Claim Form/®opmynsap 3a
3acTpaxoBaTesieH UCK

Please read the following carefully, completing all relevant information in BLOCK CAPITALS and ticking & the relevant
boxes/Mons, npoyeTeTe BHUMATENHO ChbAbPXKAHMETO Ha HOPMYNAPa, KaTo NoMbJiBaTe BCUYKaTa Heobxoanma
nHdpopmaums c MTABHU MEYATHU BYKBW 1 oTbens3eaTe CbOTBETHMTE NosieTa c ¥

Important information — please read carefully./
BakHa MHbopMaLms —npoyeTeTe BHUMATENHO!

To help us to process your claim in a timely manner, please
follow the guidelines below:

 Please check your Table of Benefits to ensure that you are covered for the
expenses for which you are claiming (if you are unsure what your policy
covers, please contact our Helpline)

» Toavoid delays to claims payment, please complete all sections in full,
using BLOCK CAPITALS

o Ifyou need to claim for expenses for the same condition in the future,
simply photocopy the form. There is no need to complete the form again;
however we may ask you to do this if the condition continues for more than
6 months

 Allrelevant original invoices must be attached to the Claim Form
(photocopies and credit card slips cannot be accepted). We recommend
that you keep copies of all documents submitted

» Aseparate Claim Form must be completed for every patient and each
medical condition being claimed for

» Sections 1 to 5 should be completed by the member/claimant

» Sections 6 and 7 should be completed by the attending medical
practitioner/specialist

e Claims should be submitted no later than 6 months after the end of each
Insurance Year. If cover is cancelled during the Insurance Year, claims
should be submitted no later than 6 months after the date that cover
ceased. Beyond this time we are not obliged to settle the claim

« Ifyou have changed your contact details, please let us know on the Claim
Form so that we can update our records. To confirm which contact details
we currently have for you, please contact our Helpline

 Please note that Claim Forms must be completed in English, German,

French, Spanish or Italian

Allianz @)

Allianz Worldwide Care

3a aa Hy noMorHeTe Aa 0bpaboTyM Bawus
3aCTpaxoBaTesieH NCK CBOEBPEMEHHO, MOJIs Aa
cnefipaTte A0JTHUTE YKa3aHus:

 [NpoBepeTe TabnmuaTa C NiawaHmsTa 3a Bac, 3a Aa CTe CUrypHu, Ye
pasnosnarare C MOKpUTHE 3a Pa3xoauTe, NpeaMeT Ha UCKa (aKo He
CTe CUTYPHM KaKBO MOKPMBA BaLlaTa NoanLa, obazeTe ce Ha HaLwms
HOMep 3a TEXHWUYECKO CbAENCTBIE)

e 3a /Ja HAMa 3aKbCHEHUS NPU U3NaLlaHe Ha 3aCTpaxoBaTesiHn
MCKOBE, MOMbJIBanTe U3LAN0 BCMUKM pazaeni ¢ [NTABHW MEYATHU
BYKBU

* AKO BU Ce Hanara a npeasessare 3aCTpaxoBaTeNeH UCK 3a
Pa3HOCKM 3a CbLLLOTO 3abonABaHe B OGbaeLLle, NPOCTo
dhoTokonmpainTe hopmynapa. Hama Hyxaa Aa ro nonb/igare
OTHOBO; HO MOXe [1a MoVCKaMe TOBa OT Bac, ako 3ab0/ABaHeTO
NPOABIXKM NOBeye OT 6 MeceLla

* KbM copmynspa 3a 3acTpaxoBaTesieH UCK Ce MPUKAYBAT BCUYKM
HeobX0AUMU OpUrMHATHU haKTypu (He ce npuemart hoTokonus n
KBUTAHLLMM 3a NaLlaHe C KpeauTHa KapTa). MNpenopbyBame By Aa
nasuTe KOMnwus OT BCUYKW NOAABAHN AOKYMEHTU

o 3a BCEKM NaLMeHT U 3a BCAKO 3abonsiBaHe, 3a KOETO Ce NpeasBsBa
3acTpaxoBaTesieH UCK, TpsbBa Aa ce Nomnb/iBa oTAesneH hopmynsp
3a 3aCTpaxoBaTesieH UCK

