r r r r r r r
Aitnon mAripouc avaAnPng ac@aAicTIKWV KIVOUVWYV UYEiag IMG
Zyvantetal pe T SiriusPoint International Insurance Corporation L
MARpENG avaAnyn ac@aloTIKWV KivdUvwy vyeiag (FMU) - ESW oag {ntdpe TANPo@opieg yia To MANPEG IATPIKO IOTOPIKO aag. Me BAon Tic MAnpo@opie
mou AapBavoue, Ba emPBeRAICOUE TOUG OPOUC TOUC OTIO{OUG UITOPOULE VA 0AG TIPOCPEPOULE KAl TUXOV EEAIPETELG TIOU EVEEXETAL VA IOXVUOUV.
‘Omou éxouv mpooPepBei 161Koi 6pol, Ba avaypAPoVTal AEMTOUEPWG OTO TMOTOMOINTIKG/0TN SHAWGN A0PAAION G oag.

Full Medical Underwriting (FMU) - This is where we ask for details of your full medical history. Based on the information received we will confirm what terms we are able to offer you and any exclusions that may apply.
Where special terms have been offered these will be detailed on your certificate/declaration of insurance.

Mota gival Ta emépeva BRparta;

What's next?

0d8nyie¢ cUpMARPWONG EVTUTIOU

Filling out this form

« XpnOolUOTOINOTE auTd TO EVTUTIO Yia va UTIOBAAETE aitnon yia éva amod Ta Téooegpa -
TIPOYPAUHATA lATPIKAG aopdhiong Global Prima.

>TefNTE HOC TO CUPITANPWHEVO EVTUTTO, XPNOIHOTIOIWVTAS Jia amd TIG €E1G EMNOYEC:

Use this form to apply for one of our four Global Prima Medical Insurance plans.

ATIQVTAOTE IPOCEKTIKA OE OAEG TIC AKONOUBEC EQWTHTELG, Ol OTTOIEG Elval CNHAVTIKEG YIa TNV
TIAPOXT AUTHE TNG ACPANONG KAL TOV OPIOHO TWV OPWV KAl TwV ACOANOTPWV. ETIIKOWVWVIOTE
padi pag eav Sev KATAVOEITE TNV £pWTNON 1 TN GUON TWV ATTAITOUHEVWY TTANPOPOPILY T
{ntoTe 0dnyieg amod Tov acealioTh oac. H aduvapia mapoxrig mneoeopiv 1 N mapoxn
NUITEADV i} avaKpIBWV TANPOPOPIWY EVOEXETAL VA TIPOKAAETEL AMWAEL TNS KAALYNG 1
GMwv mapoxwv. OuunOeite va umoypdpete T AAwon otn oeAida 7.

You must take care in answering all the following questions which are relevant to us in providing this
insurance and setting the terms and premium. Please contact us if you do not understand the question
or the nature of the information required or please seek guidance from your broker. Failure to provide
information or the provision of incomplete or inaccurate information may result in the loss of cover or
other remedies. Remember to sign the Declaration on page 7.

S UPMANPWOTE EVKPIVAG T OTOIXEID HE KEPaAaia ypdupaTa.

Please write clearly using capital letters.

«  Send your completed form back to us using one of these options:

- Email: GPMIIndividual@imglobal.com

- Tayudpopika: IMG, 3rd Floor, Fitzalan House, Fitzalan Court, Cardiff, CF24 OEL
United Kingdom
— Post: IMG 3rd Floor, Fitzalan House, Fitzalan Court, Cardiff, CF24 OEL United Kingdom

Oa NAPBETE WO EMOTON HE TOUG OPOUG HAC Kal TO aftnpa TANPWUAG evtog 5
EPYAOIHWY NUEPWV.

We will write to you with your terms and requesting payment within 5 working days.

A@oU ANAPoupEe TNV MANpwHr oag, Ba oag OTENOUPE Ta VTUTTA TOU A0QAACTNPIOU 0AG.

AV EXETE QTTOPIEC, KANETE LaC OTO +44 (0) 1903 817970 (HVwHEVO BAoinelo). Then, once we've received your payment, we'll send your policy documentation.

If you have any questions, call us on +44 (0) 1903 817970 (UK).
Av xpel&(eoTe Eva avTiypapo autol ToU eVTUTIOU aiTtNONG, EVNHEPWOTE HAG EVTOG 3 UNVWV.
If you would like a copy of this application form, please let us know within 3 months.

Em\é&Te Ta MOPAKATW TPOYPARMATA YIA TNV KAAUYN OAWV OGOUC A@opd AUTr N aitnon Kal emMAECTE Ta avtioTolxa mAaicia yia va
umodeiete To emimedo KANLYAC 0ag. A TEPIOGATEPES TTANPOPOPIEC YIA TA TIPOYPAUUATA LG, EMOKEPTETE TN SlevBuvaon
www.imglobal.com/intl 1} am\wg capwote autdv Tov KwdIKO He To smartphone cag =

Please select the plans below to cover everyone on this application, then tick the boxes to choose your level of cover.

EmmAoyr| emmeédou KAALYNG

Choosing your level of cover

[=]
i
[=

Il MAATINENIO

[v’| ©=paneia ue voonAeia, Bepaneia pe

~ nuepnola voonheia kail Bepaneia oe
e€WTEPIKA laTPEIQ
In-patient, day-patient, and out-patient treatment

For more information on our plans, visit www.imglobal.com/intl or simply scan this code with your smartphone =—>

L] ] [

[v’| ©epaneia pe voonheia, Bepareia pe [v’| ©epaneia pe voonheia, Bepaneia pe [v’| ©epaneia pe voonheia, Bepameia pe

~ nuepnriola voonheia kat Bepareia oe ~ nuepnriola voonheia kat Bepareia oe ~ nuepriola voonheia kat Bepareia oe
€€WTEPIKA laTPEIQ eCWTEPIKA laTPEIQ eCWTEPIKA laTPEia
In-patient, day-patient, and out-patient treatment In-patient, day-patient, and out-patient treatment In-patient, day-patient, and out-patient treatment

[v] Exkévwon i emavanarplopog

[v] Exkévwon n emavamatpiopog
— Evacuation or Repatriation

[v] EKkévwon 1 emavanatpiopog
— Evacuation or Repatriation

[v] ExKévwon i emavamnatpiopog
— Evacuation or Repatriation

— Evacuation or Repatriation

‘Oplo eykupooLVNG Kal TOKETOL pouTivac:
utine Pregnancy & Childbirth limit:

Oplo gyKupoolvng Kal TOKETOU pouTivac:
utine Pregnancy & Childbirth limit:

‘Oplo eyKLPOOLVNG KAl TOKETOU pOUTiVAG:
utine Pregnancy & Childbirth limit:

‘Oplo eyKUPOOUVVNG KAl TOKETOU POUTIVAG:
utine Pregnancy & Childbirth limit:

5.000 £/5.000€/5.000 $ 5.000 £/5.000 €/5.000 $ 5.000 £/5.000€/5.000 $ 5.000 £/5.000€/5.000 $

10.000 £/10.000 €/10.000 $ 10.000 £/10.000 €/10.000 $ 10.000 £/10.000 €/10.000 $ 10.000 £/10.000 €/10.000

20.000 £/20.000 €/20.000 $ 20.000 £/20.000 €/20.000 $ 20.000 £/20.000 €/20.000 $ 20.000 £/20.000 €/20.000 $
EI NA NA EI NA EI NA

s

Oplo odovtiatpikrc Ogpareiag
al Treatment Limit

ﬁ 1.000 £/1.000 €/1.000 $
2.000 £/2.000€/2.000 $

[CIna

10 odovTiatplkric Oepameiag ‘Oplo odovtiatplkric Bepameiag

al Treatment Limit al Treatment Limit
E 1.000 £/1.000 €/1.000 $ ﬁ 1.000 £/1.000 €/1.000 $
2.000 £/2.000 €/2.000 $ 2.000 £/2.000 €/2.000 $
NA [Cna
lMeptoxr) kKaAUPNG:

Area of cover:

Oplo odovtiatpikrc Oepareiag
al Treatment Limit

1.000 £/1.000 €/1.000 $
2.000 £/2.000 €/2.000 $
mf

Meptoxn 1 - Eupwrn
Area 1 - Europe
Meploxn 2 — Maykoéopia, ektég HIMA kat

Mepoxn 1 - Evpwrn
Area 1 — Europe
Meploxn 2 — Maykdopia, extdg HIMA kat

Meploxny 1 - Evpwrin
Area 1 - Europe
Meploxn 2 — Maykdopia, extog HIMA kat

Mepoxn 1 - Eupwrn
Area 1 - Europe
Meploxn 2 — Maykoéopia, extég HIMA kat

edapwv Twv HIMA edaewv Twv HIMA edapwv Twv HMA edaewv Twv HIMA
Area 2 — Worldwide excluding USA and any Area 2 — Worldwide excluding USA and any Area 2 — Worldwide excluding USA and any Area 2 — Worldwide excluding USA and any
USA territories. USA territories. USA territories. USA territories.

Meploxn 3 - Maykoouia
Area 3 - Worldwide

Meploxn 3 - Maykéopia
Area 3 - Worldwide

Meploxny 3 - Maykdopa
Area 3 - Worldwide

Meploxn 3 - Maykoouia
Area 3 - Worldwide

S € Tolo VOIoUa B€NeTE va KATABANETE TO ao@ANOTPO; Ot TTAPOXES TOU aopalloTnpiou oag Ba kataBal\ovTal emiong o€ AUTO TO VOUIOUA.
In which currency would you like to pay your premium? Your policy benefits will also be in this currency.

STepAivec AyyNiag £ Eupw € Aohdpta HMA $
EI GBPf EI EURE D usDs

TiumepBalov ac@ANoTPo BENeTE va KAaTaBAMETE; To umepBANOV a0PANOTPO 1oXUEL aVA ATOO ava €T0G acpaNoTnpiou Kal Sev epapuoleTal OTIG MAPOXES: EYKUHOOUVN Kal TOKETOE POUTIVAG,
Odovrtiatpikr Bepameia, Ekkévwon i emavanatplopde 1 Euegia, Omtika kal EyBoNacpol. MNa va PEIOETE To ToGo TOU acPONIOTPOU 0aG, EMAEETE LPYNAGTEPO UMEPRBANNOV ACOANOTPO.
How much excess would you like to pay? Excess is per person per policy year and does not apply to Routine Pregnancy & Childbirth and Dental Treatment options, Evacuation or Repatriation, Well-being, Optical and
Vaccinations benefits. To reduce your premium amount, choose a higher policy excess.

Mnoév
Nil o /50 €506 Clisoensoensos 00 £/300€7300
500 £/500 €/500 $ [1.000 £/1.000 €/1.000 5 [J2500 £72500 22500 5 [J5.000 £/5.000 €/5.000 §
7.500 £/7.500 €/7.500 $
Mg Ba BéNaTe va KataBAMETE To ao@ANOTPd 6ag Oa 0ag OTEOULE AEMTOUEPELEG HETA TNV amodoxr TNG aitnorg oag.
How would you like to pay your premium? We'll send details following acceptance of your application.

