Allianz @) Care

Claim form

dopmynsap 3a 3acTpaxoBaTenHa npeTeHumus

Please complete this form in BLOCK CAPITALS. You can also use our
MyHealth Digital Services to submit your claim online:

www.allianzcare.com/en/myhealth.html /

Mons, nonbnHeTe T03n chopmynsp c NMABHU BYKBW. MoxeTe aa
n3nonssaTe n HawuTe Ourntanym ycnyrm upe3 My Health, 3a na nopagete
npeTeHuusTa cu oHnanH: www.allianzcare.com/en/myhealth.html

Patient’s details/ [laHHK Ha nauueHTa

Don‘t forget: You must submit your claims within the claiming deadline set out
in your Benefit Guide, available at www.allianzcare.com/en/myhealth.html /
He 3abpassiiTe: Tpsabsa ga nogaBarte NpeTeHUMUTE CU B PaMKUTE Ha
nepuoga 3a nogaeaHe Ha UCKOBe, yka3aH BbB BaleTo PbkoBOoACTBO 3a
nonau, koeTo ce Hamupa Ha: www.allianzcare.com/en/myhealth.html

Policy number /Howep va nonuya |

Date of birth (dd/mm/yyyy) / [aTa Ha paxaaHe (GL/MMITTT)

First name / CobcTBeHo ume ‘ | | | | |

Surnome/@ammnmn‘ | | | | | | |

Correspondence address / Aipec 3a KopecroHAeHLMs

Phone number / TenedoH e

ODE
KOO HA IbPXXABA

AREA CODE
KO[ HA OBNACT

Email/Mwein [ [ [ [ | [ | ]

Policyholder’s name (if different from patient) / e Ha 3actpaxosalLus (ako € pa3nuyeH oT nauueHTa)

Do you have any national/public or state provided health insurance cover in your home country or country of residence e.g. National Health Insurance? / Umate nun
HSIKaKBO HaLWOHANHO/MyBMUYHO UMK IbPXKaBHO 30PaBHOOCUTYPUTENHO NOKPUTUE BbB Baluata Abpxasa unn B Abpxasata o MeCTonpebrBaBaHe T.€. [bpXaBHO 3[PaBHO OCUrypsiBaHe?

Yes/HOa O No/HeO

If Yes, please name the cover provided. Please give your reference number/identifier with the state. / Ako ,[la“, Mons, npegcraBeTe kakeo e NOKpUTMETO 3aeAHo ¢ Balums

pecbepeHTeH HoMep/uaeHTUdKaTop 3a Abpxasata.

Claimant’s details (if different from the patient in section 1) /
[laHHuM 3a nauyueHTa (aKo e pa3nnyeH OT naLuueHTa B cekums 1)

First name / CobcTBeHo UMe ‘ | | | | |

Surnome/d)ammnmﬂ‘ | | | | | | |

Date of birth (dd/mm/yyyy) / [laTa Ha paxaaHe (AL/MMITTT)

| 7

| | | ‘ Gender at birth / Mon npu paxgade  Male /Mbx [0 Female / XKena (I

Emml/lllmeun‘ | | | | | | | | | |

4 ‘

Payment details / [leTannu Ha nnawaHe

Option 1/ BapuaHt 1:

Payment to medical provider* (e.g. hospital, specialist) / MnataHe Ha neyebHoTO 3aBefeHue (Hanp. 6onHuua, cnedpanmet* O

The bank details requested below are not required for this option / MocoyeruTe no-aony 6aHKoBK AETalkNN He Ce U3INCKBAT 3a Tasu OnLnst

Option 2 / BapuaHt 2:

Option 3 /BapuaHt 3:  Payment to Third Party / [natate Ha TpeTa ctpaHa [

Preferred payment method / Mpegnoyntad HaumH Ha nnaLyaxe:

Payment to member / MnawaHe Ha 3actpaxosaus (]

Bank transfer / 6aHkos nu1** [

Cheque / yek** [

Please specify the currency you would like to be reimbursed in (and ensure that your bank account supports it) /
Mons, nocouete BanyTata, B kosiTo 61xTe xenanu fa Bu 6baat Bb3cTaHoBEHM pa3xoanTe (MpoBepeTe Aany Balwata 6aHkoBa cMeTKa noaabpxa usbpaqata sanyTa).