e Pazpgenn ot 1 oo 5 ce nonmbaBat OT YieHa / NMLEeTO, NpeaABABaLLO
ncka

o Pasgenun 6 1 7 ce nonbaBaT OT SieKyBaLLMaA fiekap / cneumannct

e 3acTpaxoBaTe/IHN UCKOBE Ce NoAaBaT He No-KbCHO OT 6 MeceLa
cnef, Kpas Ha BCAKA 3acTpaxoBaTesniHa roanHa. AKO NOKpUTUETO
6bAe aHyMpPaHO Mo BpeMe Ha 3acTpaxoBaTesiHaTa roAMHa, UCKOBe
Ce NoJaear He NO-KbCHO OT 6 MeceLa Cef, AaTaTta Ha
npekpaTsBaHe Ha NoKpuUTNeTO. Cnep, TO3M CPOK He CMe 3ab/IKEHN
[a ypeanM 3acTpaxoBaTesiHua UCK

o [lpy NpoMsAHa BbB BALLUTE JAHHW 3a BPb3Ka, TOBA CE YKa3Ba HA
hopmynspa 3a 3acTpaxoBaTeneH UCK, 3a Aa MOXEM Aa
aKTyasim3nmpame JaHHWUTE B HALETO AeN0BOACTRO. 3a
NOTBbPXAEHME HA aKTyaSTHWTe 3a BaC AaHHU 3a Bpb3Ka ce obagete
Ha HalLMA HOMep 3a TEXHWUYECKO CbAeNCTBMe

o Otbenexete, ue hopmynapuTe 3a 3aCTpaxoBaTeieH UCK TpA6Ba Aa
Ce NomMb/BaT Ha aHMTMINCKKN, HEMCKW, (DPEHCKM, UCMAHCKIN UITN

UTAJIMAHCKN €3nK



Please send your fully completed Claim Form(s) with original invoices attached, to the following address:

Claims Department, Allianz Worldwide Care, 18B Beckett Way, Park West Business Campus, Nangor Road, Dublin
12, Ireland.

M3npawanTe BalnTe U3LAMIO0 MOMbAHEHN hOPMYNAPU 3a 3aCTPaXOBaATESIEH UCK C MPUNTOXEHU KbM TAX
OpUrnHanHu GakTypu Ha cnegHus aapec:

Claims Department, Allianz Worldwide Care, 18B Beckett Way, Park West Business Campus, Nangor Road, Dublin
12, UpnaHpguns

Helpline/TenecdoHHa NnMHUSA 3a TEXHUYECKO CbAENCTBUE

English/AHrnniACKm e3uk: +35316301301
German/Hemcku e3uk: +35316301302
French/®peHcku e3uk: +35316301303
Spanish//icnaHckm e3uk: +35316301304
Italian/VITanmaHcku e3nk: +35316301305
Fax/®akc: +35316301306
Email: client.services@allianzworldwidecare.com

Toll-free numbers/be3nnaTtHo

Toll-free from Singapore/be3nnatHo oT CuHranyp: 8003531018
Toll-free from Hong Kong/be3nnaTtHoO OT XOHKOHT: 800901 705
Toll-free from North China/be3nnaTHo oT ceBepeH Kutai: 10800 744 1259
Toll-free from South China/Be3nnaTHo oT toxxeH Kutai: 108004410115
Toll-free from the USA/Be3nnaTtHo oT CALLL;: 1866 266 2182
Toll-free from France, Belgium & Switzerland/be3nnaTHo oT

dpaHuma, benrua n lWeenuapus: 0080066 302 302
Toll-free from Italy/be3nnaTtHo oT UTanus: 800088 736

Policyholder’s details./[laHHM 32 3aCTPax0OBAHOTO /INLLE.

Policy number/Homep Ha nonuua | J
Mr./T-H OO Mrs,/T-ka [0 Ms.I-xa/r-ua [ Missl-ua [0 Other/Apyrol

First name/CobcTBEHO MMeE |

Surname/®amunus |

Date of birth/[laTa Ha paxaaHe [ ]l |

Correspondence address/Aapec3a |

KOpecnoHAeHumA |

If this is a new address, do you want all future correspondence sent to this address? Yes 1 No O
AKO aZLpechT e HOB, ke/aeTe v BCUYKaTa KOPeCrnoHAeHLLMA 3aHanpes Aa ce u3npala Hato3n agpec? [la [ He [
Telephone number (day time)/TenedoH (npe3 aeHs)

L ] —1 | — 1

Telephone number (evening)/TenedoH (Npe3 Howwa)
L | —1 | — 1

Fax/®akc L ] — 1 [ — 1

Email |

Patient’s details./[JaHHW 3a nauueHTa.