Etioa EI MOTWTIKN/XPEWOTIKY KAPTA Aueon xpéwon SEPA EI Tpane(iko éuBaopa
Annually Credit/Debit Card SEPA Direct Debit Bank Transfer
Tpwnviaia MOTWTIKA/XPEWOTIKA K&PTA Aueon xpéwon SEPA EI Tpame(iké éuBaoua
Qe Credit/Debit Card SEPA Direct Debit Bank Transfer
M”V‘g“a MIOTWTIKA/XPEWOTIKY KAPTA Aeon xpéwon SEPA EI Tpane(iko uBaoua

ety Credit/Debit Card SEPA Direct Debit Bank Transfer

# MAnpwpéc dueonc xpéwong SEPA pévo and tpameikoug Aoyaplacpoug otnv EE/tov EOX.
# SEPA Direct Debit payments from EU/EEA bank accounts only.
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Your details

Zrolxeia Katoxou acg@alictnpiov

Policyholder details

Tithoc
Title

OO, Owed O }

Ovoua
First name(s)

Enwvupo
Surname

Huepopnvia yévwnong (HH-MM-EEEE)
Date of birth (DD-MM-YYYY)

I e \
Gender

‘ Yoc (ek./ft) ‘ ' Bapoc (kg/Ibs) ‘

Height (cm/ft) | Weight (kg/Tbs)

KA\aSoc ‘

Industry

Endayyehua (mapéxete nkr]pac AETTOUEPEIEQ)

Occupation (please give full detai

EBvikdtnTa (N XWpa yia Ty omoia giote katoxog dlapatnpiou)

Nationality (the country for which you are a passport holder)

AievBuvon email
Email address

Xwpa katolkiag (Le pays dans lequel vous prévoyez de vivre la plupart du temps pendant votre période de couverture)
Country of Residence (n xwpa oTnv ormoia GKomeVETe va SIHEVETE TO PEYAADTEPO HEPOG TNG TTEPIOSOU A0PANIoT 0ag)

O katoxo¢ acpahMotnpiou Ba ao@aloTel 0To MAQICIO TOu

EI Nat EI Oxl

TIAPOVTOG ACPAANCTNP{OU; Is the Policyholder to be insured under this policy? Yes

AlevBuvon Katoikiog
Residence Address

TaxuOPOUIKOG KWAIKOC:

Postcode:

Xwpa
Country

Correspondence address (if different)

AievBuvon aMnAoypagiag (av eivat S1agopeTIKr)

TaxuOPOUIKOS KWOIKOC:

Postcode:

Xwpa
Country

AplBuoi TnAe@wvou

Phone numbers

St
Home:

Epyaoia:
Work:

Kivnto:
Mobile:

Oaé:

Fax:

Eiote moAitng twv HIMA 1 éxete AN vopipn ddeta va dlapévete pévipa otic HIA (my. emeidn

elote k&Toxo¢ Mpdoivng Kaptag);

Are you a USA citizen or are you otherwise lawfully authorised to live permanently in the USA (e.g. because

you hold a green card)? D Nat

Oxt
No

‘ Moporoyiki TautdTnTa:
TAXID

Zrolxeia mpocOeTWV HEAWV OIKOYEVELAG

Additional family member details

MapéyeTe Ta OTOIXEID TUXOV TTPOOBETWV HEAWY TNG OIKOYEVEIAS TTOU Ba kahugBoLv amd autd To
aopaliotripto. MephapBavovtal o/n cUCLYO/OUVTPOPOE 0aG KAl TUXOV TTASIA KATW TWV 25 ETWV,
Ta omoia KATOIKOUV HovIHA padi oag 1y TapakoAouBouv ormoudEég IANPoUG SIAPKELAG.

Edv mpdkerratva kahueBouv eEpIooGTEPA Ao TECOEPA TTPOCHBETA EAN OIKOYEVEIQS, QWTOTUTIHOTE
autv TN OeNiGa TIPOTOU APXIOETE VA CUUIMANPWVETE QUTIAV TNV EVOTNTA Kal apiBUroTe KABE
@UN\O XpPnolpomolVTag Ta mhaiola ota Se€id, yia va UMoPOULE VAl EVTOTTICOUE TN OWOTH OElPA.

1° péAog oIKOYEVELaG

2° uéNOG OIKOYEVELAG

Please give details of any additional family members to be covered by this policy. This includes
your spouse/partner and any children under the age of 25 years of age who are permanently

living with you or in full time education.

If more than four additional family members are to be covered, please photocopy this page
before you start filling in this section, and number each sheet using the boxes on the right

to help us keep track.

3° uéNo¢ oIKoy£VELaG

ApiBudE avTiTonou

Copy number

‘Gﬂé ‘7‘
of [ )

4° pe)\oc OIKOY£VELag

TitAog 1+t family member TitAoG 2" family member Tithog 3 family member TithoG 4t family member
Title: Title: Title: Title:

‘Ovopa: ‘Ovopa: Ovopa: Ovopa:

First name(s): First name(s): \ First name(s): First name(s):

Enwvupo: Enwvupo: Endvupo: Endvupo:

Surname: Surname: Surname: Surname:

| |

Huepopnvia yévwnong (HH-MM-EEEE)
Date of birth (DD-MM-YYYY)

Huepopnvia yévwnong (HH-MM-EEEE)
Date of birth (DD-MM-YYYY)

Huepopnvia yévvnong (HH-MM-EEEE)
Date of birth (DD-| MM -YYYY)

Huepopnvia yévvnong (HH-MM-EEEE)
Date of birth (DD- MM YYYY)

] |

] |

L] |

[évocg

Gender

Ypog (ex./ft) Bapog (kg/lbs)
Height (cm/ft) Weight (kg/Ibs)

[évog

Gender

Yog (ex./ft) Bapoc (kg/lbs)
Height (cm/ft) Weight (kg/Ibs)

[évog

Gender

Ypog (ex./ft) Bapoc (kg/lbs)
Height (cm/ft) Weight (kg/Ibs)

[évog

Gender

YPog (ex./ft) Bapoc (kg/lbs)
Height (cm/ft) Weight (kg/Ibs)

| ] |

| I |

| H I

S X€0N WE TOV KATOXO aopaioTnpiou:
Relationship to policyholder:

S X€0N HE TOV KATOXO aopailotnpiou:
Relationship to policyholder:

SXEON HE TOV KATOXO A0pANOTNPIOU:
Relationship to policyholder:

S XEON UE TOV KATOXO a0PaNoTNPiou:
Relationship to policyholder:

| I

KAadoc: KAadoc: KAadoc: Khadoc:
Industry: Industry: Industry: Industry:
Emayyeiua: Enayyeiua: Enayyehua: Enayyehua:
Occupation: Occupation: Occupation: Occupation:
EBvikotnTa: EBvikotnTa: EBvikoTnTa: EBvikotnTa:
Nationality: Nationality: Nationality: Nationality:

| |

Xwpa Kkatolkiag:
Country of residence:

Xwpa katoikiag:
Country of residence:

Xwpa katoikiag:
Country of residence:

Xwpa katoikiag:
Country of residence:

| |

Seliba 2 and 7

MNaykoéopia npepia




Zrolxeia latpou

Medical Practitioner’s Details

MNaPEXETE TA OTOIXEI TOU TPEXOVTOC LATPOU OAG I} AUTOU TTOU £{val TIEPIOOOTEPO EEOIKEIWMEVOC HIE TO IATPIKS IOTOPIKS OAC.
Please provide details of your current medical practitioner or the one who is most familiar with your medical history.

‘ Ovopa: ‘ " AigvBuvon;:

Name: Address:

‘Ovopa Katoxou aceaMoTnpiou ) LEAOUC OIKOYEVEIAG: ‘

Policyholder or Family Member's Name:

AievBuvon email: ‘ TaxUSPOUIKAE KWSIKOG:

Email address:
Postcode:
‘ ;I;p)\.: ‘ ‘ g)xotﬁ: ‘ Abyoc mapakooubnong

Reason for attendance:

Huepopnvia teeutaiag cuppeToxns (MM-EEEE)

Date of last attendance (MM-YYYY)

Ovopa: ‘ | AievBuvon

Name: Address:

Ovopa Katdxou ao@alloTnpiou 1) LEAOUG OIKOYEVELQG:

Policyholder or Family Member's Name: ‘

TaxuOPOUIKOC KWOIKOC:

Email address:

AievBuvon email: ‘

Postcode:
‘ TTQW‘ ‘ 2}51 ‘ AGYOC TIapakohouBNoNG:
Huepopunvia teevtaiag cuppeToxns (MM-EEEE)
Date of last attendance (MM-YYYY)
‘ T N0 T T T
‘ Ovopa: [ Awvbuvon
Name: Address:

‘Ovopa Katoxou aceaMotnpiou ) LEAOUC OIKOYEVEIAG:

Policyholder or Family Member's Name:

AievBuvon email:

TaxuOPOUIKOG KWOIKOC:

Email address:
Postcode:
‘ ;I;p)\.: Fﬂa)xqﬁz Abyoc mapakoloubnong

Reason for attendance:

Huepopnvia teevtaiag ouppeToxng (MM-EEEE)

Date of last attendance (MM-YYYY)

J L J

Ovopa: AlgvBuvon:
Name: Address:

‘Ovopa Katoxou aceaNoTnpiou ) LEAOUC OIKOYEVEIAG:

Policyholder or Family Member’s Name:

AtevBuvon email:

Email address:

TaxuOPOUIKOG KWOIKOC:

Postcode:
EW Sf‘& /\oyoc ﬂapoKo)\ouenonc
Huepopnvia teevtaiag cupupeToxng (MM-EEEE)
?ate of last attendance (MM-YYYY)
ARAwon vysiag
Health Declaration
AnavTroTe yia k&Be GTopo mou LTTORANEL altnon yia KAAUYN ApBuoc avtitomov|  amd |
Please answer for each person applying for cover Copy number Y
Katoxo¢ acpahictnpiov 1° uéNog olKoyévelag 2° pENOG OIKOYEVELAG 3° MENOG OIKOYEVELAG 4° néAoG OIKOYEVELAG
Policyholder 1+ family member 2 family member 3 family member 4 family member

1) Eiote 0¢iG 1y ommoloodrmoTe GAOG QITWY VOONAEUOUEVOG 1 £XEL TPOYPAHUATIOTEl vOONAE(a i XELPOUPYIKN eméuaon 1y éxeTe Tl o€ AioTa avapovrc yla Ta mopanavw;
1) Are you or any other applicant presently hospitalised, or scheduled on a waiting list for or in need of hospitalisation or surgery?

