E-Care Healthcare Plan @ europ

, , assistance
Family Doctor Claim Form - —f&REERDIL—L74— L
After your consultation, please complete all the sections (1~4) and send it together with the receipts to the following:
PESRODELLL, 2B (EVYaV 1 ~ 4 FT0)ICCRAD L, BIEREXICTRECTEM TSI
International Health Solutions — A division Europ Assistance Holdings Ltd.
PO Box 637, Haywards Heath, West Sussex RH16 TWR
United Kingdom
Section 1 - Policyholder / Patient Details & DEH
Title Firstname Surname Date of Birth
"4 bV & o3 € AH
Membership Number Scheme Code
AN=IvTES AFx—LES
Section 2 - Medical Details E2HEREEHH
Please provide us the following information TFiEEIE#HRZE AT LY
A full description of your medical condition which requires treatment G EABEINEELESNIHFRD Please advise us of the date when you first started to
JERETERATEL, experience a problem with this condition. {AEFLEH DIE

KO IEHEONEBR A TTSEL,

Please list the name of any drugs/medicines prescribed for your medical condition $B4EMBIFSNEBZEDZRIEIALTT S,

Please state the name of the doctor you are consulting with and the date of the first consultation for your condition. 3BUEDHLHI. ML AEIEZATEL,

Physician’ s name HLEDHARI: Initial Consultation )& A :

Section 3 - Payment Details 3z #40\E¥#

Please indicate what currency you would like us to pay you in and your chosen method of payment by ticking the relevant box C & EN3ZILNVAEICEIED(F TS

What currency would you like us to pay you in?
EQEMTHLREECHETIH?

1. Medical Providers 2. Cheque |:| 3. Credit/Debit Card (Mastercard & Visa only) 4. Bank/Wire Transfer, 5. Foreign Draft
E i M H—RERABRRE—aE¥0s) ||| oEEas  Ll|| sr—ur- ESTE

If you have selected Option 2, 4 or 5, please provide all of the following details X$h VA% 2, 4, El=5Z CHEDHIETTFiLZE CEAT LY

Full name of the payee X$LFEDHARI:

Account Holder Account Number

OEZE AEES

Name and address of the bank

RITH. Fr=EMR

Swift/BIC Number: Sort Code: IBAN Number:
247 MBIC B : Y)—hI1—F: IBAN &5:

If you selected Option 3, please provide all of the following details F VAE 3 ECHLDAFTEEE SSBAT LY

CardType H— K% A 7 : MasterCard I:I Visa I:I Debit Card I:I

Card Number A— F&E : Expiry Date B zhHARR :
Month A Year %

Cardholder’s Full Name #H— K£&% :




Section 4 Declaration — Patient Signature & Release EE%E - HEDEL & (FHAB

| declare that to the best of my knowledge and belief the statements made on this form are true and complete. | understand that if this claim is found to be fraudulent in whole or part my
membership will be cancelled immediately and | will be liable for prosecution.

| shall be liable for any medical expenses if the disease (injury) described herein should not be within the scope of insurance coverage. A photostatic of this authorization shall be considered as
effective as the original.

Fhld, ERREBAERICEIE, BRONBVCEEALET ., L LE T, FEe— MR LR ENBIZE . DAV N— Iy TEBIFvoleh, BEFRSNIEEEALET,
FEFICAN—C0FER (GE) MR BEGLEMER R ARERCHTZEARETHNEVET ., B, AEOEEETLABLRLN AN HRLORBHET

Data Protection Notice - Europ Assistance implements strict controls over electronic data and manual personal data. The confidentiality of member information is of paramount concern to us
and we fully comply with European Data Legislation and International 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 any information which you believe is inaccurate or out-of-date. Please read this declaration before signing this claim form to understand how your data may be processed.

| consent to the processing of my personal data by the Europ Assistance or any other member of the Europ Assistance Group supplied by myself as long as this processing relates to administering
my health insurance policy, underwriting, handling and settling of claims, detecting, preventing and suppressing of fraud and the keeping of statistics.

| authorise Europ Assistance or any other member of the Europ Assistance Group to seek any medical information relating to myself or my dependants. | also authorise any doctor, dentist,
hospital, laboratory and any other provider of healthcare, medical or dental services to provide full medical information relating to myself or my dependants in accordance with the Access to
Medical Reports Act or other similar legislation.

THFEEER - 3-0VPVREVATIE, BFT A FEYZa7NOBEATANOBEGERERMBLTCVET,, AV -DFRICETIMEMERG . FAZLCEOTRLEDLOBNIETH). FA
EQFI-0E7Y - 7K I1ETAD—F 23 -V T I I¥)TA— - HARFAVICHRIBLTVET . HEICE. FAENMRB LTV HIELICETIE ANBRICTIEATIEMNNHNET ., bk
. ZNODEHRNEESTIVED PyTT— FSNTVEIME S STETIEEZERTEET, HELOBENERNEDLIICTOLAESNINZEET DA, CDT4—LICERTIRICEEZEESAT
Tab,

Fhld, FACS TR SNE NFR, FAOEFRMRIEEZH. RIR5IE2 (T, DU— LI, FIEFFIEEHNS], FHEHHEFEEETZAICTOLASNZOTHNL, FAOBENFHRNI—OVIT7 Y
ARV, B KBZOMDI-OVIST ARV A DI =T AV N=ICE2TTAEASNB EICRELET .

L, 3097 Y28V, ELKBZOMDI—OYINT 2RV AT =T AV N=1Fh, & LKBFAOHBERIEICETEERFREMGTILCABLET T, B, TAFAAL-LiR—bADTH
T2 B KR>ZOMOFELL T ZEEOERICAE-T, E/. BRIE. BT, IR M- FLZ0MONLATT— B&R. BTV - —E20, Fh £ LBFOKBRIEICEAT I ERIFRE
RETBLCABLET,

*Patient’ s Signature
Parent/Guardian if under 18 years old

Date oo [ MM /vy
3HR Financial Consulting Ltd International Health Solutions — A division Europ Assistance Holdings Ltd.
5" Floor, 107 Leadenhall Street, London EC3A 4NA PO Box 637, Haywards Heath, West Sussex RH16 1WR

Tel: +44 (0)20 7469 4560 Fax: +44 (0)20 7929 6936 Web: www.3hrplc.co.uk Tel: +44 (0)1444 442 233 Fax: +44 (0)1444 457 356 Web: www.europ-assistance.co.uk