Is the patient/claimant the policyholder stated above? Yes [0 No O

MaumeHTLT/NNLETO, NPeAsBABALLO MCKA, CbLLOTO JIM € KaTO 3aCTPaxX0BAHOTO JIMLE, YKa3aHo no-rope? [a [l He O
If no, please provide patient/claimant details/Ako He, Aa ce BNULIAT AaHHWUTE 33 NALLMEeHTa/NMLLEeTO, NpeAABABALLO NCKa:
Mr./T-H [0 Mrs./T-xa [0 Ms.I'-xa/r-ua [ Missl-ua [ Other/Apyro | |

First name/CobcTBEHO UMe |

Surname/®amunus |

Date of birth/lata Ha paxkaaHe | ] |




Payment details./PekB13nTM Ha NnawaHe.

Option 1: Payment to medical provider (e.g. hospital, specialist)/BapuaHT 1: Mnawaxe Ha neyebHOTO 3aBeaeHue (Hanp. bonHuua, cneuymanuctl) O

Option 2: Payment to policyholder/BapuaHT 2: MnawaHe Ha 3acTpaxoBaHoTo nnue [

Preferred payment method/lMpeanoynTaH HAYMH Ha NaLwaHe: Cheque/cuek* [0 Banktransfer/no 6aHkos nbT** []

* Cheques payable to policyholders will be sent to the correspondence address provided in section 1/MekoBe, U3pafeHn Ha UMETO Ha 3aCTPAXOBAHMN NNLLA, Lie
ce M3npaLLaTt Ha aapeca 3a KOpecnoHAeHL M, yKasaH B pasaen 1.

** For bank transfer, please provide bank details below/3a nnawaHe no 6aHKoB MbT NoO-A0/y Ce yKa3BaT peKBU3UTMTe Ha baHKOBaTa CMeTKa:

Name of bank account holder as it appears on your bank statement e.g. John Smith/TuTynsap Ha cMeTKaTa, KaKTo e yKa3aHo Ha M3B/le4eHUsTa oT

6aHKoBaTa cMeTKa, Harnp.John Smith| |
| J

Please specify the currency you would like to be reimbursed in (and ensure that your bank account supports the currency chosen)/locoueTe BanyTaTa, B KOATO

6uxTe xenanu Aa 81 6bAaT Bb3CTAaHOBEHM pa3xoaunTe (NpoBepeTe fanu BawaTa 6aHkoBa cMeTKa NoAAbpKa n3bpaHarta BanyTa)
|
If your bankis within the EU, please supply both your IBAN and BIC/Swift code to guarantee the payment of your claim. If your bank is outside the EU, IBAN is not

required./Ako baHkaTa ce Hamupa B EC, nocoueTe Bawuus IBAN 1 Swift/BIC koA, 3a 1a € CUTYPHO, Ye BalMAT 3aCTpaxoBaTesieH UCK Le bbae
n3nnateH. Ako 6aHkarta Bu ce Hamupa n3BbH EC, He e Heobxoaum IBAN.

Account number/Homep Ha cmeTKa | |
IBAN (EU only)/IBAN (camo 32 EC) |
Sort/branch code/Sort/Homep Ha knoH | |
BIC/Swift code/kon, | J
Name of bank/Mpw 6aHka | J

Bankaddress/Appec Ha baHkata | |
| J

Intermediary bank details (where applicable)/PekBu3nTu Ha 6aHKaTa-kOpecnoHAeHT (KbAEeTO Ce npunara):

Name of intermediary bank/baHka-kopecnoHaeHT
|

Swift code of intermediary bank/Swift koz, Ha 6aHKaTa-KOpeCcnoHAEHT
|

Intermediary account number/Homep Ha KOpecnoHAeHTCKa CMeTKa
|

Patient signature and release of medical records./[Tognuc Ha nayneHTa n
pa3pelleHmne 3a 40CTbMN 40 MEAULLMHCKM AAHHM.

