MedCare
[lpywTBo 32 ocurypyBatbe
CUAN Viuyypenc (pyn Af) Ckone IIpujasa Ha ocurypan ciydaj 1L %HPNLYLN

6yn. inuHpeH 6p.1, 1000 Ckonje
Ten. (02) 3288 800, Makc (02) 3215 128 Report fOI' insured event

E-mail: info@sigal.com.mk, www.sigal.com.mk

Bpoj Ha nonuca

Policy no.
Bpoj Ha wreTa / Claim no. Bpoj Ha nonuca / Policy no. Bpoj Ha kapTuyka / MedUNIQA card no.
[oroBopyBay Ha
OCUrypyBaH-eT1o
Insurance contractor Mme 1 npeaume — Ha3uB Ha npaeHoTo nuue / Name ad surname — Company name TenedoHckn 6poj / Phone number
MowTeHckun 6poj / Post code Appeca: mecTo, ynuua u 6poj / Address: place, street and street no.
OcurypeHuk
Wwme v npesume / Name and surname Matuuen 6poj / Personal no.
MowTeHcku 6poj / Post code Appeca: mecTo, ynuua v 6poj / Address: place, street and street no.
3aHMmare BO MOMEHTOT Ha HacTaHyBake Ha OCUTyPeHUOT cryyaj / Bo koja opraHu3auuja cte BpaboTeHn
Profession (In the moment of the insured event occurrence) In which organization are you employed

Kou paboTu rv n3spLuyBaTe Bo Taa opraHusaumja (ToueH onvc Ha paboTHOTO mMecTo) /
What are your work responsibilities (accurate job description)

E- mail TenedoHcku 6poj / Phone number
Mogatouu 3a ocurypeHunot cny4aj (Insured case data)

[aTym Ha HacTaHyBaHe Ha OCUIYpPEHMOT Cry4aj:
Date of the insured event:

Bo koja 3gpaBcTBeEHa ycTaHOBa CTe Ce fneKyBane nopagu OBOj OcurypaH criyya;j?
Name of the health care institution where you have been treated?

Be monume HaBegeTe ja npuymMHaTa 3a HaCTaHOK Ha OCUIYPEHUKOT criyyaj?
Please give details about the reason of the treatment?

Be monume HaseferTe ja avjarHosara:
Please specify the diagnosis:

BkyneH n3Hoc Ha TpowiouuTe:
Total amount of the costs:

W3jaByBam feka ce crnoxysaMm MEAULMHCKUTE Nuua, GONHUUMTE Kafe LWTO € U3BPLUEH NEKApPCKUOT TPETMaH kako U oBnacTeHuTe nuua og CUAT, aa rm kopuctat Bo
CBOW LEMU MeAULMHCKUTE U3BELLTaW, CMETKOMNOTBPAUTE W OCTaHaTUTE [0OKa3u MOBP3aHM CO NEKAPCKUOT TPETMaH, a Co Len 3a YTBpAyBake Ha BUCTUHWUTOCTA Ha HAacTaHoT U
MojaTta npujasa.

M3jaByBam feka ce cnoxysam OcurypyBayot — CUrAn — Npy nocTankaTta Ha peluaBake Ha OTLWTeTHO nobapysake, [OKONKY oueHu 3a noTpe6Ho, Aa uma npaBo Ha
yBUA BO LENoKynHaTa AoKymeHTauuja u Aa npubupa nHdopmaumm of TpeTu nuua 3a MOMeHTanHaTa U MuHaTa 3gpaBcTBeHa coctoj6a Ha OcUrypeHUKOT (34paBCTBEH KapToOH,
n3BeLlTan of CneuujanucTyKM OpAnHaLMK, KapTOHK — UCTopuja Ha GonecTy Bo GOMHUYKY YCTaHOBU U CIINYHO).

M3jaByBam feka HaBeeHUTE NOAATOLM Ce BUCTUHUTU U TOYHM.

| declare that | agree the medical staff, the hospitals where the medical treatment was performed, as well as the authorized persons from SIGAL, can use the medical reports and other evidence
related to the treatment, in its own goals, in order to determine the veracity of the event and my report.

| declare that | agree SIGAL to collect all the necessary documentation and information from third parties concerning any present or previous condition during the process of claim settlement (health
record, specialist reports, hospital treatments etc).

| declare that | answered all questions truthfully.

