E-Care Healthcare Plan @
europ
Pregnancy and Childbirth Claim form #E8g- i ZE B RO E&FERAE assistance

Please complete in BLOCK capitals ensuring all relevant fields are completed. HTIXEZBZAXFETIRATELY,

To help us provide you with a fast and efficient service please read the following notes carefully #&{F€FERDBURIZHERCEDDIENTEDLSIC, TREAEHREBHTA TS,

1. Complete Sections 1, 2 and 3 of the form and make sure that you sign and date the Declaration. Any claim form which has not been fully and properly completed cannot be processed and will be

returned for completion. £933> 1, F1= 2 ISR AD L, €593 3 ITTRE T £ERNEASATUVVELVGES EENTET BESh TLESICERZEVET DTS TE TSI,
2. Your treating Doctor will need to complete Sections 4. £33 4 [F HHBEIZEALTESS>TTFIL,

3. Once your claim form has been fully completed you should send it to us together with all supporting information and bills to the following e-mail or postal address within 6 months after the treatments £ THEE AT
EFELIS AEAND 6 7 ABLINICIBIRE/FEREBLHICTREA—NWTRFLR HLIXERETITE M TELN:

E-mail Address: csa@europ-assistance.co.uk

Note: If you choose to send your claim to us by e-mail, you must still post all of the original documents to us at the address give below. A —JLTEEMEINDIE R BTHUSHILE T RIEFETITEMTELY,
Postal Address: International Health Solutions, Europ Assistance Holdings Limited, PO Box 637,Haywards Heath, West Sussex RH16 1WR,England,UNITED KINGDOM

Note: We recommend that you keep copies of all documents if you send to us by post. ERETIEMINZHEE L. BEDIE—%2L-oTENINDILERSBOLET,

4. A separate claim form is required for each person and for each condition claimed. #8{+&5 K BkIT—RBICDE—HKMBETT,

5. 1f you know in advance that you are being admitted to hospital on either an in-patient or day-care basis or require transportation then you must obtain our pre-authorisation before incurring any such expenses
otherwise if you go ahead without our approval a co-insurance of 25% of the eligible costs incurred will apply to your claim. AR+ BIRYABE. LELLIEBENFESATNOSIBE L. BT BRRBELOTTS
L\ BRIRARZEZMSLEN 158 ARERAD 5% BEBBEGYETDTI TETIL,

Please remember that you must submit your claim form together with all supporting invoices and documents within the time period specified in your Policy otherwise it will not be considered. ¥R THE

EhTHBYFTHRLUAIS, BESERICBELGEREL TTRE S,

Section 1 - Policyholder / Patient Details #H{RI&E B E DM

Company Name: Scheme Code
=t AEx—LES

Policy Holder Membership Number #{RRE DA N—LvTES Patient Membership Number BEDAVN—vTHS

Title Firstname Surname Firstname Surname

2ARIL % <3 % <3

Address {EFR

Telephone No BEEERE FaxNo Z7v9RES

E-mail A—JLF7RL R

Please give the date on which your pregnancy was first confirmed? 3E3RL7=C Please give the date of your last monthly period? Ex# D £ FBIXIFF TLI=H ?
EWFERSNI-DILAIBFTT M ?

Date BfT DD / MM /oYYy
Date BT DD

Is this your first pregnancy? 5 BN #H TDIFIETT M ? Yes I:‘ No |:|

If no, please advise how many pregnancies you have previously had including dates of delivery.. ZEZM“No”DIFE . BEIZAIEIHRL-CENHIMNEZHERLED
EBALTTALY,

Are the expenses you are claiming for recoverable either in whole or part from any other source or insurance policy? S EFER SN TLA LB, fhIZMIFTULBREM
L2, HLAFDLTHNRLTEORFT 1 ? ves [] No

If yes, please provide details & Z M "Yes” DB E . EMETLALTTILY,

Section 2 - Payment Details 3z#h U EE#A

Who would you like us to pay? . ) o * |f patients are under 18 years old, payments will be
WRLEZHEBICZSHETTMN? I\[g;;%growder I:' :gft I:' made to the principal members.

g - * BENIBBRUTOEHEE, HREEF LN
F7.

What currency would you like us to pay you in?
ENERTILREECHETI M ?

V\ihiCh meth?d of_anment you would like us to pay you?| 1 cheque 2.Credit/Debit Card (Master & Visa only) 3. Bank/Wire Transfer 4. Foreign Draft
EDZIHFERLETTM? NF H—FIRAZ (Master & Visa D) OEERAH A=Y F5Th




If you have selected Option 1, 3 or 4 please provide all of the following details X3 V\AE 1,3 F- 4 #ZHEDAIETFEEETEATILY
Full name of the payee X hFEDHLHT:

Account Holder Account Number

AERE NEES

Name and address of the bank

RIT%. Fr-E/H

Swift/BIC Number: Sort Code: IBAN Number:
AATH/BICES: Y—hka—k: IBAN &5 :

If you selected Option 2, please provide all of the following details XWVAE 2 ECHFEDAIETEEEFTERATILY
Card Type h—KEA7: MasterCard . Visa . Debit Card .
Card Number H—R&S: Expiry Date BXHEARR:
Month H Year %

CardhOlder, s Full Name jJ_F%§ _

Section 3 - Declaration - Patient Signature & Release BEZEE - BEDE4 & 5HRAMH

I 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.

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.

*Patient’ s Signature
Parent/Guardian if under 18 years old Date DD / MM /Yy

Section 4 - Medical Detail E@#ﬁ%ﬁlﬂ (This section need to be completed by attended doctor. HMEIZEEALTES>TTFELY,)

Name of Doctor/Specialist Professional Qualification
EEEDLE IOyl afILViEER

Name and Address of Hospital/Clinic
@k 2= DREEERR

Telephone Fax Number E-mail

BEES T7VIRES A—ILTRLR

When applicable, please provide full details of all previous pregnancies. In addition, please commentary on this Date of LMP
pregnancy starting if there are any complications either present or foreseen either during the pregnancy or at birth. & =% A#A

EITHIR-HEL-CEAHIEHE . TOFEMESTATIL =, SEOEIRICONT, IERH. LT HER
[ZEANLEDEEARIYSIDEE L. TOHEMLEHIAVNTTEL,

Date of EDD
NBEFER
On what date did the patient first present to you or any other doctor for this Prior to consulting you, when did the patient first become aware of being
pregnancy? COIEIRDE T, BEEFEH WO TEREZIT-AILABTTMN? pregnant? 2E& %2 (T581C, BENYOH THERICK DLV =B IZAEIETT
n?
/ / / /

Please provide details of any other medical information relevant to this pregnancy? CMDIEIRIZEEET 2 F DD EEIEHRETLALTTELY,

Doctor’ s Signature BLEDER
Doctor’ s Stamp BLEDRET

Date Bt / /




