EONIKH

FENIKQN AZQAAEIQN (KYMPOY) ATA

AHAQZH ANAITHZHZ NPOZQMNIKQN ATYXHMATQN

PERSONAL ACCIDENT CLAIM FORM

Inpeiwon:

1. ZupmAfpwan 1 Tapddoan Tou evimou autol oty ETaipia dev guvemayeral avaAnyn omolaadntote eubivng amd

v Etaipia.

omwadnmoTe Oy PETA TV aTToBepareia aTmé auTo.

amaimon.
Note:

prior to full recovery from it.

occurred.

1. AZOANIZMENOZ / INSURED
MAApeg Ovopa / Ovopa Etaipiag

(1} dGM\ou Nopikou Mpocwrrou):

Full Name / Company Name

(or other Legal Entity):

AigvBuvaon (katolkiag):
Address (residence)

AigvBuvan (epyaaiag):
Address (work)

TnA. Epyaaiag:
Tel. Work:

EmayyeAua (©¢on kai kabrikovra)
Profession (Occupation and duties)

HAiia (Hy. Tevv.)

FA ENIZHMH XPHEZH
2. To éviutio autd Tpémel va cuumAnpweei kar va emoTpagei oty Etaipia evidg 15 nuepv amoé To atixnua Kai FOR OFFICIAL USE
3. Kapid amaiton dev yiveral Sektr edv dev Trapadobei 1aTpIkd mOTOTOINTIKG e €030 AuTOU TIou UTIORAAEI TNV APIOMOZ YMBOAAIOY
POLICY No
1. Completion or submission of this form to the Company does not imply undertaking of any obligation by the Company
2. This claim form should be completed and returned to the Company within 15 days after the incident and definitely APIOMOZ AMNAITHZHZ
CLAIM No
3. No claim will be considered if not accompanied by medical documentation indicating the injuries and the expenses
TnA. Karoikiag TnA. Kivnro:
Tel. Residence: Tel. Mobile:
“Yyog Bapog:
Height Weight

Age (D.0.B.)

2. ITOIXEIA TOY ATYXHMATOZ / PARTICULARS OF THE ACCIDENT
(dnAwoTe TNV nUepounvia kal wpa Tou atuxnuatog / state the date and time of the accident)

Huepopnvia
Date

Qpa (/- py)
Time (a.m./p.m.)

AnAwaTe v ToToBeTia dTTOU GUVERNKE TO aTUXNHA

Declare the location of the accident

Tomog AtuxfuaTog
Exact Accident Location

Mepiypawte mwg ouvéPn To attynua / Describe how did the accident happen

[Mepiypdurte Tn QUGN Kal TV KTACT TWV TPAUKATIOPWY TToU EXETe TIABeI / Describe the extend and the nature of the injuries caused to you

AnAwaTe 10 Gvopa Kai Tn 81e0BuvVaN Twv TTPOCWTIWY TTOU UTIMPEAV aUTOTITEG JAPTUPES Tou atuxfuaTog / State the name and address of any eye witness of the accident

1. Ovopa:
Name
Aigvbuvan TnAéowvo
Address Telephone
2. Ovopa:
Name
Aig0Buvan TnAépwvo
Address Telephone

lpiveveiag 7, 2007 ZrpdBoAag, Aeukwaia, TnA: 22841000, info@ethnikinsuance.com, www.ethnikiinsurance.com 7, lfigeneias Str., 2007 Strovolos, Nicosia, Tel: 22841000

Movoypaeni/initial
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3. LTOIXEIA TOY ATYXHMATOZ / PARTICULARS OF THE ACCIDENT (ouvéxeia | continued)
AHAQZTE TO ONOMA KAI TH AIEYOYNZH TOY FIATPOY MOY ZAZ NEPIEGAAWE / STATE THE NAME AND ADDRESS OF THE PHYSICIAN WHO HANDLED THE CASE

Ovopa:

Name

Alg0Buvan TnAépwvo
Address Telephone

AHAQZTE TO ONOMA KAI TH AIEYOYNZH TOY NPOZQMNIKOY ZAZ MATPOY / STATE THE NAME AND ADDRESS OF YOUR PERSONAL PHYSICIAN

Ovopa:

Name

Alg0Buvan TnAéowvo
Address Telephone

4. XTOIXEIA THZ AMAITHZHE /| DETAILS OF THE CLAIM (va emouva@Bouv amodeIkTikG aToixeia / attached supporting evidence)

AnAwoTe T XpovikA TePiodo TG OAIKAG avikaveTntag oag yia epyacia (dnAadh Tov apiBpd Twv NPEPWY KaTd TIG OTTOiEG, §aITiag TNG AUEaNG Kal OTTOKAEITTIKAG aITiag Tou
TPAUPATIOUOU GOG a6 TO aTUXNHA, TTapapeivaTe TARpwS avikavog yia epyaacia)

State the period of your total disability for work ( e.g. the number of days you remained totally incapable for work due to the injuries that resulted solely and exclusively from the
accident.)