Bo/In , Ha aeH / on date roauHa / year.

WreTaTta Aa ce ucnnatv Ha cMeTka: Bpoj Ha TpaHcakuucka cMeTka:
Bank account no.

Ha3wvs Ha 6aHka:
Bank name:

MoTnnc Ha OCUrypPEHNKOT / KOPUCHUKOT Ha OCUTypyBaHeTO
Signature of the insured / insurance beneficiary




[pywTBO 3a ocurypyBsatbe Medcare
CUTAN NHwypenc Tpyn ALl Ckonje

6yn. nuHpeH 6p.1, 1000 Ckonje HpI/IJ daBa Ha OCPIpraH CHy‘{aj HPHJABA

Ten. (02) 3288 800, ®akc (02) 3215 128

E-mail: info@sigal.com.mk, www.sigal.com.mk Report for lnsured event
1. PaboTHukoT BpaboTeH kaj paboTogaBayoT
The employee is in contract with the employer
HenpekuHaTto of roguvHa.
continuously since year.

Pa6oTHa nosvumja Ha OCUTyPEHMKOT:
Working position of the insured:

2. OcurypaH/a e co cnegHaBa nonwuca 3a [JobpoBoNIHO 3ApaBCTBEHO OCUTYpPYBaH-€:
He/she is insured with the following Private Health Insurance policy:

3. MNocnegHata MeceyHa NnpeMuja nnaTeHa Ao AEHOT Ha HacTaHyBakbe Ha OCUrYPEHWOT Criyyaj:
Last monthly premium paid till the date of insured case:
BO U3HOC 0Of [eHapy, OAHOCHO 3a CUTe OCUTypaHu YNEeHOBU BO BKYMNEH U3HOC Of AeHapu.

in amount of denars, ie for all insured members with a total amount of denars.

4. [lo AeHOT Ha npujaBaTa Ha OCUTYPEHUOT Cyyaj He Aan/a vn3jaBa Aeka He caka aa Guae ocurypeH/a.
Until the date of the insured’s case, he/she did not make a statement that he/she did not want to be insured.

5. To4HOCTa ¥ BUCTUHUTOCTA Ha HaBEAEHWUTE nodaTouy v noTepaysa [loroBopyBayoT Ha OCUTYpYBaHETO:
The accuracy and validity of the data is confirmed by the Insurance contractor:

Bo , Ha AeH rogmHa.
In , on date year.

MoTnunc 1 neyaTt Ha JOroBOpYBaYOT Ha OCUTypyBaHkeTo
Signature and stamp of the Insurance contractor

MoTpe6Hn JOKYMEHTH:

. ObpaseL, — npujaBa Ha ocurypaH cryyaj

. MeavumnHCKM n3BellTaj co HaBeaeHa anjarHosa

Mpenuiianu peLenTu 3a NeKoBM / noMarana of CTpaHa Ha OBfiacTeH nekap

OpuruHanHa duckanHa cmeTka / hakTypa 3a U3BpLUEHUTE MEANLIMHCKN YCryri

doTokonuja og MedCare  kaptuyika

doTokoNnMja oA NUYHa KapTa

doTokonuja of AeHapckaTa TeKoBHa CMeTKa Ha OCUTYPEHUKOT — KOPUCHUKOT Ha OCUTYpYBaHeTO

N

Noahrwb

Required documents:

The form, Application / Report for insured event

Medical report with a specified diagnosis

Prescription for medicines / medical devices recommended by an authorized physician
Original receipt for medical services / invoice for performed medical services
Photocopy of MedCare card

Photocopy of ID card

Photocopy of Bank account

SUGR B g 9 [ =

HanomeHa: OcurypyBayoT uma npaBo og OcurypeHukoT, [loroBopyBa4yoT Ha OCUrypyBaleTo Unn 6Uno Kou Apyro NpaBHO UNu U3NYKO nuue aa
Note: The insurer keeps his rights to ask additional information form the insured, the policyholder of any other person or entity.

TenHu