Name of bank account holder as shown on your bank statement / Tutynsip Ha cmeTkaTa, KakTo € yka3aHo Ha 13BneyeHusTa oT 6aHkoBaTa Bu cmeTka

Account number / Homep Ha cmeTka ‘ |

IBAN (where required) / IBAN (kneto ce navcksa)****

Sort/branch code / Homep Ha baHka/kroH

BIC/Swift code / BIC/ Swift kog***

Name of bank / Ume Ha 6aHka ‘ |

Bank address / Aapec Ha baHka




If you are aware of any additional information required in order to process international transactions within your country (e.g. agency code, tax ID),
please list it here / Ako UMaTe HsKakBa [LOMbAHUTENHA MHOPMaLWS, HE0OX0AMMA 3a U3MbIHEHWNE Ha MEXAYHAPOAHM TPaH3aKLMK BbB BaluaTa ctpaHa (Hanpumep Kog Ha areHums,
AaHbYeH HoMep), Mons NocoYeTe A TyK:

Swift code of intermediary bank (where applicable) / Swift - ko Ha 6aHkaTa-KOpeCcnoHAEHT (KbAEeTo ce npunara):

* If you have not already paid the medical provider. / Ako He CTe nnaTimM Ha JOCTaBYMKa Ha MEAULIMHCKY YCryTiA.

**  For bank transfer, please provide bank details. / 3a nnatyaxe no 6aHkos mbT, nocoyeTe AeTaitnm Ha GaHkaTa.

***  Cheques payable to the policyholder will be sent to the correspondence address provided in section 1. / Yekoe, n3gazieHn Ha 3acTpaxoBalLys, Le Ce 13npaLlaT Ha agpeca 3a KOpecroHaeHLMs!,
yKka3aH B pasgen 1.

*xxx - |f your bank is within the EU, or if your specific country requires an IBAN (e.g. Qatar, Saudi Arabia, Angola, Tunisia, Turkey), please supply both your IBAN and BIC/Swift code to
facilitate the payment of your claim. / Ako 6aHkaTa ce Hamupa B EC v /unu B cTpaha, kbaeto IBAN e Heobxoaum (Hanpumep Cayawtcka Apabus, Arrona, Katap, TyHuc, Typuust), Monsi nocouete Baiuus
IBAN 1 BIC / Swift ko, 3a fja ce ynecHu nnatlaHeTo Ha Baluatausi npeTeHums.

Claim details / [laHHu 3a 3acTpaxoBaTenHaTta npeTeHUus

Please complete all parts of the following table with the details of each invoice/receipt. Please note that for costs incurred in China, you must submit a FaPiao
invoice. If your invoice/receipt does not include the diagnosis/medical condition, you must give this information below. If there is not sufficient space in the table
below, please provide details on a separate page. / Mons, nombiHeTe BCUYKM KOMOHY OT fjonHaTa Tabnuua ¢ pekBu3nTATe Ha Besika pakTypa / kuTaHums. Mons, o6bpHete
BHUMaHWe, Ye 3a pa3xoau HanpaBeHu B Kutai, Tpsibea aa noganete,FaPiao” dhaktypa. Ako Baluata akTypa / KBUTaHLMS He BKMOYBA AnarHo3a/ MeauLMHCKO CbeTosHWe, Bue Tpsibea aa
nocouTe Tasu HdopmaLms no-gony. Ako He pasnonarate ¢ OCTaTb4HO NPOCTPAHCTBO B Tabnuuara no-[ony, Mons npeactaseTe noapobHOCTUTE Ha OTAENHA CTpaHNLa.

Description of expense/ Diagnosis/medical condition Provider’s name Amount Currency Have you paid
treatment [varHosa/ MEAULIMHCKO CbCTOSIHUE. /me Ha gocTaBumka charged Banyta this bill?

OnucaHue Ha pasxoauTe/ NeYeHneTo. HauncneHa cyma Mnatvnm nu cte
Taan daktypa?