| certify that to the best of my knowledge, this Claim Form does not contain any false, misleading or incomplete information. | understand that in the event that this
claim is found to be fraudulent in whole or in part, the policy will be invalidated and I will be liable for prosecution. In respect of any medical claim, I hereby authorise
my general practitioner, health professional or other relevant medical establishment to provide any health details or medical records that may be requested by
Allianz Worldwide Care or their appointed representatives./Y ,0CTOBepsBaMm, Ye OKOJKOTO MU € U3BECTHO, HACTOAWMAT (hOPMYNAp 3a 3acTpaxoBaTesieH
UCK He CbABbPIKA HEBAPHA, NOABEXAALLA MW HeMblHA MHdopMaLms. Ocb3HaBaM, Ye B C/Tydal Ye 3a HACTOALLMSA 3aCTPAXOBATe/IeH UCK KaTO LIASO
WM 33 4acT OT Hero 6be yCTaHOBEHO, Ye e U3MaMeH, NoauLaTa e 6bAe aHyMpaHa 1 as e NoAJiexa Ha HakasaTenHo npecneagaHe. Mo
OTHOLUEHME Ha BCEKN MeMLIMHCKM 3aCTPax0BaTeIeH UCK C HACTOSALLLOTO YMb/IHOMOLLLABAM MOS O6LLLO MPAKTVKYBALL, leKap, eKyBALLMUAT Me
CrneLmanucT unm Apyro CbOTBETHO MeMLIMHCKO YYpexAeHne Aa NPpeoCTaBAT AaHHW 3 3/,paBOC/IOBHOTO MU CbCTOSAHUE UM MEAULIVHCKM

KapTOHW, aKO TaKMBa 6bAAT U3NCKAHU OT "ANMaHLL ybpaAyan KebP " N TEXHUTE YITbIHOMOLLEHU NPeACTaBUTENN.

If a minor was treated, a parent or guardian should sign this section./Ako e oka3BaHO fle4eHne Ha HEMbBJIHONIETHO JIULLE, Ta3U YaCT ce NoANucBa

OoT poauTen unun HACTOMHUK.

Patient's signature/Moannc Ha naumeHTa | | Date/flata | ] ||



Claim details./[laHHM 3@ 3aCTpaxoBaTeHUA UCK.

In what country did the treatment take place?/B kos cCTpaHa e NpoBeZieHO leyeHneTo? |

Is this claim resulting from an accident or work-related illness/injury? ~ Yes [ No [J

3acTpaxoBaTeIHMAT UCK € Pe3yNTaT OT 3710MoJyKa Unu npodecmoHanHo 3abonseaHe/Tpyaosasnononyka?  Jall He O

If yes, please provide details/Ako na, nocoueTte nogpobHocTn | J

L J
Do you hold any other insurance policy e.g. car insurance, which provides you with cover in relation to this accident/injury? Yes O No [

MpuTexasaTe MU Apyra3acTpaxoBaTesHa NOANLLA, HaMNp. aBTOMOOWIHA 3aCTPAX0BKa, KOATO BU OCUIYPsiBA MOKPUTHE MO OTHOLLIEHUE Ha
Tasusnononyka/Tpaema? Jall He [
If yes, please provide details of the insurer and your policy number/Ako Aa, nocoyeTe 3acTpaxoBaTtes M HOMep Ha NoAnLa

L J
Are you filing a claim or lawsuit against a third party, including an insurance company, to recover costs incurred as a result of this accident/injury? ~ Yes [ No [J

MpeasBABaTE M UCK UK LLeN0 CPeLLy TPEeTM IMLLA, BKIIOYUTENHO 3aCTpaxoBaTe/lHa KOMMNAHMWA, 32 Bb3CTAHOBABAHE HA MOHeCeHUTe
pa3xoam B pe3ynTarT oT Ta3u 3nononyka/Tpasma?  [all He [

If yes, please provide the details of third party concerned/Ako fa, nocoyeTe AaHHW 32 BbMPOCHUTE TpeTu inua | J
L J

Please complete all parts of the following table with the details of each invoice/receipt, making sure to include the amount and currency./llonbnHeTe
BCMYKW 4aCTM OT AloNIHaTa TabnuLLa c peKBU3UTUTE Ha BCAKa pakTypa / KBUTAHLLMA, KaTo NocoyBarte obLiaTa cyma v Banyta

Description of expense/OnuncaHve Ha pa3xoanTe Provider's name/locTaBYnK Amount charged/ | Currency/ Has this bill been
Hauncnena Banyta paid by you?/
cyma Mnatunu nu cte

Tasu cMeTKa?