A6 / From Méxp1 / To Z0voho / Total Huépeg / Days
E¢akoAouBeite va péveTe TIEPIOPITUEVOS OTO GTPWHA 1) SWHATIO Ay KATOIKIa 0ag NAI OoXI
Do you still have to stay in your bed or room or house YES NO

AnAwaTe Tv TiEPiodo TG HEPIKAG AVIKAVOTNTAG 0AG yia epyaaia (dnAadr) v Tepiodo katd Ty oTroia PTTopoUCaTE VA EKTEAEITE HEPIKWG HOVOV (OXI TTARPWG) TN auvrBn epyaaia
1 amacydAnon oag)
State the period of your temporary disability for work (i.e. the period through which you could only partially (not totally) perform your usual job or duties)

Amo6 / From Méxpr / To Z0voho / Total Huépeg / Days

AnAwaTe Pe ouvTopia Toug AGyoug yia TOUG OTI0ioUG KaTA TV TrEPiodo auTr Hovov EPIKWG uropoloate va ekTeeiTe Tn auvhBn epyadia fi amaoydAnang oag / State in brief the
reasons for which you could only perform partially your usual job or duties

YmoBdAate aTo TapeABOv amaitnon 1y el0TpageTe amolnpiwan duvdel NAI |:| OXI |:|
AcgahioThpiou gupBoAaiou atuxnuaTwy;

Have you made in the past any claim or received any compensation

Relevant to an accident insurance policy? YES I:I NO |:|

Av NAI dnAware / If YES please state:

1. To moo6 g amolnuiwang / The amount of compensation |

2. Tnv mepiodo Tng oAikAg avikavotTag yia epyaaia / The period of total disability for work |

3. Tnv ac@ahioTikr eTaipia ou aag KateBAAeTe Tv amolnpiwan / The insurance company that paid
the compensation |

EioTe ao@aliopévog yia KivoUvoug TIPOOWTTIKWY aTUXNHATWY Kal a€ GAAN ac@aNIOTIKN TaIpia; NAI oxXl
Are you insured for personal accident with another insurance company? YES NO

Av NAI 6nAware 10 dvopa TG acpaAioTIKAG ETaIPIag Kal TO TT0Gd To 0TT0i0 GIKAI0UGBE vVa aTTaITATETE YIa TO IO TTIAVW ATUXNUA 0OG
If YES state the name of the insurance company and the amount for which you entitle to claim due the above accident

AMn AogahioTikr) Etaipia Moo
Other Insurance Company Amount

5. AHAQZH/ DECLARATION

AnAwvw OTI €4w UTIOaTER TOUG TTI0 TrAvW TpaupaTIoHoUS kai BeBaiwvw 611 o1 TTIo Tavw AeTITopéPElES eivar amd kaBe dmown aAnBAg kal CUMPWVW 6,TI eav Exw TTPoPei A Ba
TpoPw o€ omoladAToTe Weudn 1 avaAnBn dAAwan, amoékpuwn f TAPATIWTINGN YeYovOTWY To Sikaiwpa Jou yia amodnuiwan Ba xabei mApwe. / | declare that | suffered from
the above mentioned injuries and | assure that all the above details are completely true and | agree that in case | made or | will make any faulty declaration, secretion or passing
in silence of events my right for compensation will be totally and permanently lost.

(loxuer yia Nopiké Mpdowo): AnAtvw 611 T0 TTaPOV Eyypago aupTTAnpwveTal kal utroypdgetal amd epéva (AA.T. | Ap. AIOBOTNPIOU ..ovevevrecrviririeeiiens ), WG dedvTwg
€¢0UC1000TNUEVO QVTITTPOCWTTO TOU VOWIKOU TIPOCWTIOU, Ta aTolxeia Tou otroiou avaypdgovtal mo mévw. Qg ek T00TOU OAEG O ATTAVTATEIG Kal SNAWCEIG TOU TTAPOVTOG
€yypagou, 6ev aQopolv péva TTPoowTTkd aAAd To vopikd TTpOoWTTOo To oToio ekTpoowTw. / (Applies to Legal Entity): | declare that this document is completed and signed by
me (ID No / Passport NO .........c.ccoevvcrnirenincnnn, ), as a duly authorized representative of the legal entity whose details are listed above. Therefore, all the answers and
statements in this  document do not concern me personally but the legal entity | represent.