0N O O O9¢  Opa O | Ope O9e | DOpa O

2) AapPAveTe i TOU TAPOVTOG SPACTIKY Aywyr Yia OToIadATIOTE HOPPT| KAPKIVOU 1) £iXATE OXETIKY SIdyVWwon TOUG TPONYOUHEVOUC SWEEKA UAVES
2) Are you currently receiving active treatment for any form of cancer or had a diagnosis in the last twelve months?

| L\lol | 'NOxl ‘ CONa O OXI CnNae O OXI ‘ | i\l(]l | 'NOxl ‘ | !Y\lou | 'NOXI

Yes Yes

3) Exete APl €0Ee(C 1) omoloodrmote GANOC artiv OeTIKA amoteléopata eEeTaoewy, Sidyvwaon | Bepareia yia omoladrnote Slatapayr) ToU aQVoCOTIOINTIKOU GUGTANATOC, CUMMEPNAUBAVOUEVWY TOU

OUVOPOMOU EMKTNTNG AVOOOAOYIKNG aVemAPKEelag (AIDS), Tou cuvSpdpoU AepPadeVOTTABEING CUMIMAEYHATOG OXETICOUEVOU [e To AIDS (ARC), Tou 100 avOpwTivng avoooavendpkelag (HIV);
3) Have you or any other applicant at any time ever tested positive for, been diagnosed with, or been treated for any Immune System Disorder, including Acquired Immune Deficiency Syndrome (AIDS), AIDS Related Complex (ARC) Lymphadenopathy

Syndrome, Human Immunodeficiency Virus (HIV)?
O nNae O ox ONa CJox ‘ Ona Oox ‘ ONa Odox ‘ ONa Oox
Yes No Yes No Yes No Yes No Yes No

Exete undPn ot v kamnolo atopo amavtroet NAI og omoladAmoTe anod TiG MapAMavw EPWTATELS, S&v TTANPO( TIC TTPOUTIOBETELS Yia TNV TAPOUCA ACPANION.
Please note if a person has answered YES to any question above, he or she does not qualify for this insurance

Selida 3 amd 7
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latpiko6 16TOopPIKO

Medical history Apl@uo&yqym()gunou \oq)fo ‘7‘
Katoxog acgpaliotnpiov 1° péNOG OIKOYEVELAG 2° puéNog OIKOYEVELAG 3° pélog olKoyévelag 4° uéNog olKoy£VELag
Policyholder 1t family member 2" family member 3 family member 4t family member

1) Ta TeheuTaia 5 xpovia éxete AdBel Sidyvwon, Oepameia ri apUAKEUTIKA aywyn 1 €XETE TAPOUCIACEL CUUMTWHATA OXETIKA UE Ta EENG:
a) Kapkivog (evepydg 1 og Upeon) B) Kapdia y) Eykepalikéd 8) Alafntng, umepyAukaipia fj umoyAukatpia, €) AoBua ) alepyieg, oT) Ayxog / KatdBApn / Yuxlatpikég mabnoeig

1) In the last 5 years have you been diagnosed with, had treatment, medication or symptoms related to:
a) Cancer (whether active or if in remission) b) Heart c) Stroke d) Diabetes, hyperglycemia or hypoglycemia, e) Asthma or Allergies f) Anxiety / depression / psychiatric conditions

a) [ Nat [JOx a) [ Nat [JOx a) [ Nat [JOx a) [ Nat [] Ox o O
B) EI Nat ﬁ Oxt B) E] Nat EI Oxi B) EI Nat EI Oxi B) EI Nat EI Oxt B)
yY) D Nat D Oxt ) EI Nat EI Oxt ) D Nat EI Oxt Y) EI Nat EI Oxt Y) al D Oxt
& O Na [Jox & O Nar [Jox & O Na [Jox 8 O Na [ Ox 6) a [Jox
e O Na [Jox &) [ Nat [Jox &) [ Nat [Jox &) [ Nat [ Ox g O Na [ ox
o] Nat [] Ox o] Nat [] Ox o[ Nar [J©Ox o] Na [] Ox o] Na [J Ox

Yes No Yes No Yes No No

Yes No Yes

al n Oxt

N
Nat E Oxt
N
N

—~<
—~<

2) Tateleutaia 5 xpovia éxete A€l Beparmeia o€ VOGOKOUEIO 1) £XETE VOONAEUTEI OE 0iKO EVYNPIAG, EXETE CUMBOUAEUTE 1ATPO, EMayyeAUaTia vyeiag i E181KS 1y TAoxeTe amd acBévela ou umotpomadley
2) During the last 5 years, have you had any treatment in hospital or stayed in a nursing home, consulted a doctor, medical practitioner or specialist, or suffered from an illness which keeps returning?

OOnNa O O)(l ‘ CONae O O)(l ‘ CONae O O)(l ‘ I Na [ OXL ‘ I Na [ ox
Yes No

Yes Yes Yes Yes

3) 'EXeTe MPOypApUATIOEL 1) avapéveTe amotedéopata yla omoladrmote Bepaneia, yvwpodoTtnon, e€£taon, S10yVwOoTIKEG EEETATEIS 1) TOEK-ATT;
3) Do you have any treatment, consultations, investigations, diagnostic tests or check-ups, planned, pending or awaiting results?

Dy Oy D Oy Dw Oy | OeOy | OeOy

Yes
4) ‘EXETE MAPOUCIACEL OTTOLASHTTIOTE lATPIKH TTAONoN 1 MPORANpa uyeiag, ave§apTATWG €4V CUPPBOUAEUTAKATE LATPO, TA TEAEUTAIA 5 XpOVIa;
4) Have you had any medical condition, or health problem, whether or not a doctor has been consulted during the last 5 years?
Mo ToPAdElyHa, YuvaIkoroyikd mEoBAfHATA f TPOBAAUATA HE TV EUHNVO PUOT), EMITTAOKEC EYKUHOOUVNG, EVOEIEEIC I} CUITTWHATA KIPOWY, TIPORAHATA 0TN HéN, SIATAPAXES TwWV APBPWOEWY, QVTIKATAOTACEIS apBpWOoswy, mPoBAfuata
ota mENIaTa (. Kahol), SuoTieia i eVTEPIKA TIPOBAATA, KONAKSO GAYOC, SEpHATIKA TTPOBAAATA, GMEPYIEC, AYXOG, KATABNYN 1) GANa PuxIaTpIKa TPOBARHaTa, TEOBAfHATA HE TNV Kapdid, Ta AKPa, T AUTId, Ta HdTia, Ty oUpnon KA.
For example, gynaecological or menstrual problems, complications of pregnancy, signs or symptoms of varicose veins, back trouble, joint disorders, joint replacements, foot problems (eg bunions), indigestion or bowel problems, abdominal pain, skin problems,
allergies, anxiety, depression or other psychiatric problems, trouble with heart, limbs, ears, eyes, urination etc

COnNa O O)(l ‘ COONae O O)(l ‘ CONae O O)(l ‘ O Na [ OXL ‘ CONa O O)(l

Yes Yes Yes Yes Yes

5) AauPavete eni Tou MTOPOVTOG PAPHAKA (UE LATPIKR cuvTayn 1 Ox1);
5) Are you currently on any medications (whether prescribed or not)?

I Na [ ox ‘ CINat [Jox ‘ CINat [Jox ‘ ] Na ] Ox ‘ I Na [ ox
Yes No Yes No Yes No Yes No Yes No

6) Eixate moté otn {wrj oag kamota mabnon mou Ba Pmopoloe va EMNPEACEL T HEANOVTIKY 00G UYE(Q;

6) Have you at any time in your life had any condition which may have an affect on your future health?
AVaQEPETE OMOIAdHTOTE 1ATPIKY SIEPELVNON, YWWHOSOTNOT, CUHBOUAT, CUHBOUAEUTIKN, EMEUPAON, PapHaKEUTIKY aywyr| r] Bepareia ou AaBate fy oag ouotrBnke va AaBeTe ri AapBavete emi Tou mapdvtog, ald Sev avagépate mPONyoUHEVa.
Please declare any medical investigation, consultation, advice, counselling, operation, medication or treatment that you have had or have been advised to have or are currently having, but have not previously mentioned.

O N O)(l ‘ N O OXI ‘ O N O OXI O Na O O)(t [ Nat [ ox
Yes No

Yes Yes Yes Yes
Me Tov 6po «Bepaneia» avapepOUAOTE O XEIPOUPYIKN 1 IATPIKN TTAPEUBACT, CUUMEPIAAHBAVOHEVWY TWV QaPHAKWY (OPYAVIKWY Kal CUVOETIKWY) TOU cuVTayoypapouvTal and 1[aTpo/edikd kal anarrovvTal yia T Sldyvwaon, Ty
avakou@lon f TN {aon piag vooou 1 acBévelag 1 evog TpaupaTiopol. ¢ «elIkdG» opileTal omoloadHTOTE 1[ATPOE, CUUMEPINARBAVOEVOU TOU YPUXIATPOU, O omoiog Oev eival 0 ouvrng laTpdGg oag.

By treatment we mean surgical or medical intervention including drugs (both organic and synthetic) prescribed by a medical practitioner/specialist, that are needed to diagnose, relieve or cure a disease, illness or injury. A specialist is any doctor, including
psychiatrist who is not your usual practitioner.

ARAwon madnoswv
Declaring illnesses

Edv amavtrioate val o€ omoladnmoTe amo TIC MAPATIAVW EPWTATEIS, TTAPEXETE AN PN OTOIKEd E6W.
If you've answered yes to any of the questions above, you must give full details here.

Mola ep@yTnon apopd autr N SHAWON; ) > OvTOUN TEPLYPAPr TNG A0BévElag 1y dvopa TN mABnony/Siayvwong (eav ival yvwoTo)
: Brief description of illness or name of condition/diagnosis (if known)

Which question does this declaration relate to? ‘

OvopaTenwvupo
Full name

Huepopnvia mpwtng ekdniwong cupmtwpdtwv/acBéveiag (MM-EEEE) ) . . . . . . . )
Date symptoms/ilness first started (MVEYYYY) Aentopépeleg Beparmeiac/pappdkwy mou Ajednkay, TpéxovTta GAppaka/TumoL kal

B — OOO0ONOYIEC Kal AETITOUEPELIEC TUXOV LEAOVTIKWY YWWHOOOTHOEWV/Beparmeiiv mou
‘ ‘ QVAUEVOVTAL I} £XOLV TIPOYPAUMATIOTE

Details of treatment/medication received, current medication/types and dosages, and details of any future
Aidpkela aoBévelag (my. SUo eBSopAdEQ) 1) ouvexI(Opevn consultations/treatment anticipated or planned
Duration of illness (e.g two weeks) or is it still ongoing r

H tpéxouoa kataotaon tng LYElag 0ag OXETIKA HE QUTrV TNV aoBévela
Your present state of health in respect of this illness

Edv éxete SlayvwoTel pe S1afrtn, uhnAr apTnelakr eon r UPNAK XOANGTEPOAN (EAEYXOUEVA LE @APHAKA ) W), EMITPOCHETWG TWV TAPATIAVW, TIAPEXETE TA ATTOTEAECUATA
TWV TENEUTAIWY TPIWV ECETACEWY 0AG (CUUMEPINAUBAVOEVWY TWV NUEPOUNVIWY), padi pe emBeRaiwon TS ouxvotNTAC EAéyXOU 0ag amd Tov 1aTpo GG,

If you have been diagnosed with Diabetes, High Blood Pressure or High Cholesterol (whether controlled by medication or not), in addition to the above please provide your last three tests results (including dates) together with confirmation
of how often votr have to follow un with vour medical practitioner
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JUVTOWN TEPLYPAPH TG AoBévelag ri Gvopa T MABnony/Siayvwong (eav ival ywwoto)

MNola epwytnon agopd auth n dniwan;
‘ Brief description of illness or name of condition/diagnosis (if known)

Which question does this declaration relate to?