Sections 6 and 7 to be completed by treating doctor in BLOCK CAPITALS unless your invoices contain details
of the diagnosis as well as the nature of your treatment./Pa3aenv 6 n 7 aa ce NONBJIHAT OT IeKyBaLLMA
nekap ¢ [MTABHU MEYATHU BYKBW, ocBeH ako BawmTe paKkTypu He CbAbPXKAT AAHHM 3a
AVarHo3aTaun ecTeCTBOTO Ha BALLETO JieueHue.

Medical provider's details./JaHHM 32 A,0CTaBYMKA HA MeAMLMHCKATA yCayra.

Name of doctor/specialist/Ime Ha nekaps/cneunanucra | J

Qualifications/credentials/KBanudukaumm/akpeauTtaums | J
Name of hospital/clinic/bonHuua/knuHuka | J
Address/Appec [ |

L J
Telephone number/TenedoHl| ] = =1 J
Fax/dakc L ] = =1 J

Email L J

Applicable to physiotherapy/psychotherapy claims only. Please provide full referral details/OTHacs ce eAnHCTBeHO A0 3acTpaxoBaTe/HM UCKOBE 3a

dbusnoTepanus/ncuxoTtepanus. la ce nocoyaT BCUYKM AHHW 33 HAMPABIEHUETO:

Name of referring physician/Jlekap, u3aan HanpaeneHueTo | |

Telephone number/TenedoH! ] — 1 [— J

Date of referral/[laTa Ha HanpasneHueTo | ] | J

Medical details./MeaununHcka nHpopmayums.

Indicate type of condition/Bug, 3abonseaxe Acute/Octpo [ Chronic/XpoHuuHo [
Acute episode of chronic/OcTbp €nn304 Ha XpOHWUYHO 3abonsasaHe [
Please provide full details of the symptoms/medical condition requiring treatment, including ICD code/DSM-IV/IMoco4eTe nbaHa UHdpopmMaLms 3a
CUMMNTOMUTE/BONECTHOTO CbCTOAHNE, KOETO U3NCKBA JIEYEHME, BKITHOUUTENHO KoA no MKB/DSM-IV
L J
L J
L J

On what date did the patient first present these symptoms to you?/Ha kos pata 3a npbB nbT BM H6e cbobLL,eHO 3a Te3M CUMNTOMM OT NaumeHTa? [laTta

Ha guarHosara [ J [ | [ J

On what date would the first onset of symptoms have been apparent to the patient?/Ha kos faTa 3a npbB MbT ca ce NOABUIM T€3U CUMMITOMMU Y

nauueHTa? lata [ [ | J

Has the patient suffered from this condition previously? ~ Yes [0 No [J MauneHTLT CTpaaan v e oT ToBa 3abonssaHe npeaun? [all He [

If yes, when?/Ako pa—kora?| [ | J

Are you aware of any treatment given for this or any related illness in the past?  Yes [J No [J

MmaTte nn uidopmaums 3a neyeHne, oka3BaHo 3a TOBA UM APYro CBbp3aHo 3abonseaHe npeaun? [a [ He [

If yes, please provide details/Ako aa, nocoyete nogpobHocTn | J
L |
L |

Isit likely to re-occur? Yes [J No [ MMa nv BepoATHOCT a Ce MPOABM OTHOBO? Jall He O
Does it need rehabilitation?  Yes [J No [J 3abonsBaHeTo U3nckea v pexabunutaums?  Aall He O
Is it permanent? Yes [ No [J 3abo0n19BaHETO NepMaHeHTHO N e? Jald He[d

Does it need long term monitoring, consultations, check ups, examinations or tests? Yes [J No [
3a60/19BaHETO U3MCKBA IV NPOABLIKUTENHO HAbNOAeHMEe, KOHCYNTALUN, Npernean, nscieasaHus unv tectoee? Ja ] He [
Pregnancy/bpemeHHOCT:

Estimated date of delivery/TepmuH | [ [ J

Is birth of a single baby expected? ~ Yes [0 No[] BpemeHHocTTaeaHonnoaHanne? Jall He

If you answered No to the question above and twins/multiple babies are expected, is the pregnancy a result of medically assisted reproduction other than artificial
insemination? Yes [ No [J

AKO CTe OTrOBOPW/IM C "He" Ha NpeANLWHNSA BbNPOC, ¥ bBpeMeHHOCTTa € MHOTOMJI04HA, B Pe3yTaT Ha MeANLMHCKN acucTUpaHa

penpoAyKLUs v €, pa3IyHa OT U3KYCTBEHO oceMeHsBaHe? [Ja [l He [

If yes, please provide further details/Ako Aa, Mmons, panTe no-nogpobHa nHdopmaums | |
L J

Applicable to dental treatment claims only/OTHacs ce eAUHCTBEHO 4,0 3aCTpaxoBaTe/IHM UCKOBe 3a 3bbosieyeHue:

Was the patient suffering from dental pain at the time he/she visited you for treatment? Yes [ No O

B MOMeHTa Ha MoCeL,eHMeTOo NPy BaC NaLMeHTLT CTpaaalle v oT 3bbHa bonka? [a [ He [J



Please sign and authenticate with an official stamp./[Toanucea ce 1 ce 3aBepsBa cbC CNyxebeH neyvar.

Doctor's signature/lognuc Ha nekaps |
Date/[aTa L ) |

The confidentiality of patient and member information is of paramount Official stamp of medical provider/Cnyse6eH nevar
concern to Allianz Worldwide Care. Allianz Worldwide Care fully complies
with European Data Protection Legislation and International Medical
Confidentiality Guidelines. You have a right to access the personal data that
is held about you. You also have the right to request that we amend or delete
any information which you believe is inaccurate or out of date./

lMoBepuTenHocTTa Ha VIH(bOpMaLI,VIiITa 3anauneHTuTe n

YleHOBeTe Ha 3aCTpaxoBaTes/iHaTa CXeMa e OT NMbPBOCTENEHHO

nou

3HaueHue 3a “AnunaHL, cBeToBHA rpmxka”. “AfnaHL, CBeTOBHA
rpuxa” ce cbobpaszaea U3LANO C eBPOMENCKOTO
3aKOHOAATENCTBO 32 3ALLMTA HA JAHHUTE U MEXAYHAPOAHOTO
PBbKOBOACTBO 3a MOBEPUTENHOCT HA MeANLUUNHCKUTE AaHHN. Bue
nmMmate NpaBo Ha A0CTbN A0 BalIUTEe TNYHUN AaHHW. Bue nmare
CbLU,0 NPABOTO A,a U3UCKATE OT HAC A MPOMEHUM WJIN 3/TNYUM

VIHCbOpMaLl.VIﬂTa, 3a KOATO CHUTATE, Y€ € HETOYHA Un

HeakTyanHa.
Important - please check the following BaxxHO - Monf, oTOeNexeTe CneAHOTO
[0 Alloriginal receipts, invoices and prescriptions are attached [0 TMpunoxeHu ca BCUYKM OPUTMHASTHU KBUTAHLLAY, (DAKTYpU 1
[0 The Claim Form is completed in full peuenTtn
[0 The declarations are signed and dated [0 JleknapauuuTe ca noAnMCaHW 1 e NOCTaBeHa AaTa
[0 The diagnosis has been confirmed and is either stated on the Claim Formor ~ [J  ®opMynsipbT 3a 3aCTpaxoBaTesieH UCK € U3LLAI0 MNOMb/HeH
O

on the invoices JlnarHo3ara e noTBbPAEHA M Ce MOCOYBA UM BbB hopMyniapa

3a3acTpaxoBaTesNeH UCK, W HA MPUIOXKeHUTe hakTypu

Allianz Worldwide Care Limited, part of the Allianz Group, is registered in Ireland and regulated by the Irish Financial Services Regulatory Authority. Registered
Office: 18B Beckett Way, Park West Business Campus, Nangor Road, Dublin 12, Ireland. Registered No.: 310852

FRM-CF-AB-EN/BG-1108



