
Full name     

Address 

Email address

  

Phone number  Country code Area code   

Date of birth (if natural person)      

Relationship to you 

I,      date of birth:                                                                                      ,

by my signature below authorise Allianz Care to discuss and disclose personal and medical data relating to the administration of my insurance cover (policy number:     

  ) with the following:

Full name

Date of birth

Full name

Date of birth

Full name

Date of birth

Member’s signature

Date

Third Party Consent Form
Please complete this form in BLOCK CAPITALS.

Please note that a separate Third Party Consent Form must be completed for each individual aged 18 years or older covered under your policy who also wishes 
to consent to the disclosure of personal and medical data relating to the administration of their insurance to third parties. For individuals under the age of 18 
covered under your policy, we would ask for your authorisation as the parent/legal representative to provide information to third parties.

If you wish to authorise the release of medical records of any individual under the age of 18 covered under your policy to the third party indicated above,  
please indicate their name and date of birth below:

This consent is effective immediately and will remain in place until you instruct in writing Allianz Care that the consent is revoked or the policy is terminated 
(whichever is earlier).

Once completed, please return this form to: client.services@e.allianz.com
If you have any queries please contact our Helpline on: + 353 1 630 1301

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.
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