Ovopatenwvupo
Full name

Huepounvia mpwtng ekdNAWoNG oUPMTWHATWV/aoBévelag (MM-EEEE) ‘

Date symptoms/iliness first started (MM-YYYY) NemTopépeleg Bepameiac/pappdkwy Tou NeBnKav, TOEXOVTA PAPHAKA/TUTTOL KAt GOC0AOYIEG Kal

NETTTOPEPEIEC TUXOV LEMOVTIKWY YWwHOSOTHOEWV/Beparmelv Tou avapévoval rj €Xouv TPOYPapUaTIOTEl

‘ ‘ Details of treatment/medication received, current medication/types and dosages, and details of any future
consultations/treatment anticipated or planned

Aldpkela acBévelag (my. Suo eBOoHAdE]) 1y cuvexI(dEeVN
Duration of illness (e.g two weeks) or is it still ongoing

H Tpéxouoa Kataotaon TG LYEIOG 00 OXETIKA e QUTrV TNV acBévela
Your present state of health in respect of this illness

Edv éxete SiayvwoTel pe SiaBritn, uPnAn apTnEIakn TTeon i UPNAK XOANOTEPOAN (EAEYXOUEVA E GAPUAKA 1) UN), EMITPOCBETWG TWV TIAPATIAVW, TTOPEXETE TA AMTOTEAECUATA TWV TEAEUTAIWY TOIOV
e€eTA0EWV 0ag (CUPMEPAUBAVOLEVWY TWV NHEPOUNVIWY), Hadi pe emBeRaiwon TN ouxvdTNTAg EAEyXOU 0ag amd Tov 1IaTpd oag.

If you have been diagnosed with Diabetes, High Blood Pressure or High Cholesterol (whether controlled by medication or not), in addition to the above please provide your last three tests results (including dates) together with
confirmation of how often you have to follow up with your medical practitioner.

T UvTopn meplypa®r TG aoBévelag ri Gvopa T mabnony/Siayvwong (eav ival yvwotod)
Brief description of illness or name of condition/diagnosis (if known)

lMola epwytnon apopd auth n dniwan; |
Which question does this declaration relate to? ‘
Ovopatenwvupo

Full name

Huepounvia mpwtng ekdnAwong cupmTwudTwv/acbévelag (MM-EEEE) {
Date symptoms/illness first started (MM-YYYY) NemTopépeieg Bepaneiac/pappakwy mou ApBnkay, ToExovTa Qappaka/Tonol Kat Sooohoyieg kat
( ‘ NETTTOPEQELEC TUXOV HENOVTIKWV YWWHOSOTACEWV/BEQATEIY TTOU QVALEVOVTAL I €XOUV TIOYPAHUATIOTE(

Details of treatment/medication received, current medication/types and dosages, and details of any future
consultations/treatment anticipated or planned

JL
Aldpkela acBévelag (my. Suo eBOoHAdEQ) 1y ouvexICOUEVN
Duration of illness (e.g two weeks) or is it still ongoing

H Tpéxouoa KataoTaon TG LYEIDG 0O OXETIKA e QUTrV TNV acBévela

Your present state of health in respect of this illness

Edv éxete SrayvwoTel pe StaBrtn, uynAn apTneiakr mmeon r VYNAK XOANOTEPOAN (EAEYXOHEVA LE GAPHAKA 1) 1), EMITPOOBETWG TWV TIAPATIAVW, TTAPEXETE TA AMOTEAEOUATA TWV TEAEUTAIWY TPIOV
e€etdoewv oac (cupmepNapBavouévwy Twv NUEPORNVIWV), padi pe emPBePaiwon Tng ouxvoTnTag ENéyxou oag amd Tov 1aTpod oag.

If you have been diagnosed with Diabetes, High Blood Pressure or High Cholesterol (whether controlled by medication or not), in addition to the above please provide your last three tests results (including dates) together with
confirmation of how often you have to follow up with your medical practitioner.

lMola epwytnon apopd auth n dniwan;

Which question does this declaration relate to? ‘
Ovopatenwvupo

Full name

Huepounvia mpwtne ekdnAwonc oupmtwpdtwv/acbévelag (MM-EEEE) \
Date symptoms/illness first started (MM-YYYY) Nermopépetec Bepameiad/pappdkwy o AeBnkay, ToéxovTa pappaka/Tumol kal S000AOY(EG Kat
‘ v ‘ NETTTOPEQELEC TUXOV HENOVTIKWV YWWHOSOTAOEWV/BEQATTEIY TTOU QVaPEVOVTaL 1 €XOUV TIPOYPAPUATIOTEL

Details of treatment/medication received, current medication/types and dosages, and details of any future
consultations/treatment anticipated or planned

S UvTopn meplypa®r T aoBévelag ri dvopa T mébnony/Siayvwong (eav ival yvwotd)
Brief description of illness or name of condition/diagnosis (if known)

Aldpkela aobévelag (my. 500 eBSouAdEC) 1) cuvexI(OueVN
Duration of illness (e.g two weeks) or is it still ongoing

H Tpéxouoa KataoTtaon TG LYEIOG 0O OXETIKA e QUTHV TNV acBévela
Your present state of health in respect of this illness

Edv éxete SiayvwoTel pe S1aBrtn, uPnAn apTNEIaKH TTEECN 1 UYNAK XOANOTEPOAN (EAEYXOUEVA E GAPUAKA 1) 1), EMITPOOBETWG TWV TIAPATIAVW, TAPEXETE TA AMTOTEAECUATA TWV TEAEUTAIWY TRIOV
e€eTdoeV 00C (CLUMEPINAUBAVOLEVWY TWV NUEPOUNVIWV), adi pe emBeBaiwon Tng ouxvoTnTag EAéyxou oag amd Tov 1aTpo oac.

If you have been diagnosed with Diabetes, High Blood Pressure or High Cholesterol (whether controlled by medication or not), in addition to the above please provide your last three tests results (including dates) together with
confirmation of how often you have to follow up with your medical practitioner.

Edv Sev UMApyEL EMAPKIC XWPOG OE AUTO TO EVTUTIO, TIAPEXETE TIG AETTTOPEPELEG OF EEXWPIOTO YUANO Kall EMIOUVAYTE TO OE AUTHV TN SPAWON.
If there is insufficient space on this form please provide details on a separate sheet and attach it to this declaration.
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e levikoc Kavoviouog Mpootaciac Aedouévwy (TKMA)
General Data Protection Regulation (GDPR)

To mapdv amoTeAel HOVO A ouvoPn TNG TTONTIKAG armopprTou TG IMG Kat Twv SIKalwpATwy 0ag oTo TAAICIO Tou
TKIA. Tia TArfEn OTOIXEIQ OXETIKA LE TOV TPOTIO GUANOYIG KAl XPrONG TwV TIPOOWTTIKWY TANQOPOPIWY GaG K HEPOUG
Hag Kal Ta avTiotola Sawpatd oag, avatpé€te otnv mAren Motk Arioppritou pag, n oroia eivat StaBéoipn otn
StevBuvon https://www.imglobal.com/intl/legal/privacy-policy

This is only a summary of ALC's privacy policy and your rights under GDPR. For a complete explanation of how we gather and use your personal
information and your corresponding rights, please review our complete Privacy Policy, which is available at https://www.imglobal.com/intl/legal/
privacy-policy

H IMG cuNM\ével ﬂ)\npogoop[& TION\V TUTTWV, TIPOKEIHEVOL Va Aertoupyel anme)xecuaﬂm Kal va 0ag TPOCPEPEL TA
KaAUTEPa TIPOIOVTA, TIG KG)\UTEQEC Um]psm&c Kal TG KOAUTEPEG Epnaplec mou propel. Ave€apTtitwg NG
TIPOEAEUOTG TOUC, BewpoUpie 6T ival onUAvTKG va XeIPICOPAOTE e TTPOOOXT AUTES TIG TTANPOPOPIEG Kal va 0ag
BonBoupe otn SiaguAagn Tou amoppErToU 0ac.

IMG collects many kinds of information in order to operate effectively and provide you the best products, services and experiences
we can. Regardless of the source, we believe it is important to treat that information with care and to help you maintain your privacy.
EneCepyalOpaoTe Ta mpoowrika oag SeSopéva 0T MAAIOIO TWV EWOHWY CULPEPOVTWY HAG, WOTE VA OOG TIAPEXOULE TIG
UTTNPECIEC TTOU EXETE ayopdoel AuTo mepapBdvel Ty aflohdynon TN aitnorg oag, T Slaxeipion Tou acpahiotnpiou
00G Kal TOV XEIPIOUS Twv artogwv aﬂo(np[wong Emmiéov, Baot(c’)uums OTIC VORIPES BATEIC OUOIAOTIKOU 6npéotou
Oup(pEpOVTOQ yamy TIPOANPN TN AMaTng Kat ™m Slaocpahion ™ne aKEpalomTac TOU A0paNOTIKOU KNGSV, OTIG VOU\KE(
Uﬂoxpiwoac Ouppopq)wonc JE TOUG KaVOVIOHOUG KAl TG Cmmmo&lc avagoop(lc, KkaBuwg kat otn cupBaTik avaykadtnTa,
TIPOKEILEVOU Va GG TIAPEXKOUHE TNV KAAUN KAl TI UTTNPECIEG TTOU TIEPYPAPOVTAl OTO A0PANIOTHPIO 0aC.

We process your personal data as part of our legitimate interests to provide you with the services you have purchased. This
includes assessing your application, managing your policy and handling claims. Additionally, we rely on the lawful bases of
substantial public interest to prevent fraud and ensure the integrity of the insurance industry, legal obligations to comply with
regulations and reporting requirements, and contractual necessity in order to provide you with the coverage and services
outlined in your policy.

ﬂﬂp&xovmc ™m OUVKGTQGEGr] 00 YIa OKOTTOUG HAPKETIVYK, EVOEXETAL VO CUNEYOULE nN‘lpo(poplEq yla g0dg and
TpiToug, ol omoleg pag ﬁon@ov\/ va evromi(oupe aogw)\lo‘nKa TIpoIGVTa Kal UTNPEOIEG ToU WMOpPE! va oag
£VOIAPEPOLV KAl VO KOIVOTTOIOUHE TANPOPOP(ES OF TPITOUE, ONIWG

gpyaleia avaluong SIKTUOU, Yla va 0ag armooTEMNOUE OXETIKEG TANPOPOPIES KAl LEMOVTIKO UNKO HAPKETIVYK,
KaBwe Kat yia GAoug Toug Aormoug okomoug mou TipoBAEmoval otnv MoAitkr) Aroppritou pag. Mmnopeite va
QVAKONEOETE TN OLYKATAOEDT) 0OC OTTOIABHTIOTE OTIYUr.