Ymoypagry Ac@ahiopévou Hyuepopnvia
Insured’s Signature Date
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6. AHAQZEIZ 2YNAINEZHZ /| STATEMENT OF CONSENT

AHAQZH ZYNAINEZHZ A THN ENEZEPrAZIA TON AEAOMENQN NPOZQMIKOY XAPAKTHPA KAI
EIAIKHZ KATHFOPIAZ AEAOMENQN MPOZQMIKOY XAPAKTHPA
STATEMENT OF CONSENT REGARDING THE PROCESSING OF PERSONAL DATA AND
THE PROCESSING OF SPECIAL CATEGORIES OF PERSONAL DATA

An)\wvw oT1/ | hereby declare that:
EvnuepwBnka mpogopika kal péow g 1oTooeAidag TG EBvikAg Mevikwv Aopaleiwv (Kitrpou) Atd («n Etaipian) yia / | have been informed verbally and via the corporate
website of Ethniki General Insurance (Cyprus) Ltd. (“The Company’) regarding:
- TV emegepyaaia Twv SedopEVWY TTPOCWTTIKOU XOPAKTAPA Kal Twv €I81KAG KaTnyopiag dedopuévwy TpoowTTikoU XapakTpa Trou TrpayuaroTolei n Etaipia / The processing
of personal data and special categories of personal data conducted by the Company.
- 701 BIKQIWMATA TIOU £XW Kl DIATNPW WG UTTOKEIEVO Twv dedopévwy pou / My rights as the data subject.

2. Avayvwpilw 6t n emetepyaaia Twv dedopévwy Hou gival amoAUTwg avaykaia yia Tnv ekTéAean TG ao@aAiaTIKAG oUPBaaNG Tou aimolual Kai 0TI n TUXGv avakAnar mg
o710 péMov Ba éxel wg ammotéAeaua v aklpwaon Tng oUuBaong aceahiong pe auean 1oy / | acknowledge that processing my personal data (including special categories)
is mandatory for the execution of the insurance contract that | have requested and that any potential future revocation of my consent shall result in cancellation of the insur-
ance contract with immediate effect.

3. Mapéxw T pnt cuykatdBear) pou atnv Etaipia yia Ty emetepyaaia Twv dedopévwy pou / | expressly provide my consent to the Company to process my personal data
including special categories of personal data where applicable.

0 2YMBAAAOMENOZ / THE POLICYHOLDER O AZOANIZMENOZ / THE INSURED

ZYNAINQ /I CONSENT |:| AEN ZYNAINQ /1 DO NOT CONSENT |:| ZYNAINQ /I CONSENT D AEN ZYNAINQ /1 DO NOT CONSENT D
Ovoparemvupo kai AAT / Name, Surname and ID No.: Ovoparemwvupo kai AAT/ Name, Surname and ID No.:

Ymoypaon / Signature: Ymoypaen / Signature:

EIAIKH AHAQZH ZYNAINEZHZ I'lA THN ENEZEPIAZIA TON AEAOMENQN MPOZQMIKOY XAPAKTHPATTIA
EMMOPIKOYZ/MPOQOHTIKOYZ/EPEYNHTIKOYZ ZKOMOYZ
STATEMENT OF CONSENT REGARDING THE PROCESSING OF PERSONAL DATA FOR
COMMERCIAL/MARKETING/STATISTICAL PUPROSES

EvnuepwBnka pntwg, 611 UTIO TV TPOUTOBEDN TNG KATWTEPW PNTAG CUVAIVETEWS HOU N ETcupia Ba oUMEyel, amoBnkelel kal emegepyaleTal dedopéva pou yia Tn dlEvépyeia
oTOXEUpEVWY DpaaTnploTATwy marketing f ePTOPIKAG TPowBNang TpoidvTwy TG ETaipiag, f yia okotrolg Epeuvag OXETIKA e TNV TTOIOTNTA TWV TIAPEXOPEVWY UTTNPECIWV €K
pépoug . / | have been expressly informed that, on condition of my explicit consent below, the Company shall collect, store and process my personal data so as to conduct
targeted marketing or promotional activities, or for the purpose of assessing the quality of provided services.

la Ty emiteugn Tou wg dvw okotou evdéxetal va diapifacTolv Gedopéva Hou ae OUVeEPYAlOHEVEG ETAIPIEG EPEUVWIV KAl ETAIPIEG TIPOWBNTIKWY evepyelwv. / In order to achieve
the aforementioned objectives my personal data may be communicated to research or marketing companies collaborating with the Company.

270 TAQigI0 NG idlag emeepyaaiag evnuepwonka yia 1o dikaiwud ou va evavTiwbw ava Taoa aTIyuA O€ auThv PEoW TG aToaTOANRG OXETIKOU aImipaTog aTnv Etaipia. / | have
been informed regarding my right to object to the processing of my personal data for commercial/marketing/statistical purposes at any time by sending a relevant request to the
Company.

O ZYMBAAAOMENOZ / THE POLICYHOLDER O AZQAANIZMENOZ / THE INSURED

ZYNAINQ /I CONSENT |:| AEN ZYNAINQ /1 DO NOT CONSENT |:| ZYNAINQ /I CONSENT |:| AEN ZYNAINQ /1 DO NOT CONSENT |:|

Ovoparemwvupo kait AAT / Name, Surname and ID No.: Ovopartemwvupo kai AAT/ Name, Surname and ID No.:
Ymoypaor / Signature: Ymoypaer / Signature:

Huepopnvia Tétog Ymoypagng

Date Place of signing
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