Yes/[a (]
No /He

Yes /Ha [
No /He[

Yes /fa [J
No /He[l

Yes/[Ha (]
No /He

Yes /Ha [
No /He [

Total Amount of Expenses / ObLya CTONHOCT Hapa3xoauTe

(Please note that the total displayed here is only accurate when all invoices are issued in the same currency. If you are
claiming costs in different currencies, please ignore the total amount displayed / Mons 06bpHeTe BHumarie, ve obwara Q.00

CTOIHOCT TYK € BanuHa camo KoraTo BCUUKM (hakTypu ca U3fafieHu B eHa W Cblla BanyTa. AKO xenaeTe a Bb3CTaHOBUTE pasxoau,

nnaTeHu B Apyr BUA BanyTa, He nombnsaiite rpacha O6Lya cToiHoCT)

In what country did the treatment take place? / B kost fbpxasa e npoBeAeHO neyeHneTo?



Claims related to an accident or injury / UckoBe, CBbp3aHu CbC 3nononyka Unu HapaHaBaHe

Is this claim related to an accident/injury? / Toan uck cBbp3aH N e CbC 3nonosnyka/HapsHsBaHe? Yes/[Ha OO No/HeO
If yes, please complete the following / Ako ,4a", MOns NOMbIIHETE CNEAHOTO:

Date of accident/injury (dd/mm/yyyy) / [laTa Ha 3nononykata/HapaHsiBaHeTo (AL/MM/TTT)

Details of the accident/injury / leTainu Ha 3anononykata/HapaHsiBaHeTo

Do you have any other insurance policy (e.g. Travel insurance)? / iMaTe nv apyra 3actpaxoBaTefnHa nonvua (Hanpumep: 3actpaxoska npu mbtyBaHe) Yes/[a O No/He[d
If yes, please complete the following / Ako ,4a", MOns NOMbIIHETE CNEAHOTO:

Name of the insurer / ime Ha 3acTpaxoBaTens

Policy number / Homep Ha nonuua

Was the accident/injury caused by a third party? / 6etue nu 3anononykata/HapaHsBaHETO NPUYMHEHO/a/ OT TpeTa cTpaHa? Yes/[HOa OO No/HeO
If yes, please complete the following / Ako ,4a", MOns NOMbIIHETE CNEAHOTO:

Name of the third party / ime Ha TpeTata cTpaHa

Name of the third party insurer / ime Ha 3acTpaxoBaTtens Ha TpeTaTa cTpaHa

Third party policy number / Homep Ha nonvua Ha TpeTaTta cTpaHa

Please send us a copy of the police report if available to: / Mons, uanpartete H1 konve oT NONMULENACKUSA OTHET, aKO UM TaKbB, Ha:
claims.recoveries@allianzworldwidecare.com

Sections 5 and 6 are to be completed by the treating doctor unless the information is detailed in the supporting documentation

(e.g. receipts or invoices) / Pasgenu 5 1 6 ga ce nonbnHAT OT NeKyBaLmMs nekap, 0CBeH ako MHhopmaumsTa He e onMcaHa B noakpensLiara
BOKYMeHTaLus (Hanp. KBUTaHUMK Unu aktypm)

Medical provider’s details / letainu 3a goctaB4MKa Ha MeaULMHCKaTa ycnyra

Name of doctor/specialist / ime Ha nekap/cneypnanuct

Quallifications/credentials / Ksanudukavmum/akpeautayms

Name of hospital/clinic / ime Ha 6onHuual/knHrka

Address / Anpec

Phone number / TenedoH
Fax number / ®akc

Email / Nmeiin

Applicable to physiotherapy/psychotherapy claims only. Please provide full referral details:
OTHacs ce camo 3a npeTeHyum 3a duanoTepanus/neuxotepanusi. Mons, nocoyeTe BCUUKM eTailnm Ha HanpaBieHNeTo:

Name of referring doctor / AMe Ha nekap, u3aan HanpaeneHneTo

Phone number / TenedgoH

Date of referral (dd/mm/yyyy) / laTa Ha HanpaBneHNeTo (aa/mmirrr)



6 Medical details / MeguuuHcka nHdopmaums

Indicate type of condition / [ocoyeTe TUN Ha CbCTOSHME:

Acute / Octpo OJ Chronic / XporuyHo [ Acute episode of chronic / OcTbp enusog Ha xpoHu4Ho 3abonssare [