By providing marketing consent, we may gather information about you from third parties to help us identify insurance products and services
in which you may have interest, and share information with third parties, such as web analytics tools, in order to send you relevant information
and future marketing materials, and for all other purposes set forth in our Privacy Policy. You may withdraw your consent at any time.
EvdéxeTal va KOIVOTTOIOOUKE TIC TTANPOQOPIEC 0ag O TPITOUG TTOU TIAPEXKOUV UTINPECIEC €K
HEPOUG Hag, yla va Mapoxr) UMOOTAPIENG OTIC ETIXEIPNHATIKEG SpacTNEIOTTEG HAG. AUTEG Ol eTaipeieg
£€0uol060TOUVTAL VA KAVOUV XPHON TWV TPOCWTKWY TANPOPOPIWY 0ag pévo otov Babud mou eival
anmapaitnT yia TNV mapoxr QUTWY TwWV UMNPECIWY O UGG, OTaV KOIVOTIOIOUE TTANPOPOPIES OE QUTEC TIG TPITEC
ETAIPEIEG YIa TNV TTAPOXT] UMNPECIOV OE £UAG, SEV TOUG EMTPEMETAL VA KAVOUV XPN0N QUTWV TWV TTANPOQPOPIWMY
YIa OTTOIOVEATIOTE GANO GKOTTO KAl OPEINOLV VAl TNPOUV TNV EMMOTEVTIKOTNTA TOUG, AUTEG Ol UTTNPECIEG EVOEXETAL
va epINapBavouy TG eERG

We may share your information with third parties who provide services on our behalf to help with our business activities. These
companies are authorized to use your personal information only as necessary to provide these services to us. When we share
information with these other companies to provide services for us, they are not allowed to use it for any other purpose and must
keep it confidential. These services may include:

- Exdoon anmodgaong kat Siaxeipion tne Siadikaoiag anaitroewy

*  Adjudicating and managing the claims process

«  Ene€epyaoia mMinpwHwmV pog TapdXoug UYEIOVOUIKG TTEpIBapng

«  Payment processing to healthcare providers

«  [lapoxn e€unnpéTnong MEAQTWV

*  Providing customer service

€ OUYKEKPILEVEC TIEPITTWOELG, N IMG evdéxeTal va KAnBei va armokaAUel Tpoowrikd Sedopéva
WG AmOKPIoN O VOUIHA artripata SnUociwv apxwy, oupmepapBavopévng Te KaAuyng Twv
AnMaITHOEWV EBVIKNAG AOQANELQG 1 EQAPHOYHG TOU VOHOU.

In certain situations, IMG may be required to disclose personal data in response to lawful requests by public authorities, including
to meet national security or law enforcement requirements.

Eidomoinon ebhoyng emeéepyaciag

Fair Processing Notice

>NV iapouoa AnAwon AToperiTou TEPLYPAPETAL O TPOTIOC e ToV oroio N SiriusPoint International
Insurance Corporation (yia Toug okomoug TNG TAPoVoag SHAWONG, <EUEICY, «EUEC 1 N «ACPANOTIKY
Etaipeia») oUNEYeL Kal XPNOILOTIOLEL TIG TIPOOWTTIKEG TTANPOPOPIEG TWV AOPANOHEVWY, TWV
QATOUVTWV Kat AMNWV EPWV (Y1al TOUG OKOTTIOUE TNE TAPoUoa SHAWONG, «ETEIC») KATA TV TIAPOXN
TWV UTTNPECIMV A0PANONG Kal aVTAGPANONG TNG.

This Privacy Notice describes how SiriusPoint International Insurance Corporation for the purpose of his notice “we?,“us” or the “Insurer’) collect and use the personal information
of insureds, caimants and other parties (for the purpose of this notice ‘you’) when we are providing our insurance and reinsurance services.

O1 MANPOYOPIES TTOUL TIaPEXOVTAl OTNV ACPANOTIKY) ETAIPE(D, 08 GUVEUAOHO HE IATPIKES KAl TUXOV
GNEC TANPOPOPIES TTOU AapBAvovTal amd €04¢ 1) armd AANa €PN OXETIKA e €04G, OE OXEON e
Vv mapovoa MOATKN, Ba xpnotpornolovvtal and tnv AGPANOTIK ETalpela yia Toug okomoug
TPOOSIOPIoHOU TNG AftnonG 0ag, Aeltoupyiag NG aoeahione (mou mepthapPdvel tn dladikaoia
avéAnwng Kivouvwy, Slaxeiplong, Slaxeiplong anartrioewy, avaAuong OE OXEON HE TNV AOANIOoN,
QTOKATACTAONG KAl XEIPIOWOU BeUATWY TTEAATWY) Kall TTPOANYNG KAt EVIOTIOHOU armatwy. EvOéxeTal
va anaiteital BACEL VOUOU va GUNEYOUE TIPOOWTTIKEG TTANPOPOPIES YIa E0GG 1} WG CUVETEID
OToLaodNTTIOTE CUPRATIKAG oxéong dlatnpoupe pali oac. H aduvauia mapoxng autv Twv
TIANPOPOPILV EVOEXETAL VA AMTOTEEEL T} VO KABUGTEPNTEL TNV EKTTANPWON AUTWY TWV UTTOXPEWTEWV.

The information provided to the Insurer, together with medical and any other information obtained from you or from other parties about you in connection with this policy, will be
used by the Insurer for the purposes of determining your application, the operation of insurance (which includes the process of underwiiting, administration, claims management,
analytics elevant toinsurance, rehabiltation and customer concerns handling) and fraud prevention and detection. We may be required by law to collect certain personal information
about you, or as a consequence of any contractuzl relationship we have with you. Failure to provide this information may prevent or delay the fulfiment of these obligations.

Ot m\npoopieg Ba kovomolouvtal amd v ASPAMOTIKY ETalpeia yia autoug Toug OKOmoug OTiG
ETAIPEIEC TOU OUINOU Kal TPITOUC AOPANIOTES, AVTACPAANOTES, AOPANOTIKOUES SlapecoNaBNTES
Kal TIapOXOUG UTTNPEECIWV. AUTOL Ol CUHBAANOLEVOL EVOEXETAL VA KATAOTOUV ENEYKTEC SEGOUEVIV
QVAPOPIKA LE TIC TTPOOWTTIKES TIANPOPOPIEC GaC. KaBw¢ AertoupyoUpe oTo mAaiolo piag Siebvoug

MYEipnonG, evoéxeTal val HETABIBACOUE TIG TIPOOWTTIKES TTANPOPOPIEG 0ag eKTOG Tou Eupwriaikoy
OIKOVOHIKOU XWPOU YIa AuTOUG TOUG OKOTTOUG,

Information will be shared by the Insurer for these purposes with group companies and third party insurers, reinsurers, insurance intermediaries and service providers. Such
parties may become data controllers in respect of your personal information. Because we operate as part of a global business, we may transfer your personal information outside
the European Economic Area for these purposes.

EXETE OLYKEKPIUEVA SIKAIWUATA OXETIKA UE TIC TTPOOWTTIKEG TTANPOPOPIEC 0AE, CUUPWVA HE
TOUC TOTTIKOUG VOpoUG. Autd mepthapdévouv ta Sikalbuata artrjpatog mpdofBaong, Sidpbwong,
SlaypaAPrG, TIEPLOPIOHOU, EVOTAONE Kal APNG Twv TIPOCWTTKWY TANPOPOPIWY 0AC OE EUXPNOTN
NAEKTPOVIKI) LOP®H VIO AITOGTOAN) TOUG O€ TPITOUG (SiKaiwpa GpopnToTnTag).

You have certain rights regarding your personal information, subject to local law. These include the rights to request access, rectification, erasure, restriction, objection and receipt
of your personal information in a usable electronic format and to transmit it to a third party (right to portability).

Edv éxete amopieg i avnouyieg OXETIKA e TOV TPOTIO HE ToV Omolo €xouv Xpnoluomoindel ot
TIPOCWTTKEG TTANPOPOPIES GAE, EMKOWVWVNOTE 01O 611G email: DPOLondon@siriuspt.com

If you have questions or concerns regarding the way in which your personal information has been used, please contact: DPOLondon@siriuspt.com
AEGUEVOUOOTE VA CUVEPYAOTOULE Hadi oag yia Ty 6a0®anion piag dikaing emluong oe omoladrmoTe
KaTayyehia 1) avnouyia OXeTIKA [e To anoppenTto. QoTdoo, edv Bewpeite Tt Sev KATAPEPALIE VA 0ag
BonBrooupe Pe TNV Katayyehia 1) Tnv avnouyia oag, éxeTe To Sikaiwpa va UTTORAAETE KatayyeAia oTo
Ioageio Emtpdmou Mnpogopidy Tou Hvwpiévou Baciheiou.

We are committed to working with you to obtain a fai resolution of any complaint or concern about privacy. f, however, you believe that we have not been able to assist with
your complaint or concern, you have the right to make a complaint to the UK Information Commissioner's Office.

o TEPIOOOTEPEC TTANPOPOPIEG OXETIKA HE TOV TPOTIO EMEEEQYAOIAC TWV TTPOCWTTIKWV
TANPOPOPIWV 0AG EK UEPOUE HAC, aVaTPEETE OTnV TIAR PN SHAWON AIMOPEITOU Hag otn SleuBuvon;:
https://www.siriuspt.com/legal/website-privacy-policy-final.pdf

-policy-final pdf

,
Mwooa
Language
H yAbooa tou mapdvtog acealloTnpiou cupoAaiou givat Ta ayyAikda kat kdBe alMnhoypaeia
peTady pag Ba mpaypatomoleital oTa ayyAKa.
The language of this insurance contract is English and all corresponden(e between us will be in English.

Y NUEWOTE QUTAV TV EMAOYI YIa Va eMPBEBAILOETE GTLamoSEKETTE QUTAY TN SHAWoN. D
Please tick to confirm that you accept this statement.

Edv Sev embupeite va xpnotomolouvTal Ta ayyAKd, EMKOIVWVNAOTE HE TOV 00PANOTH 0ag 1
TNAEPWVAOTE Hag 0To +44 (0) 1903 817970 (Hvwuévo Baoihelo).
If you do not wish the language to be English, please contact your broker or telephone us on +44 (0) 1903 817970 (UK).

For more information about how we process your personal information, please see our fullprivacy notice at: http

a Documentation

Oa Béhate va AaBeTe OGN0 TO UNKO TEKUNPIWONG TOU A0PANOTNEIOL Kal TV HEMOVTIK ahnAoypagia
péow email; ©a xpnolomoriooupie T SlEUBLVON TIOU aVayPAPETaL OTN CENDA 2.
Would you like to receive all policy documentation and future correspondence by email? We'll use the address from page 2.

Nat EI Oxt
No

Yes

S UUTTANPWUATIKG ACQAMCTHEIO
Top-up policy

Y NUEWOTE QUTAV TNV EMAOYH €AV SIOOETETE KAMOIO TOTIKO AOQANOTHPIO CUUPBOAQIO UYEiaG. MMOPEIE VA XPNOILOTOIOETE TIG ANAITAOELS TTOU TTANPOUV TIG TTPOUTTOBECEG amd TO TOTIKO

A0PANIOTHPLO LYE(OC 0ag yia va agloTToINCETE TO LTTEPBANMOV ACPANOTPO OTO aoPaloTrpto IMG.

