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Zdravotni pojisténi cizincd

UNIQA pojistovna, a.s.
L‘ Zapsana u Méstského soudu v Praze, .
oddl B, & viozky 2012. Health Insurance for Foreigners
Evropska 136, 160 12 Praha 6
1C: 49240480 Mep,I/ILI,VIHCKoe CTpaxoBaHne NHOCTpaHLeB

Cislo pojistné smlouvy /Policy Number / Homep cTpaxoBoro nonmca

Pojistnik / Policyholder / CtpaxoBaTtenb

Pfijmeni nebo obchodni jméno firmy / Surname or Company name / ®amunus nnm HassaHve OpMbI Jméno / Name / Umwsi Titul / Academic titles / 3BaHne
Adresa / Address / Agpec PSC / Postcode / Mo4TOBbI MHAEKC
Datum narozeni nebo IC / Date of birth  Pohlavi / Sex  Cislo pasu / Passport number / Homep E-mail / Email / E-veiin Telefon / Telephone / TenedoH

or CIN / lata poxxaeHve nnm IHH / Mon nacrnopta

Pojistény / Insured Person / 3acTpaxoBaHHbIA (je-li odlisny od pojistnika / if different from policyholder / ecrm oTnmyaeTcs ot cTpaxosarens)

Pfijmeni’ / Surname / ®amunna Jméno / Name / Uwsi Titul / Academic titles / 3BaHne
Adresa / Address / Agpec PSC / Postcode / MoYTOBBIN MHAEKC
Datum narozeni / Date of birth Pohlavi / Sex  Cislo pasu / Passport number / Hovep E-mail / Email / E-venn Telefon / Telephone / TenechoH
/ Data poxxaeHue / Mon nacrnopta
Vseobecné udaje / General Information / O6was nHcopmaums

Potétek pojisténi (dd.mm.rrrr) / Insurance start date Konec pojisténi (dd.mm.rrrr) / Insurance end date

20 (dd.mm.yyyy) / Ha4ano ctpaxoBaHus (A4.MM.ITTT) 2 0 (dd.mm.yyyy) / KoHeL, cTpaxoBaHWs (44.MM.ITrT)
Pojistna udalost se stala: "
Dajte of the insurance event: den / day / petb 2.0 hodina / hour / 1ac
[ata cTpaxoBoro cry4as: .
Meésto / City / Fopog, Zemé / Country / CtpaHa

Uvedte podrobny popis, jak ke
Skodé doslo, druh poranéni nebo
onemocnéni / Please provide

a detailed description of the
claim, the type of injury or illness
/ MogpobHoe onvcaHue Toro,

Kak Nnpowu3oLLen CTpaxoBow
cryyaii, xapakTep TpasMbl U
3abonesaHus:

Pojisténi lé¢ebnych vyloh / Medical costs insurance / CTpaxoBaHne MEAULMHCKUX pacxofoB

Nazev a adresa Iékar'ského zafizenti, kte-

ré poskytlo osetfeni’ / Name and add-

ress of the medical facility that provi-

ded treatment / Ha3saHue un agpec

MEIMLIMHCKOTO YHPEeXAeHNs, rae

oKasblBarnach MeMLMHCKas MOMOLLb

PoZzaduji nahradu celkovych hraze-

nych nakladd ve vy3i / The amount .

of the total costs required / Mpowy ~ Mena / currency / Baniota
BbINATATL MHE KOMMEHcaLmio

pacxofoB
?FHoite tygo doklady //E:r;close the Doklad o pojisténi a Ghradé pojistného / Certificate of insurance and payment document / CepTucmkat CTpaxoBoii 1 NNATEXHbIA JOKYMEHT
ollowing documents / Stn LékaFskou zpravu / Medical report ~ Ano / Yes Ne / No Doklad o dhradé / Proof of
payment  Ano / Yes Ne / No
HOKYMCLIEIL KL DA O TE / MeVILIMHCKO® 3aKSTH0HEH e / Da /Het / DokasaTensCTBO BbINAAT / fa /Het
Predpis na léky / Medical prescription  Ano / Yes Ne / No Doklad o dhradé / Proof of payment ~ Ano / Yes Ne / No
/ PeuenTt Bpaya / da / Het / [oka3aTenbCTBO Bbinnat / Oa / Het

Doklady musi obsahovat nazev zdravotniho zafizeni, jméno a datum narozeni poskozeného, diagnézu a rozpis poskytnutych sluzeb. / Documents must include
the name of the medical facility, name and birth date of insured person, diagnosis and list of medical procedures. / [JoKyMeHTbI AOMKHbI COAEPXXaTb
HavMeHoBaHe MeMLIMHCKOro 060py/JOBaHNS, UMS U ATy POX/AEHNS NOTEpreBLUero, AUarHocTuKa 1 pasbuska ycryr.