Please provide full details of the symptoms or medical condition requiring treatment:
Mons, nocoyeTe MbyiHa MHGOPMaLMs 32 CUMNTOMMUTE UNM BONECTHOTO CHCTOSIHUE, KOETO M3NUCKBA NIeYeHue:

ICD9/10 code/DSM-IV / koa no MKB /DSM-IV m

Details of the symptoms/medical condition / nHdopmauus 3a cumnTomuTe Uk 6ONECTHOTO CLCTOSHNE

.
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e et
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On what date did the patient first present these symptoms to you? (dd/mm/yyyy) / Ha kost faTa 3a npbB mbT By Belue cbobLLEHO 3a Te3W CUMNTOMM OT nauueHTa? (QAMMITTT)

On what date would the first onset of symptoms have been apparent to the patient? (dd/mm/yyyy) / Ha kosi iaTa 3a npbB MbT ca ce NosBUIM CUMNTOMUTE Mpy naumeHTa? (AyMMITTT)

Has the patient suffered from this condition previously? / MauueHTsT cTpagan nu e 0T Toa 3abonsBaHe npean? Yes/fa O No/HeO

If Yes, when? (dd/mmyyyyy) / Ako a‘kora? @amwrrry | [ [ ] ]

Are you aware of any treatment given for this or any related illness in the past?
VimaTte nu nHopmaLs 3a neveHme, okasBaHo 3a TOBa UNM pyro CBbp3aHo 3abonssaHe npean? Yes/fa O No/HeO

If Yes, please provide details / Ako [la, nocoyete aetannm

Is it likely to re-occur? / ima nu BepoSTHOCT Aa ce NposiBu OTHOBO? Yes/fa O No/HeO
Does it need rehabilitation? / 3abonssaHeTo uancksa nu pexabunutaums? Yes/fa O No/HeO
Is it permanent? / 3abonsBaHeTo NepMaHeHTHO Nn e7? Yes/fa O No/HeO

Does it need long-term monitoring, consultations, check-ups, examinations or tests?
3abonsBaHETO M3KCKBA N NPOABIKUTENHO HABMIOAEHNE, KOHCYNTaLuK, U3CNeaBaHus, NPerneamn unm Tectose? Yes/Oa O No/Hed

Applicable to cases of pregnancy only / lpunara ce camo 3a crny4au Ha 6GpeMeHHoCT:

Estimated date of delivery (dd/mm/yyyy) / O4akBaHa gata Ha pa»(naHe(u,u/MM/rrrr)‘ | ‘ ‘ | ‘ ‘ | | H ‘

Is birth of a single baby expected? / bpemeHHocTTa eaHonnoaHa nv e? Yes/Oa O No/He

If twins/multiple babies are expected, is the pregnancy a result of medically assisted reproduction?
Axo ce ovaksat 6nm3HaLm/MHorobpoiiHn Gebeta, bpeMeHHOCTTa pesynTaT Niu € Ha MeaULMHCKN acucTUpaHa penpoayKums? Yes/Oa O No/He

If Yes, please provide further details / Ako [la, Mons, faiite no-noapo6Ha nHdopmaums

Applicable to dental treatment claims only / OTHacs ce camo 3a npeTeHLUM 3a 3bGoneYeHue:

Was the patient suffering from dental pain at the time he/she visited you for treatment?
B momeHTa Ha noceLLeHreTo npu Bac, nauueHTsT cTpagatue nv ot 3b606on? Yes/fa O No/HeO

Please sign and authenticate with an official stamp. / Mons, noanuwwerte 1 3aBepeTe ¢ oduLManeH nevar.

Official stamp of medical provider
OdnumaneH neyat Ha JoCTaBYMka Ha
MEAVLIMHCKM yCryTiA

@ Doctor's signature / Mognic Ha nexap

Date (dd/mm/yyyy) / [ata (amMwirrrT) ‘ | “ | “ | | | ‘

7 Your personal data / BawuTte Ha NUYHK faHHK

Our Data Protection Notice explains how we protect your privacy. This is an important notice which outlines how we will process your personal data. You should
read it before submitting any personal data to us. To read our Data Protection Notice, visit: www.allianzcare.com/en/privacy.html