Please tick if you have a local health insurance policy. You can use the eligible claims you make on your local health insurance policy to use up the eg on your IMG policy.

e MponyoUuevn acpaiion

Previously Insured
'EXETE €0€IC 1Y KATTOIO PENOG TNG OIKOYEVEIAC 0ag KAVEL aiTtnon yla KAAUYN ry ayopdoel ac®aAion
péow Twv IMG, IMG Europe 1y ALG;

Have you or any family member applying for coverage ever purchased insurance through IMG, IMG Europe, or ALC?
D Nat D Oxt
No

Yes
AplBudC ToTomoINTIKOU/acPaNC
Certificate/Policy Number:

(Edv vat: mapéxete Tov aplBud mMoTomoINTIKOU, 4V UTIAPXEL KAl AEMTTOUEPELEG, EMAéyovTag «vaw,
OUHQWVEITE HE TA TIAPAKATW: avayvwpilete &Tt UMOPBAAETE aitnon yia éva VEO TIOTOMOINTIKG
KaAUPNG Kal Oxl avavéwon 1| emava@opd TUXOV TPONYOUHEVOU/-wV TIIOTOTTOINTIKOU/-(V TTOU
£VOEXOUEVWG VA ayopAoaTe Héow TwV IMG, IMG Europe 1y ALC oTo mapeAddv. Suppwve(te emiong
6T €8V N IMG anobexBei Tn véa oag aitnon, Ba Eekivioel pia véa Tiepiodog kAAUPNE oUHPWVA
e TOUG GPOUC, TIC TTPOUMOBETEIC Kal TIC TTPORAEWEIC TOU VEOU AGQANICTIKOU TIGTOTOINTIKOU
(oupmep\apBavopévwy, eVOEIKTIKE, OAWY TwV aMATHOEWY KATAAMNAGTNTAC, TPOUTOPXOUCWY
mabrioewv kat dMwv e6aipéoewy, TEPIOSWV AVAHOVAG Kal Opiwv TAPOXWY Kal SEUTEPEUOVTWY
oplwv Tou TPOYPAHUKHATOC) Kal N véa kdAur) oag Sev Ba MANPoL TIC MPOUTTOBETELS Yia TUXOV
TIAPOXEG OUVEXILOUEVNG KAALYNG BACEL TNG TTPONYOUEVNG ANYUEVNG KAAUPIC 0ag.)

(If yes: please provide certificate number, if any, and details. By selecting yes, you agree to the following: you acknowledge that you
are applying for an entirely new certificate of coverage and not a renewal or reinstatement of any prior certificate(s) that you may
have purchased through IMG, IMG Europe, or ALC in the past, and that, should IMG accept your new application, this would start a
brand new coverage period under the terms, conditions and provisions of the new insurance certificate (including, but not limited to,
all eligibility requirements, pre-existing condition and other exclusions, waiting periods, and benefit limits and sub-limits of the plan),
and your new coverage will not qualify for any benefits of continuous coverage based upon your prior lapsed coverage.)

EXETE €0EIC 1 KATOI0 UENOC TNG OIKOYEVEIAG 0aG KAVEL altnon yia kGAugn n omoia éyive Sektr| pe
€0IKOUG OPOUC 1| XPEWOELC, €XATE KAAUYN TTOU amoppPipOnKe i KATOIO a0PANCTHPIO TTOU EXEl
aKUPwOEl 0TO MAQICIO OTTOIOUSHTTOTE TIPOYPANUATOG A0PANONG LYEIG/10TpIKoU, (Wwri¢ f avarmpiag
Have you or any family member applying for coverage ever been accepted with special terms or rates, been declined cover or had a
policy cancelled under any health/medical, life or disability insurance plan?

U Nat D Oxt
T Yes ~ No

SeNiba 6 amd 7

e ANDN ac@dalion vyeiag
Other Health Insurance
AaBETeTe KATTOIO AMO A0PANIOTIKO TIPOYPAUUA 1) AOPANOTHPIO TTIOU TIAPEXEL KAAUYN yia

L0TPIKEC SAMAVES;
Do you hold any other insurance plan or policy that provides cover for medical costs?

Nat Ox!
D Yes D No
ApIBpoi MoTomoINTIKOU 1 AvayVwPIoTIKOU acpaNoTnpiou
Policy Certificate or ID Numbers

Ovopa TPOYPAHUATOG IBIWTIKAG I} KPATIKAG A0®AAoNg

Private insurance or government plan name

ACQANCTIKN ETAIPEIQ 1} KPATIKOC POPEAC TTOU TIAPEXEL TO TTPOYPAUMA
Insurer or government entity providing the plan

Huepounvia évapéng kahuyng Huepounvia )\nEmc KaAUYNG '
(HH-MM-EEEE) (HH-MM-EEEE
Coverage Start Date (DD-MM-YYYY) Coverage End Date (DD-MM-YYYY)

o ]
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H éri\won oag
Your declaration

1. 'BEhaBa kat SiéBaca toug mrpeig Oplopoug, TiG Mapoxég, Ti¢ ECaipéoeic kat TG Mpoumobéoeig
NG mapovoag MoATIKAG, oupnepapBavopévne Tne Mevikig E€aipeong 63 oxeTikd pe
IMpoumndpxouoeg Mabroeig kat Tne Mevikig MpolnmoBeong 8 oXeTIKA e Tnv loxvouoa
NopoBeoia. Katavow Tt to Evrumo Aitnong, To Motomointiké Ekdoong ry n Aiwon
AopENoNG (0€ TEPITTWOon Mou To GTopo Bpioketal ektog EOX 1 Hvwpévou Baoikeiou) kain
Alotunwon Tou AGEANoTNPIOL CUVICTOUV TN CUPRACN LETASY LAg Kat AmOTEANOUV O EPOG
Tou ao@aNoTnpiov. MN'vwpilw 6Tt N kGAUYN Ba TaPEXETAL CUPPWVA HE TO A0PaNIoTpLo. H
l'evikr) E€aipeon 63 mou agopd oe Mpolnapxouoeg abroelg Sev IoXVEl GO0V aPOPa TOUG
6POUG A POUE AVEANYNG AOPAMOTIKWOV KIVOUVWY UYEias. Katavow &Tt TuOV TPOCWTTIKEG
eCalp£oel; Ba avapépovtal oTo MoTomoinTke/Tn ARAWON ao@AAIOT|G HOU. | have received and read
the full Definitions, Benefits, Exclusions and Condition of this Policy including General Exclusion 63 relating to Pre-existing Conditions and
General Condition 8 relating to Governing Law. | understand that the Application Form, Certificate of Insurance or Declaration of
Insurance (if outside the EEA or UK) and the Policy Wording make up the contract between us and all form part of the policy. | am aware

that cover shall be provided in accordance with the policy. General Exclusion 63 relating to Pre-existing Conditions is not applicable to
full medical underwriting terms. | understand that any personal exclusions will be stated on my Certificate/Declaration of Insurance.

2. AnAOVW/ANA@VOULE OTL Ol TANPOPOPIEG TTOU YWWOTOMOIOUVTAL OTNV TTApoUca TEEvagn
€€ dowv  yvwpilw/yvwpiloupe kal Bewpy/Bewpdl g
unv mpoPBw/mpoBoupe oe Yeuvdeic Srpabhosqwotonoinon Twv
TAPOUCMY MANPOPOPIV_ KA KATAVOW/KATAVOOOLETAIEXONEYEG TTANPOPOPIES Eival
OUCIOOTIKEG YId TNV armodoxn Kal Tnvaa

that all information provided is relevant to the acceptance and assessment of this insurance, the terms on
which it is accepted and the premium charged.

3. Katavow o1l €dv Sev giual Ikavomoinue
QKUPWOW EVIOG 14 nUEmOVCITO aop () n omac  mpoPAémETRL AloTUTIWON TOU
AO@O)\IOTF}D[OU, I understand that if | am not satisfied with the content of this policy, | may
cancel the insurance within 14 days of the completion of this contract as set out in the Policy Wording.

4. EQv éxw SNAWOEL OTL EMBUUW VA TTANPWVW HE TIOTWTIKA/XPEWOTIKA KAETA, E£0UCIOS0TW TV
IMG val PEWVEL TOV AOYAPIAOHO HOU €W Kal 4 NUEPES VWPITEPA amd TNV NUEPOUNVIa
elompagny/avavéwong e To TTO0O TOU avTIOTOIOU AopaNoTpou Kat KaBe emakdAoubou

A0PaAoTPOU avavéwaong oL OPEMETAL, OTTWG KOWVOTOLETAl, £wG OTOU MaPEXw YParTtr eldomoinon

YA TV €MOBUKIa oL val KATayYEAW TO APV ZUPEWVNTIKO. Katavow ot n IMG

Sev unopei va kplBei umeBuvn £dv To A0PANOTAPIO LOU AF\EEL OE TIEPITTTWON TTOU N
THOTWTIKA/XPEWOTIKY KAPTA HOU aropplpBel kal Oev avTamokpiBw oe attrpata yia
EVAMAKTIKES HEBOOOUG TTANPWUAG EVTOG 7 NUEPWV.

If have indicated that | wish to pay by credit/debit card, | authorise IMG to debit my account up to 4 days in advance of the collection/

renewal date with the appropriate premium, and all subsequent renewal premiums due as notified until | give written notice that | wish to terminate

this Agreement. | understand that IMG cannot be liable if my policy is lapsed should the credit/debit card be declined and | do
notrespond to requests for alternative methods of payment within 7 days.

5. YTIoypagpovTag To mapdv EVIUTIO, WG O UTIOYEYPARUEVOG KATOXOG TOU aopaNoTnpiou
emPBeBalwvw OTL: )

By signing this form as the policyholder, | confirm that:

- Ohol bool mepthapPdvovtal OTo TTPOYPAUHA €XOUY OUPPWVACEL OTI O KATORPQNOTN {0V

EXEL TNV, AOEIA TOUC TIPOKEIUEVOU VA OLVAPEL QUTO O] a
or>w<thc me has agreed that {ﬁc pﬁcyholé‘clr has their pcvmwsswonlg)o act for them @sm up Jﬁ??fn“

e 0 v OOFOEROKEIEVOL VA

TYQOOOPANIONG, TOUG OPOUG amodoxriqokal
OG(DO'NOTDO Tiou )(pEd)VETQlee declare that the information disclosed in this proposal is, to the best of my/our knowledge and
belief, both accurate and complete. I/we have taken care not to make any misrepresentation in the disclosure of this information and understand

0¢/-n, and 1o aepEeHeE@oTobINapaVTEq TO

« JETEPIMTWON aitnoNg Yl KAALYN HE XWPA KaTolkiag ekTog Tou EOX kat tou
Hvwpévou Bao\eiou 1y HeTakdUIoNG omoladATIOTE OTyur| o€ TomoBeaia ekTog Tou EOX
1 TouHvwpévou Baaoieiou, 0 KATOXOG TOU ac@aAoTnpiou avayvwpilel Kal CUMPWVE
va en\é€el To Katamiotevpa: o kAToxog Tou aogaliotnpiou epapudlel Sid Tou
TIAPOVTOC KAl EYYPAPETAL, YIO KOl EK UEPOUG KABE eyyeypappévou aTtdpou, OTnv
Conyers TrustCompany (Bermuda) Limited, Richmond House, 12 Par-la-Ville Road
Hamilton HM 08, Bermuda 1} Toug 81ad0X0UG QUTHE, Yia TNV AGQAAICTIKY) KAAUYN TTOU
(nteitat mapamdvw kat dnmwe mapéxetal kat dlaopahiCetal amd tn Sirius International
Insurance Corporation katd tnv NUepopnvia APng auTrc Kat omwe Tehel oe dlaxeipion
anod mv IMG. If applying for coverage with a country of residence outside of the EEA and UK or at any time move to a
location outside the EEA or UK, the policyholder acknowledges and agrees to elect the Trust: the policyholder hereby applies
and subscribes, for and on behalf of each individual enrolled, to the Conyers Trust Company (Bermuda) Limited, Richmond
House, 12 Par-la-Ville Road Hamilton HM 08, Bermuda, or its successors, for the insurance coverage requested above and as
,underwritten and offered by Sirius International Insurance Corporation on the date of its receipt hereof, and as administered by

