogod;

| hereby certify that to my best knowledge the above answers are true and correct and | authorize all doctors or other
persons who treated me and all hospitals or other institutions to furnish full information regarding this claim to
ATLANTIC INSURANCE CO. PUBLIC LTD.

Me To apdv SnAwvw OTL armr'déca yvwpidw ol Tio Mavw anavthoelg sival owaTtég kal aAndiveg kal eEouoiodoTw 6AoUG Toug
YiaTpoug 1) dAAa poowTta Ta omola pe TiepléBaiPav Kal 0Aa Ta Nogokopeia 1 GAAA 16pupaTa OTwg TIApEXOUV TTANPELS TIAT-
podopieg OXETIKA UE TNV TIapoUca araitnon mpog v ATLANTIC INSURANCE CO. PUBLIC LTD.

Signature of Patient Date ..o fooee S
Ymoypadr AcBevoug Huepopunvia




PART B / MEPOZ B
TO BE COMPLETED BY THE ATTENDING PHYSICIAN /ZYMMAHPQNETAI AMO TON ©EPAMNONTATIATPO

NAME OF POLICYHOLDER

ONOMATENQNYMO AZOQAAIZMENOY
NAME OF PATIENT

ONOMATENQNYMO AZQENOYZ

The above patient consulted me on / / and found him/her suffering from

O tuo avw acBevn|g £xel emokedOel To 1aTpeio pov oTIg / / Kat Bprika autdv/mv OTL MAcKeL amo
DIAGNOSIS

AIATNQZH

PATIENT'S PAST MEDICAL HISTORY:
IATPIKO IZTOPIKO TOY AZGENH:

Has the client ever suffered from the same or similar symptoms, or is suffering from any disease/iliness/condition or
is taking any medication/s (or he/she missed a dose) that would cause such symptoms?

‘EXEL 0 TIEAATNG TIOTE UTTOMEPEL e 510 1) TIAPOHoLa GUUITTWUATA, 1) TIdoX el amnd ortolavarmote adnorn/acbéveia/kataotaon iy
naipvel orolavanoTe happakeuTikn aywyn (1] éxel napairyet karowa 5éon) n omoia 8a mMPoKaAoUoe TETOWA CUMMTWHATS,

| have advised the following treatment
‘Exw oupPouletoel Tnv akoAoubn Beparneia

PRESCRIPTION FOR MEDICINES - TO BE COMPLETED BY THE ATTENDING PHYSICIAN
ZYNTAMH MNA ®APMAKA - NA ZYMINAHPQOEI ATO TO ©EPATIONTA IMATPO

1. 5.
2. 6.
3, 7.
4. 8.

LABORATORY TESTS - TO BE COMPLETED BY THE ATTENDING PHYSICIAN
MIKPOBIOAOCTIKEZ / EPTAZTHPIAKEZ EZETAZEIZ - NA ZYMINAHPQOEI AMNO TO OEPATIONTA TIATPO

o[ 4, 7 10.
3. : 5. ] 11.
3. 6. 9, 12.

X-RAYS / MRI / SCANS / OTHER EXAMINATIONS - TO BE COMPLETED BY THE ATTENDING PHYSICIAN
AKTINOIMPAQ®IEZ / MRI/ SCANS / AAAEZ EEETAZEIZ - NA ZYMNOAHPQOEI AMNO TON @EPAMONTA TIATPO

i 3

2. 4.

REFERRAL TO OTHER SPECIALIST REASON
NMAPANOMIMH ZE AAAO EIAIKO AOTOZ
Physician’s Name Physician’s Speciality
Ovoupa Natpov EdikoTnTa Natpov

Physician’s Telephone

TnAépwvo Natpol
Physician’s Signature & stamp Date oo s hilsl
Ynoypaer MNatpou kat oppayida Huepounvia

NOTE : THIS FORM MUST BE ACCOMPANIED BY ALL RELEVANT ORIGINAL RECEIPTS, INVOICES, REPORTS
ZHMEIQZH: ME TO NAPON ENTYNO NPENEI NA MPOZKOMIZONTAI Ol ANAPAITHTEZ NMPQTOTYNEZ ANMOAEIZEIZ, TIMOTOT'IA, EKOEZEIZ