HalueTo n3BecTve 3a 3aluuTa Ha AaHHM 0BSICHsBA Kak 3alluTaBaMe NoBepuTenHocTTa Bu. Toa e BaxHO U3BECTIE, KOETO 04epTaBa Kak Lie obpaboTeame Balunte nuiHu faHHN.
Bue TpsibBa fa ro npoyeTeTe Npean Aa HW u3npaTute NuyHW Aaxkm. Mocetete: www.allianzcare.com/en/privacy.html

Alternatively, you can contact us on + 353 1 630 1301 to request a paper copy of our full Data Protection Notice. If you have any queries about how we use your
personal data, you can always contact us by email at: AP.EU1DataPrivacyOfficer@allianz.com

ChblLo, MoXeTe fja ce cBbpxeTe ¢ Hac Ha + 353 1 630 1301, 3a ja nouckaTe XapTUEHO KOMKWe OT MbIHOTO M3BECTME 3a 3aLLUTa Ha NINYHM AaHHWU. AKO MMaTe HSIKaKBM BbMPOCK OTHOCHO Kak
13nonasame Balunte NMYHK JaHHK, BUHAMM MOXETE [ja Ce CBBbPXKETE C Hac Mo enekTpoHHa nolua Ha: AP.EU1DataPrivacyOfficer@allianz.com



8 Declaration / [leknapauus

| certify that to the best of my knowledge, this Claim Form does not contain any false, misleading or incomplete information. | understand that if this claim is found
to be fraudulent, in whole or in part, the contract will be cancelled from the date the fraud is discovered and | may be liable to prosecution.

YpocToBepsiBaM, Ye JOKONMKOTO MU € U3BECTHO, HACTOSALMAT (POPMYNSp 3a 3acTpaxoBaTemnHa NPETEHLMS He CbabpXa HeBSIpHa, NoABeXAaLla N HembiHa MHdopmavus. Pasbupam,

e aKo TO3W UCK € CYETEH 3a HEBEPEH M3LISNO UMK YacTUYHO, JOTrOBOPT e 6be NpekpaTeH OT AaTaTa Ha OTKpUBaHe Ha u3MamaTa u a3 Mora Aa 6baa cybekT Ha HakasaTemnHo
npecnezaBaHe.

| agree to waive any rights that | may have to medical secrecy/confidentiality in respect of my medical information and | authorise my medical practitioner, health
professional or other relevant medical establishment to provide relevant medical information about me, if requested by Allianz Care, to its medical advisers or its
appointed representatives, or to any third party expert(s) in case of disputes, subject to any legal restrictions which may apply.

CbrnaceH cbM fla ce OTKaxa OT KakBUTO W Aia € NpaBa, KOWTO Mora ja UMam KbM fiekapcka TaiHa no OTHOLLEHWE Ha MEAULMHCKUTE MW AaHHU, OTHACSILLW Ce [0 MOETO MeaULMHCKO
CBCTOSIHUE W YMbIHOMOLL@BAM MOSIT Nekap, MeANLMHCKM NPodhecMoHanuCT Ui ApYro CbOTBETHO MEAULIMHCKO 3aBefeHVe Aa NPefoCTaBs CbOTBETHA MeaNLIMHCKA MHAOPMaLs 3a MeH,
ako ToBa ce uancksa ot Allianz Care, [0 HErOBUTE MEAULMHCKI CbBETHULIM UMW HErOBW HAa3HaYeH NPeCcTaBUTENN, UMK A0 KOSTO W fia € TpeTa cTpaHa ekcnepT/w/ B cryyaii Ha Crnopose,
npeaMeT Ha KakBuUTO U Aa e 3aKOHHW OrpaHUYeHms, KOUTO MoraT a 6baaT NpunoxeHu.

If a minor was treated, a parent or guardian should sign and date this section.
AKO e 0Ka3BaHO NeyeHre Ha HembIHONETHO Nnue, TPstBa Aa GbAe NocTaBeH NOANKC 1 AaTa OT POAUTEN UMK HACTOMHUK B Ta3u YacT.