6.  EavAEaEgoN(eTe QUTAV TNV AoQANON HEOW QOPANIOTH, O KATOXOG TOU A0POACTNPIOU

KkaTavoel, avayvwpiel kat SUpPWVEl 6Tt N IMG evoéxeTal va kataahel mpourBeia otov

GO(pQ)\LOTﬁ Katé TN cuvapn Kat TNV avavewon. if you are arranging this insurance via a broker the policyholder

understands, acknowledges and agrees that IMG will pay commission to the broker at inception and renewal

Ai&dBaoa kat katavénoa v eilbormoinon Mevikov Kavoviopou MNMpoaotaciag Aedopévwv

(TKMA) onwe mepiéxetat oto mapdv Evruno Aitnong kat Tnv Motk Amoppritou, n omoia

elval dlaBéotpn otn Slevbuvon htt%s://www.imglobal.com/intl/legaI/Qrivacy—golicy

I have read the General Data Protection Regulafion notice as contained in this Application Form and the Privacy Policy which is

available at https://www.imglobal.com/intl/legal/privacy-policy

8. Ye meplmtwon auéAElag KAl TAPOXNG AVAKPIBWY 1 NTEADV TANPOPOPILV €K HEPADS

Ot €UAC, eVOEXETAL va AABOUUE €va 1] TEPIOOOTEPA AMO TA TTAPOKATWydUETEAke
reasonable care and the information you give us is inaccurate or incomplete then we may take one or more of the following actions:

(i) Na aKupWOOUUE TO TIPOYPAHHA 0ag,

Cancel your plan;
(ii) Na akup@ooupe TN ouvdpour 0ag (BewpwvTag OTI To TEOYPAUUE 0ag dev UPIOTATO TTOTE),
Declare your membership void (treating your plan as if it had never existed);
(i) Na aAagoupe Toug Gpoug Tou TIPOYPAUUATOC 0ag 1y
Change the terms of your plan; or
(iv) Na apvnBoupe va SIaxelploTOUE TO GUVOAO T UEPOG OTIOIAOSATTOTE amaitnong 1 va
hxau')oouus TO OO0 TUXOV KATABOAWY amaltriogwy.
efuse to deal with all or part of any claim or reduce the amount of any claims payments.
Evdéxetal va oag (NTAOOUUE va TTAPAOXETE TIEPIOCOTEPEG TTANPOPOPIEG r/Kal éyypagpa
ya va Befawbolpe 0Tl ol MANPOPOPIEG TTOU A TIAPEXATE KATd TN ovvayn, TV
£QapUOyR aMNaywv fi TNV avavéwaon Tou TTPOYPAUHATOS 0a¢ ATAV aKPIBEIC Kal TANPELG.
We may ask you to provide further information and/or documentation to make sure that the information you gave us when taking out,
making changes to or renewing your plan was accurate and complete.

Kapia kahupn dev ioxVel éwg dTou N Tapouoa mEATAoN YiVEl amOSEKTH amd TNV AOPAMOTIKY
eTalpeia kal kataBANOel T0 aoANOTPO. H AOQANOTIKY €TAIPEiC EMPUAACOETAL TOU
SIKAIWUATOG Va armoppiPel omoladrmoTe mPATAch AoPANoNG 1} VA TPOOPEPEL SIAPOPETIKA

CIOq)dNOTPO Kal 6pou¢ amd Ta avapePOUEVA, CUUPWVA LE TIG TTANPOPOPIEC TTOU TTAPEXETE.
No cover is in force until this proposal is accepted by the insurer and the premium is paid. The insurer reserves the right to decline any
insurance proposal or to offer different premium and terms from those quoted dependent on the information you have provided

TuyKatafeon HAPKETIVYK

Marketing Consent

DNCI[ D Oxt
Yes No

SUHOWVW UE TN AWN OXETIKWY TTANPOPOPLWY KAt AMNWY EMKOWWVIOV artd TV IMG OxeTIKd pe
QOQANOTIKEG KAAMIWPEIG Kal EMAOYEG UMNPECIDV. Katavow Tl pmopw) va avakaléow Tn

OLYKATAOEODT OU OTIOIAONTIOTE OTIYUN
| agree to receive relevant information and other communications from IMG about insurance coverages and service options. |
understand that | can withdraw my consent at any time

Hpepounvia évapéng acpahiotnpiov
Policy start date

Huepopnvia (HH-MM-EEEE)

Date (DD-MM-YYYY)

To ao@alNoTpLo oag Sev unopel va EeKvioel £wg GTou AaBoupie Kat amodexOoUlE To Tapov
évtumo. Eav BéeTe n KAALYN 0OC va EEKIVAOEL O UENOVTIKR NUEPOpNvia, Ba TEEmel va pag
EVNUEPWOETE O TEPIMTWON AANAYWV OTIC TIAPEXOUEVES TANPOPOPIES GE AUTO TO EVTUTIO, OTIWE
aMayr} otnv Katdotaon Lyelag oag 1y TNV Katdotaon uyeiag omoloudrmote e€aptnuévou
UENOUC 0aC. Y€ MEPIMTWON OANAYWV EMPUAACOOHAOTE TOU SIKAIWHATOG VA AMNAEOUUE TOUG
TIAPEXOUEVOUS OPOUG. Agv UMTOPEITE va UMOPBANETE aitnon yia kdhuyn meplocodtepo amd 30
NUEPES VWPITEPA AMO TN CUUMAIPWON TOU TTAPGVTOG EVIUTTOU.

Your policy cannot start until we receive and accept this form. If you'd like your cover to start at a future date, you must let us know if there
are any changes to the information given in this form such a change in your state of health or the state of health of any of your dependants.
If there has been a changes we reserve the right to change the terms provided — you cannot apply for cover more than 30 days in advance
of completion of this form.

EmBefaiwon
Confirmation

YToypagr Katoxou aopaloTtnpiou
Policyholder signature

H umoypaer Tng mapouoag Altnong dev 6ag SEOHEVEL WG TPOG TN CUVAYN TNG ACPANONC.
Signing this Application does not bind you to enter into this insurance.

ANATPAYTE 10 A PEG OVOUATEMWVUO GO

Please PRINT name in full

Huepopnvia vmoypaenc (HH-MM-EEEE)
Date signed (DD-MM-YYYY)

EQv OUUMANPWVETE WA NAEKTPOVIKY €KOOON TOU TIAPOVTOC EVTUTIOU, EMMAEETE TO TAQIOIO
TIAPAKATW YIa vVa avayvwploeTe Tn Srwon.
If you're completing a digital version of this form, please tick the box below to acknowledge the declaration.

E Q¢ katoxog acpalioTnpiou emPBeRatbvw 6TISIEBaoa Kal Katavonoa Ty mapovod Srwon
| confirm, as the policyholder, | have read and understood this declaration

Ovopa aopaliot
Broker name

ApIBUOC aceaNoTr
Broker number

International Medical Group Limited givat e§ouctodotnpévn kat emomtevopevn ané Ty Financial Conduct Authority (311496). Eyyeypappévog otnv AyyAia kat tnv Oualia (4163178). Eyyeypappévo ypageio: 254 Upper Shoreham

Road, Shoreham-By-Sea, West Sussex, BN43 6BF.

IMG Europe AB givat adeiodotnpévn Kat emomteudpevn amd t Zoundikr Apxr Xpnpatomotwrtikrg Emorteiag (71922) kau givat eyyeypappévn wg e£0uc1o80TNHEVOC QVTITPOOWITOG Ao TV Apxr) XpnHATOMOTWTIKAG
Supnepipopdg (Financial Conduct Authority) (1003200). Eyyeypappévog otn Zoundia (559405-0469). ESpa: /o SiriusPoint International, Fleminggatan 14, 112 26, Stockholm, Sweden. AiebBuvon ypageiou eykatdotaonc oto