S uvedenym onemocnénim jste se

jiz 1¢il? / Have you been treated with ~ Ano / Yes Ne / No
this disease before? / Bbl obpatia- / Da / Het
JCb C 3TON Npo6iemMon K Bpady?

Ostatni tdaje / Other Information / [lpyras nHcopmayus

Kontaktoval jste asisten¢ni sluzbu?

/ Did you contact the assistance Ano / Yes Ne / No
company? / Bbl obpatuncs / PBa / Het

B aCCUCTEHTCKYIO Cry>KOy?

Pojistné pInéni poukazte: / Please

send the insurance benefits: /

[MpoLuy cymmy cTpaxoBoro

ﬁ‘;“g‘&”ﬁ*&”{? /BEL”{,‘;T{,';; account  kéd banky / Bank code / BMK €. ctu / Account number / Homep cHeTa nazev banky / Bank name / HasBaHve 6aHKka

in the CR / Ha cyeT B YP
na adresu v CR / to the address in

the CR / no4TOBbIM NEPEBOAOM Ha
appec B 4P

pokud ano, uvedte rok / if so, please write year / ecnu fa, To HanuwKTe roaa

pokud ano, uvedte datum / if so, please write date / ecnn aa, To HanuwKTe gata

Souhlasim, se ziskavanim tdajt o mém zdravotnim stavu, a opravnuiji doktory, instituce, zdravotnicka zafizeni a zdravotni pojistovny, aby na vyzadani pojistitele poskytli zastupcm UNIQA pojistovny veskeré informace.
/ 1 also grant my consent for purposes of the acquisition of data on my state of health, and | hereby authorize all requested doctors, institutions, healthcare establishments and medical insurance companies to provide
such information to UNIQA pojistovna representatives. / 5 cornatieH, 4to CTpaxoBLWK UMEEeT NPaBo BbISCHATL MHGOPMALMIO OT Bpadel, APYrX MeAMULIMHCKUX YYPEXAEHA, UMEOLLMM VHpoMaLmMio 06 uctopun
MOoero 3a6oreBaHIsi, 0 MOeM h3MHECKOM 1 MCUXNHECKOM COCTastHUN, AMarHo3e, NeHeHn 1 NporHoae, NpeocTaBnsTh ee B Crlyqae Heo6xoauMocTy CTpaxosLLyKy. CBoeit NoAmnuckio i 0CBOGOX/Aal0 Bpayel oT
OTBETCTBEHHOCTU 3a pasrnalleHne MeaNLMHCKNX AaHHbIX, HEO6XOAUMbIX 151 MOero nedeHust. / Podpisem potvrzuji, Ze jsem viechny dotazy odpoveédél/a tplné a pravdivé a jsem si védom/a dsledkd hrubé zkreslenych
nebo nelplnych odpovédi na povinnost pojistitele plnit. / | declare that | have answered all questions truthfully and completely and | am aware of the consequences of providing false information and facts in terms of the
obligation of the insurer to pay out insurance benefits. / 3asBnsio, 4To Ha BCe BOMPOCHI A OTBETUN NPABAMBO W NOMHOCTLIO, U YTO S OCO3HAKO HACNEeACTBUS NOKa3aH!s HenpaBavBbIX AaHHBIX U haKToB, KOTOpble
UMeIOT BIMsIHNE Ha 0653aTerNbCTBO CTPAXOBOW KOMMaHMM BO3MECTUTD YLiep6 3a cTpaxoBoit cry4ait. / Prohlasuii, Ze souhlasim, aby pojistitel zpracovaval mé osobni Gdaje ve smyslu zakona ¢. 101/2000 Sb., o ochrané
osobnich tdajd. / In compliance with the appropriate provisions of Act No. 101/2000 Coll., on Personal Data Protection, | agree to the processing of my sensitive and personal data. / 3asBnsto, 4To B COOTBETCTBIN

¢ 3akoHoM Ne 101/2000 C6. 06 oxpaHe NYHbIX JaHHbIX 5 CornaceH ¢ 06paboTKON BCEX MOWX JIMYHBIX JaHHbIX.
V/At/B dne / day / gHa Podpis pojisténého / Signature of insured person / lMoAnuce 3acTpaxoBaHHOro uua

Pozadovanou variantu zakfizkujte! Please tick the required option! OTMeTbTE Hy)XXHYO onLyio!