@ Patient’s signature / Mognuc Ha nauuenT

Date (dd/mm/yyyy) / [ata (Q/MMITTT) ‘ | ‘ ‘ | ‘ ‘ | | | ‘

9 We need your consent / Hyxgaem ce ot BaweTto cbrnacue

In line with the General Data Protection Regulation (GDPR), we need your consent to process your medical information and pay your medical expenses. If you
have not yet provided us with your consent, please access my.allianzcare.com/myhealth/login, login and tick the required fields. Alternatively, you can download
the Consent Form from www.allianzcare.com/en/consent-form. A paper copy is available on request. Please note that every member on the policy over 18 must
provide their own consent.

B cwotBeTCTBME C 06LYMS pernamMeHT OTHOCHO 3aluuTa Ha NnyHUTe AaHHu (GDPR), HyxHo Hu e BalweTo cbrnacve 3a 06paboTka Ha Baluata MeanumHcka nHopmaLus v 3a nnatiaxe
Ha BalumTe meauumHcki pa3xoan. AKo BCe OLLe He CTe Hu npegocTaBunv Bawweto cbrnacue, Mons, Bneate B my.allianzcare.com/myhealth/login, Bneste B MyHealth v ot6enexete
HeobxogumuTe noneta. Kato antepHaTuBa MoxeTe Aa usrternute dopmynspa 3a cbrnacve, ot www.allianzcare.com/en/consent-form. XapTueHo konue e Ha pa3nonoxexue npu
novckeaHe. Morns, umaiiTe npesBuz, Ye BCEKM UneH Ha nonuuaTta Hag 18-roaulHa Bb3apacT TpsibBa fa npesocTaBm CBoe COBCTBEHO Chrnacue.

10 Third party authorisation / YnbnHomollaBaHe Ha TpeTaa CTpaH

As the claimant, | hereby authorise / B ka4eCTBOTO C1 Ha WLLEL, C HACTOSILLETO YMbIIHOMOLLaBaM INSERT NAME RD PARTY / BIULETE UMETO HA TPETAA CTPAHA

to act on my behalf in relation to the administration of this claim. This may include the disclosure of sensitive medical information. / aa gencTea oT Moe UMe 1 3a MOt
CMeTKa N0 OTHOLLEHME Ha aIMMHUCTPUPAHETO Ha Tasu NpeTeHLMs. ToBa MOXeE [a BKMOYBa paskpyBaHe Ha YyBCTBUTENHA MeANLIMHCKa MHAopMaLmS.

@ Claimant’s signature / Mognuc Ha NMLETO 3aBeXaalLo NpeTeHuusTa

Claimant’s printed name / me Ha nuueTo 3aBexaalLo NpeTeHLmsITa ¢ nevaTHu Oykeu

Date (do/mmyyywy) /Bara@amwrrry | [ [/ | [ [ [ ]

Itis your responsibility to retain any original supporting documents (e.g. medical receipts) when you send us copies, as we reserve the right to request original
supporting documents up to 12 months after each claim has been settled, for auditing purposes. We also reserve the right to request a proof of your payment
(e.g. bank or credit card statement) in respect of your medical receipts. We advise you to keep copies of all correspondence with us as we cannot be held
responsible for correspondence that does not reach us for any reason that is outside of our reasonable control.

Buie cTe OTrOBOPHM 3a CbXpaHEHWETO Ha BCEKY OPUrMHAN OT MpUAPYXaBaLLyTe LOKYMEHTU (HanpuMep MeLNLMHCKY pa3nincky), Korato HU U3npallate Komus, Thil kaTo Hue Cu 3anassame
NpaBoTO Aa Novckame OpUrMHanuTe Ha NpuapyxaBaLLuTe JOKYMEHTU 40 12 Mecella Cnef kaTo Besika MpeTeHLuns e buna ypeaeHa, ¢ Lien oauT. Hue CbLuo ci 3ana3same npasoTo Aa
u31ckame [oKka3aTenCcTBo 3a M3BBLPLLEHOTO OT Bac nraluaHe (Hanpumep 6aHKOBO U3BMEYEHIE UMk U3BMIEYEHIE OT KPEMTHA kapTa) Mo OTHOLLEHYE Ha Balunte MeanLyHCKI pasmucku.
MpenopbyBame By aa chxpaHsiBaTe Konus OT Lisinata cvt KOPECMIOHAEHLMS C Hac , Thil KaTo He MOXEM [ja GbaeM OTrOBOPHM 3a KOPECTIOHAEHLMSTA, KOSITO HE J0CTUa NPy Hac Mo NpUYMHa,
KOSITO € M3BBH HaLLWSIT KOHTPOI.