Hvwpévo Bacilelo (BR025974): 3rd Floor, Fitzalan House, Cardiff, CF24 OEL, UK

Maykoopia npepia

0825

SeNiba 7 amd 7




	excess: Off
	annually: Off
	card: Off
	card2: Off
	card3: Off
	currency: Off
	area cover: Off
	pregnancy: Off
	dental: Off
	area cover2: Off
	dental2: Off
	area cover3: Off
	dental3: Off
	area cover4: Off
	dental4: Off
	plan: Off
	pregnancy2: Off
	pregnancy3: Off
	pregnancy4: Off
	details: Off
	other: 
	first names: 
	sur: 
	gender76: 
	weight: 
	industry: 
	occupation: 
	nationality: 
	email address: 
	country of residence: 
	height: 
	address: 
	address2: 
	address3: 
	postcode: 
	country: 
	address4: 
	address5: 
	address6: 
	postcode2: 
	country2: 
	Date3_af_date: 
	Date4_af_date: 
	Date5_af_date: 
	home: 
	work: 
	mobile: 
	fax: 
	uner: Off
	title: 
	first: 
	sur2: 
	Date6_af_date: 
	Date7_af_date: 
	Date8_af_date: 
	height2: 
	weight2: 
	policyholder: 
	industry2: 
	occupation2: 
	nationality2: 
	residence: 
	title2: 
	first2: 
	sur3: 
	Date9_af_date: 
	Date10_af_date: 
	Date11_af_date: 
	height3: 
	weight3: 
	policyholder2: 
	industry3: 
	occupation3: 
	nationality3: 
	residence2: 
	title3: 
	first3: 
	sur4: 
	Date12_af_date: 
	Date13_af_date: 
	Date14_af_date: 
	height4: 
	weight4: 
	policyholder3: 
	industry4: 
	occupation4: 
	nationality4: 
	residence3: 
	title4: 
	first4: 
	sur5: 
	Date15_af_date: 
	Date16_af_date: 
	Date17_af_date: 
	height5: 
	weight5: 
	policyholder4: 
	industry5: 
	occupation5: 
	nationality5: 
	residence4: 
	page: 
	page2: 
	gender: 
	gender2: 
	gender3: 
	gender4: 
	Sec 2-Medical Practitioner’s Details- First Name 1: 
	Sec 2-Medical Practitioner’s Details- Email address: 1: 
	Sec 2-Medical Practitioner’s Details- Policyholder or Family Member’s Name: 1: 
	Sec 2-Medical Practitioner’s Details- Fax 1: 
	Sec 2 -Medical Practitioner’s Details- Address line A 1: 
	Sec 2 -Medical Practitioner’s Details- Address line B 1: 
	Sec 2 -Medical Practitioner’s Details- Address line C 1: 
	Sec 2 -Medical Practitioner’s Details- Postcode 1: 
	Sec 2 -Medical Practitioner’s Details- Reason for attendance:1: 
	Sec 2-Medical Practitioner’s Details- First Name 2: 
	Sec 2-Medical Practitioner’s Details- Email address: 2: 
	Sec 2-Medical Practitioner’s Details- Policyholder or Family Member’s Name: 2: 
	Sec 2-Medical Practitioner’s Details- Fax 2: 
	Sec 2-Medical Practitioner’s Details- Tel 2: 
	Sec 2 -Medical Practitioner’s Details- Address line A 2: 
	Sec 2 -Medical Practitioner’s Details- Address line B 2: 
	Sec 2 -Medical Practitioner’s Details- Address line C 2: 
	Sec 2 -Medical Practitioner’s Details- Postcode 2: 
	Sec 2 -Medical Practitioner’s Details- Reason for attendance: 2: 
	Sec 2-Medical Practitioner’s Details- First Name 3: 
	Sec 2-Medical Practitioner’s Details- Email address: 3: 
	Sec 2-Medical Practitioner’s Details- Policyholder or Family Member’s Name: 3: 
	Sec 2-Medical Practitioner’s Details- Fax 3: 
	Sec 2-Medical Practitioner’s Details- Tel 3: 
	Sec 2 -Medical Practitioner’s Details- Address line A 3: 
	Sec 2 -Medical Practitioner’s Details- Address line B 3: 
	Sec 2 -Medical Practitioner’s Details- Address line C 3: 
	Sec 2 -Medical Practitioner’s Details- Postcode 3: 
	Sec 2 -Medical Practitioner’s Details- Reason for attendance: 3: 
	Sec 2-Medical Practitioner’s Details- First Name 4: 
	Sec 2-Medical Practitioner’s Details- Email address: 4: 
	Sec 2-Medical Practitioner’s Details- Policyholder or Family Member’s Name: 4: 
	Sec 2-Medical Practitioner’s Details- Fax 4: 
	Sec 2-Medical Practitioner’s Details- Tel 4: 
	Sec 2 -Medical Practitioner’s Details- Address line A 4: 
	Sec 2 -Medical Practitioner’s Details- Address line B 4: 
	Sec 2 -Medical Practitioner’s Details- Address line C 4: 
	Sec 2 -Medical Practitioner’s Details- Postcode 4: 
	Sec 2 -Medical Practitioner’s Details- Reason for attendance: 4: 
	Sec 2 - Health Declaration - Policyholder 1: Off
	Sec 2 - Health Declaration - Policyholder 2: Off
	Sec 2 - Health Declaration - Policyholder 3: Off
	Sec 2 - Health Declaration - 1st family member 1: Off
	Sec 2 - Health Declaration - 1st family member 2: Off
	Sec 2 - Health Declaration - 1st family member 3: Off
	Sec 2 - Health Declaration - 2nd family member 1: Off
	Sec 2 - Health Declaration - 2nd family member 2: Off
	Sec 2 - Health Declaration - 2nd family member 3: Off
	Sec 2 - Health Declaration - 3rd family member 1: Off
	Sec 2 - Health Declaration - 3rd family member 2: Off
	Sec 2 - Health Declaration - 3rd family member 3: Off
	Sec 2 - Health Declaration - 4th family member 1: Off
	Sec 2 - Health Declaration - 4th family member 2: Off
	Sec 2 - Health Declaration - 4th family member 3: Off
	Sec 2 -Health Declaration- Copy number: 
	Sec 2 -Health Declaration- Copy number of: 
	Sec 2-Medical Practitioner’s Details- Tel 1: 
	Sec 2 -Medical Practitioner’s Details-DOB Year 1: 
	Sec 2 -Medical Practitioner’s Details-DOB Year 2: 
	Sec 2 -Medical Practitioner’s Details-DOB Year 3: 
	Sec 2 -Medical Practitioner’s Details-DOB Year 4: 
	Sec 2 -Medical history- Policyholder 1: Off
	Sec 2 - Medical history- 1st family member 1: Off
	Sec 2 - Medical history- 2nd family member 1: Off
	Sec 2 - Medical history- 3rd family member 1: Off
	Sec 2 - Medical history- 4th family member 1: Off
	Sec 2 -Medical history- Policyholder 2: Off
	Sec 2 - Medical history- 1st family member 2: Off
	Sec 2 - Medical history- 2nd family member 2: Off
	Sec 2 - Medical history- 3rd family member 2: Off
	Sec 2 - Medical history- 4th family member 2: Off
	Sec 2 -Medical history- Policyholder 3: Off
	Sec 2 - Medical history- 1st family member 3: Off
	Sec 2 - Medical history- 2nd family member 3: Off
	Sec 2 - Medical history- 3rd family member 3: Off
	Sec 2 - Medical history- 4th family member 3: Off
	Sec 2 -Medical history- Policyholder 4: Off
	Sec 2 - Medical history- 1st family member 4: Off
	Sec 2 - Medical history- 2nd family member 4: Off
	Sec 2 - Medical history- 3rd family member 4: Off
	Sec 2 - Medical history- 4th family member 4: Off
	Sec 2 -Medical history- Policyholder 5: Off
	Sec 2 - Medical history- 1st family member 5: Off
	Sec 2 - Medical history- 2nd family member 5: Off
	Sec 2 - Medical history- 3rd family member 5: Off
	Sec 2 - Medical history- 4th family member 5: Off
	Sec 2 -Medical history- Policyholder 6: Off
	Sec 2 - Medical history- 1st family member 6: Off
	Sec 2 - Medical history- 2nd family member 6: Off
	Sec 2 - Medical history- 3rd family member 6: Off
	Sec 2 - Medical history- 4th family member 6: Off
	Sec 2 -2) During the last 5 years 1: Off
	Sec 2 -3) Do you have any treatment 1: Off
	Sec 2 -4) Have you had any medical condition 1: Off
	Sec 2 - 5) Are you currently on any medications 1: Off
	Sec 2 - 6) Have ever had any condition 1: Off
	Sec 2 -2) During the last 5 years 2: Off
	Sec 2 -3) Do you have any treatment 2: Off
	Sec 2 -4) Have you had any medical condition 2: Off
	Sec 2 - 5) Are you currently on any medications 2: Off
	Sec 2 - 6) Have ever had any condition 2: Off
	Sec 2 -2) During the last 5 years 3: Off
	Sec 2 -3) Do you have any treatment 3: Off
	Sec 2 -4) Have you had any medical condition 3: Off
	Sec 2 - 5) Are you currently on any medications 3: Off
	Sec 2 - 6) Have ever had any condition 3: Off
	Sec 2 -2) During the last 5 years 4: Off
	Sec 2 -3) Do you have any treatment 4: Off
	Sec 2 -4) Have you had any medical condition 4: Off
	Sec 2 - 5) Are you currently on any medications 4: Off
	Sec 2 - 6) Have ever had any condition 4: Off
	Sec 2 -2) During the last 5 years 5: Off
	Sec 2 -3) Do you have any treatment 5: Off
	Sec 2 -4) Have you had any medical condition 5: Off
	Sec 2 - 5) Are you currently on any medications 5: Off
	Sec 2 - 6) Have ever had any condition 5: Off
	Sec 2-Declaring illnesses- Full Name 1: 
	Sec 2 -Declaring illnesses-DOB Year 2 Date symptoms first started: 
	Sec 2 -Declaring illnesses-DOB Year 3 Duration of illness: 
	Sec 2-Declaring illnesses- Which question does this declaration relate to?: 
	Declaring illnesses -Brief description of illness or name of condition/diagnosis (if known): 
	Declaring illnesses -Details of treatment/medication received, current medication: 
	Sec 2-Declaring illnesses- Duration of illness (e: 
	g two weeks) or is it still ongoing: 
	g two weeks) or is it still ongoing 2: 
	g two weeks) or is it still ongoing 3: 
	g two weeks) or is it still ongoing 4: 

	Sec 2-Declaring illnesses- Your present state of health in respect of this illness: 
	Sec 2-Declaring illnesses- If you have been diagnosed with Diabetes, High Blood Pressure or High Cholesterol: 
	Sec 2 -Health Declaration- Copy number1: 
	Sec 2 -Health Declaration- Copy number of2: 
	Sec 2-Declaring illnesses- Full Name 2: 
	Sec 2 -Declaring illnesses-DOB Year 2 Date symptoms first started 2: 
	Sec 2 -Declaring illnesses-DOB Year 3 Duration of illness 2: 
	Sec 2-Declaring illnesses- Which question does this declaration relate to? 2: 
	Declaring illnesses -Brief description of illness or name of condition/diagnosis (if known) 2: 
	Declaring illnesses -Details of treatment/medication received, current medication/types 2: 
	Sec 2-Declaring illnesses- Your present state of health in respect of this illness 2: 
	Sec 2-Declaring illnesses- If you have been diagnosed with Diabetes, High Blood Pressure or High Cholesterol 2: 
	Sec 2-Declaring illnesses- Full Name 3: 
	Sec 2 -Declaring illnesses-DOB Year 2 Date symptoms first started 3: 
	Sec 2 -Declaring illnesses-DOB Year 3 Duration of illness 3: 
	Sec 2-Declaring illnesses- Which question does this declaration relate to? 3: 
	Declaring illnesses -Brief description of illness or name of condition/diagnosis (if known) 3: 
	Declaring illnesses -Details of treatment/medication received, current medication/types 3: 
	Sec 2-Declaring illnesses- Your present state of health in respect of this illness 3: 
	Sec 2-Declaring illnesses- If you have been diagnosed with Diabetes, High Blood Pressure or High Cholesterol 3: 
	Sec 2-Declaring illnesses- Full Name 4: 
	Sec 2 -Declaring illnesses-DOB Year 2 Date symptoms first started 4: 
	Sec 2 -Declaring illnesses-DOB Year 3 Duration of illness 4: 
	Sec 2-Declaring illnesses- Which question does this declaration relate to? 4: 
	Declaring illnesses -Brief description of illness or name of condition/diagnosis (if known) 4: 
	Declaring illnesses -Details of treatment/medication received, current medication/types 4: 
	Sec 2-Declaring illnesses- Your present state of health in respect of this illness 4: 
	Sec 2-Declaring illnesses- If you have been diagnosed with Diabetes, High Blood Pressure or High Cholesterol 4: 
	Sec 6 Would you like to receive all policy documentation and future correspondence by email?: Off
	Sec 5 Please tick to confirm that you accept this statement: Off
	Sec 9 Do you hold any other insurance plan or policy that provides cover for medical costs?: Off
	Sec 8 Have you or any family member applying for coverage ever purchased insurance through IMG, IMG Europe, or ALC?: Off
	Sec 8 Certificate/Policy Number:: 
	Sec 9 Policy Certificate or ID Numbers: 
	Sec 9 Private insurance or government plan name: 
	Sec 9 Insurer or government entity providing the plan: 
	Sec 8 Have you or any family member applying for coverage ever been accepted: Off
	Sec 8 Details: 
	Sec 9 -Coverage Start Date-DOB Year 1: 
	Sec 9 -Coverage End Date-DOB Year 1: 
	Check Box1: Off
	Sec 10  -Confirmation-Date signed -DOB Year 1: 
	Sec 10 -Policy start date -DOB Year 1: 
	Sec 10-Confirmation-Please PRINT name in full: 
	Sec 10-Confirmation-Policyholder signature: 
	Sec 10-Confirmation-I confirm, as the policyholder, I have read and understood this declaration: Off
	Sec 10 -Consent-I agree to receive relevant information and other communications from ALC: Off
	Sec 10 Broker number: 
	Sec 10 Broker Name: 
	citizen: Off
	Text2: 


