Treatment Guarantee Form

Please read the following carefully, completing all relevant information

Allianz ()

in BLOCK CAPITALS and ticking M the relevant boxes

Allianz Worldwide Care

Important Information - please read carefully.

To help us process the direct settlement of your medical expenses in a timely manner, please follow the guidelines below.
If you have any questions, please contact our Helpline.

To the insured member/patient.
In order to ensure the swift guarantee of your treatment, please ensure that you complete sections 1 and 2. Please also ensure that your doctor completes all questions in
section 3.

Failure to complete this form will delay our ability to guarantee your treatment with the medical provider, as we may have to revert to you or the medical provider for
further information.

The insured member's policy must be in force at the time of treatment.
Please be advised that Guarantee of Payment is subject to the Terms and Conditions of the insurance policy as agreed between Allianz Worldwide Care and the insured

member, and also subject to medical assessment of all relevant medical documentation received, or yet to be received, by Allianz Worldwide Care in respect of this
medical condition.

Medical Services Department, Allianz Worldwide Care, Ground Floor, 18B Beckett Way, Park West Business Campus, Nangor Road, Dublin 12, Ireland

Helpline Toll-free

English: +353 16301301 Toll-free from Singapore: 8003531018

German: +353 16301302 Toll-free from Hong Kong: 800901 705

French: +353 16301303 Toll-free from North China: 10 800 744 1259

Spanish: +353 16301304 Toll-free from South China: 108004410115

Italian: +353 16301305 Toll-free from the United States: 1866 266 2182
Toll-free from France, Belgium and Switzerland: 00 800 66 302 302

Fax: +353 16301306

Email: client.services@allianzworldwidecare.com

This form is available on our website www.allianzworldwidecare.com, along with a version which can be completed electronically, saved, and re-used
as required (once completed, the form simply needs to be printed and signed prior to submission).

1 Insured Section.
To be fully completed by (or on behalf of) the patient.

Mr. O Mrs. [0 Ms [0 Miss 1 Other |

First name | J

Surname L J
Date of birth L ]| | |

Policy number | J

Telephone number L | =1 =1 J
Fax I ] — 1 | — 1 J

Email | J

2 Patient Signature and Release of Medical Records.
I hereby authorize my medical practitioner, health professional or other relevant medical establishment to provide any health details or medical records that may be
requested by Allianz Worldwide Care Limited or their appointed representatives.

If a minor was treated, a patient or guardian should sign this section.

Patient’s Signature | Date | ) |1

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



To the medical provider.

Please note that the patient is insured by Allianz
Worldwide Care. We guarantee (subject to approval) Worldwide Care must be notified
payment of the expenses specified in this Treatment

« Ifadditional treatment is required, Allianz

o Allianz Worldwide Care will settle the guaranteed
expenses within 5 days of receipt

Guarantee Form in accordance with the following  The hospital should submit this Treatment « Ifinvoices are received more than 60 days after

conditions: Guarantee Form and the corresponding invoices to patient discharge, acceptance of liability for those
Allianz Wordwide Care within 30 days of patient expenses remains at the discretion of Allianz
discharge Worldwide Care

3 Medical Certificate.

To be fully completed by medical provider.

For In-patient Treatment:

Planned admission date L ] |

Estimated cost (incl currency) |

Estimated length of stay |

Hospital/facility name |

Address |

Email |

Telephone number L ] — 1

Fax L ] —1

Date of first attendance for this condition? | [ [

Name and telephone number of referring doctor including date of referral:

Name |

Telephone number L ] —1

Fax L ] — 1|

Date of referral L ] | J

How long prior to this date would condition or symptoms have been apparent to the patient?

Date present condition first diagnosed? | ] |1 J

Name of the attending/admitting physician |

|

Admission type In-patient [J
Diagnosis (ICD-10 or any other code if available, otherwise a full description):
|

Out-patient [

Dental [

Planned Procedure with Medical Justification:

Please provide details of your prognosis based on the proposed course of treatment:
[

Pregnancy:

Date pregnancy confirmed by doctor | ] |1 J

Expected or actual date of delivery [ ] | J

Is single pregnancy expected? Yes[] No O

If no, is pregnancy a result of infertility treatment, including conception by artificial means, other than artificial insemination?

Please sign and authenticate with an official stamp.

Doctor's Signature [

J

The confidentiality of patient and member information is of paramount 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
thatis 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.

Yes[J No [

Date

I

OFFICIAL STAMP

FRM-TG-EN-1107