Please send your fully completed Claim Form(s) with any supporting
invoices/receipts (credit card slips cannot be accepted) by:

Mons, usnparerte usuano nonbnHenunat/ute/ popmynsap/u/ 3a npeteHuum ¢
BCMYKM CbNbTCTBALM hakTypu / pa3nucku (He ce npuemat pasnnawjatenHu
pa3n1CKN C KPeAUTHU KapTy), KaKTo cneaBa:

@ Email to / W3npateTe umeinn go: claims@allianzworldwidecare.com

ﬁ Post to / /3anpateTe Ha noLeHckn agpec: Claims Department,
Allianz Care,
15 Joyce Way,
Park West
Business Campus,
Nangor Road,
Dublin 12,
Ireland

Important — please check the following / BaxHo — Monsi, oT6enexeTe cnegHoTo:
B All receipts, invoices and prescriptions are included.
MpunoxeHn ca BCUYKMA KBUTAHLMMW, (aKTypK 1 peLenTy.
The Claim Form is completed in full.
OopMynSpBLT 3@ NMPETEHLNS € HAMBIHO MOMbITHEH.
The declarations are signed and dated.
[leknapauuuTe ca NoOANMCaHM M € NoCTaBeHa Jata.
The diagnosis has been confirmed and is stated either on the Claim Form or on the invoices.
[narHosata e noTBbPAEHA U Ce MOCOYBA MM BB POpMyNspa 3a NMPeTEHUNs UK BbB (hakTypuTe.
Your contact details are still correct (if they have changed, please let us know on the Claim Form).
Ako BalumTe fJaHHK 3a KOHTAKT ca MPaBuIHN /ako ca MPOMEHEHH, MO Aa HY YBEAOMUTE BbB (hOpMyIisipa 3a NpeTeHLMS.

Did you know... / 3HaeTe nu, ye...
...that most of our members find that their queries are handled quicker when they call us?
....NOBEYETO OT HALLKTE YNIEHOBE HAMMPAT, Ye TEXHWUTE 3annuTBaHus ce 0bpaboTteaT no-6bP30, KoraTo ce CBbPXAT C Hac No TenedoHa?

If you have any queries, please contact our Helpline on: + 353 1 630 1301 or email: client.services@e.allianz.com
AKO “MaTe KaKBUTO M fa € BbMpOCK, MO CBBPXKETE Ce C HallaTa NHKS 3a cbaeiicTsie : + 353 1 630 1301 unu no nmenn:
client.services@e.allianz.com

For our latest list of toll-free numbers, please visit: www.allianzcare.com/toll-free-numbers

3a Hal-HOBWS HW cUCHK Ha 6e3nnaTH Homepa, Mons nocetete: www.allianzcare.com/toll-free-numbers

Allianz Bulgaria Life Insurance Company Limited acts as the insurer for AWP Health & Life products sold in Bulgaria.

AWP Health & Life SA, acting through its Irish Branch, is a limited company governed by the French Insurance Code. Registered in France: No. 401 154 679 RCS Bobigny. Irish Branch
registered in the Irish Companies Registration Office, registered No.: 907619, address: 15 Joyce Way, Park West Business Campus, Nangor Road, Dublin 12, Ireland. Allianz Care and
Allianz Partners are registered business names of AWP Health & Life SA.

FRM-CF-EN-BG-1123

AWP Health & Life SA, feifcTBalL, 4pes cBOS KIOH B MpnaHans, e KoMnaHms ¢ orpaHuyeHa OTroBOPHOCT, ynpaensisaHa ot Kopekca 3a 3actpaxoBare Ha PpaHuus. Pernctpuparo BbB ®panums: No. 401 154 679
RCS Bobigny. KnoH B Vpnanpus, peructpupaH B perncTpaLyorHmus oduc Ha komnanuute B Mpnanaus, pernctpupat nog Ne: 907619, appec: 15 Joyce Way, Park West Business Campus, Nangor Road, Dublin 12,
Vpnanauns. Allianz Care u Allianz Partners ca perucTpupany nog Tbproecko HaumeHosaHe Ha AWP Health & Life SA.
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