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FORMULAR HLASENI SKODY / CLAIM FORM

FORMULAR VYPLNTE CITELNE HOLKOVYM PISMEM A UJISTETE SE, ZE JSTE PODEPSALI PROHLASENI NA KONCI
FORMULARE. PROSIM, ODPOVEZTE NA VSECHNY OTAZKY — JESTLIZE SE NEKTERE Z OTAZEK NEBUDOU TYKAT
VASEHO PRIPADU, PROSIM, PROSKRTNETE.

PLEASE USE BLACK INK AND BLOCK CAPITAL LETTERS AND ENSURE YOU SIGN THE DECLARATION ON THIS FORM. PLEASE
COMPLETE ALL QUESTIONS - IF ANY QUESTION IS NOT APPLICABLE PLEASE STATE ,N/A'.

Udaje o pojistnikovi / Policyholder information:

Jméno  pojistnika  /
Policyholder:

Cislo pojistné smlouvy /

1e 4 1D T Policy number:

Kontaktni tidaje asistencni sluzby /Assistance company contact details:

Nazev spolecCnosti /

Mondial Assistance s.r.o.
Name of the company

. . +420 283 002 711 Jankovcova 1596/14b
Tel Zslo, email /Phone | 450 283 002 748 Adresa / Address 170 00 Praha 7
s L info@mondial-assistance.cz Ceska republika

Udaje o pojisténém / Insured’s information:

Jméno, pfijmeni / Full
name

Kontaktni adresa /
Address

Telefon; E-mail /
Telephone; Email

Datum narozeni / Date
of birth

Druh skody / Type of claim:

O smrt/ death O uplna a trvala |nv§I|d|ta/ O trvalé telesn_e po;koz_epl /
permanent total disablement permanent disabling injuries
O docasna pracovni neschopnost / . A
temporary total disablement O zlomeniny / fractures O popaleniny / burns
O Jiné / other
Datum $kody / Cas / Misto /
Date of claim: Time: Location:

Narokovana castka (v plvodni méné) /
Claimed amount (in initial currency):
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Popis okolnosti vzniku skody / Description of claim:

Byly okolnosti sSkody
vySetifovany? / Q ano / yes

Organ / Authority:
Was the incident investigated | O ne / no gan / Y
by the police?
Adresa /
Address:
Svédci skody /Witnesses:
_PFij,mem’, Adresa /
00 Address:
Full name
I_?'Fl'j,menl', Adresa /
00 Address:
Full name

Pojistné plnéni Zzadam pievést na
ucet ¢./koéd banky / Imndemnity
payment to be transferred to bank acc.
no. / IBAN / SWIFT

Jsem pojistény u jiného pojistitele / I am insured with another insurance company:

@ NE/NO ad ANO/YES
(jméno pojistovny/name of company)

PODPIS / SIGNED DATUM / DATE

VYPLNENY FORMULAR VRATTE, SPOLECNE SE VSEMI DOLOZKAMI, POSKYTOVATELI ASISTENCNICH SLUZEB /
PLEASE RETURN THE COMPLETED CLAIM FORM TOGETHER WITH ANY ENCLOSURES TO CLAIMS / ASSISTANCE SERVICE
PROVIDER ; ;

PROSIM, UJISTETE SE, ZE JSTE / PLEASE ENSURE

] ODPOVEDELI NA VSECHNY RELEVANTNI OTAZKY UVEDENE VTOMTO FORMULARI / YOU HAVE
COMPLETED ALL RELEVANT QUESTIONS ON THIS CLAIM FORM

] PRILOZILI VSECHNY POZADOVANE INFORMACE A DOKUMENTACI / YOU HAVE ENCLOSED ALL REQUESTED
INFORMATION/DOCUMENTATION

O PODEPSALI TENTO FORMULAR / YOU HAVE SIGNED THIS CLAIM FORM.

OPOMENUTi JEDNOHO Z VYSE UVEDENYCH POZADAVKUO MOZE VEST K OPOZDENI VYRIZOVANI VASEHO
POZADAVKU. / AS FAILURE TO DO SO WILL RESULT IN DELAY IN HANDLING YOUR CLAIM.

Dékujeme Vam za vyplnéni tohoto formulare. / Thank you for fully completing this claim form.
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PROHLASENI / DECLARATION

Pojistény potvrzuje, ze véechny jim zde uvedené informace jsou pravdivé a Uplné a je si védom nasledkd, které uvedeni nespravnych
nebo nepravdivych Udajd mohou mit na povinnost pojistitele poskytnout pojistné plnéni.
Pojistény timto souhlasi, aby pojistitel za GCelem spravy pojisténi, pojistného Setfeni, likvidace pojistnych udalosti
a vyporadani vzdjemnych prav a zavazkl zvySe uvedené pojistné smlouvy zjistoval a prezkoumaval fyzicky
i psychicky zdravotni stav pojisténého a zjist'oval pFiciny smrti pojisténého, a to u vSech Iékafd, zdravotnickych zafizeni a zafizeni
poskytujicich zdravotni péci, u kterych se pojistény IéCil(a), 1é¢i nebo bude Iécit. Tento souhlas pojistény udéluje na dobu nezbytnou
k dosaZeni vSech vyse uvedenych Uceld. Pojistény dale timto zmocriuje Iékare, zdravotnickd zafizeni a zafizeni poskytujici zdravotni
péci k tomu, aby vyhotovovali a pojistiteli poskytovali veSkeré |ékarské zpravy a vypisy ze zdravotni dokumentace, které si od nich
pojistitel za vySe uvedenymi UCely vyzada, a dale timto pojistény zprostuje tyto Iékare, zdravotnicka zafizeni a zafizeni poskytujici
zdravotni pédi povinnosti mic¢enlivosti vi¢i pojistiteli, a to v rozsahu nezbytné pro dosazeni vsech vyse uvedenych ucelG.
Pojistény timto ve smyslu zakona €. 101/2000 Sb., o ochran& osobnich udaj, v platném znéni, dava spoleCnosti ACE European Group
Ltd, organizacni slozka , se sidlem Praha 8, Pobfezni 620/3, PSC 186 00, IC 27893723, zapsané v obchodnim rejstfiku vedeném
Méstskym soudem v Praze, oddil A, vloZzka 57233 (dale jen "spravce") souhlas se zpracovanim osobnich Udajli, véetné citlivych
osobnich udajt:
(i) v rozsahu nezbytném pro dosazeni v3ech vySe uvedenych Gcell , tj. ve kterém je pojistény spravci poskytne pfi hlaseni
pojistné udalosti anebo pri jejim dalsim reSeni (zejména prostfednictvim formuldre "Formuldi hlaSeni Skody") a déle ve
kterém je spravce ziska od vySe uvedenych Iékarl, zdravotnickych zafizeni anebo zafizeni poskytujici zdravotni péci, popr.
od jinych osob dle § 50 zakona ¢. 37/2004 Sb., o pojistné smlouvé, v platném znéni;
(i) za Ucelem spravy pojisténi, pojistného Setfeni, likvidace pojistnych udalosti a vypofadani vzajemnych prav a zavazkd
z vySe uvedené pojistné smlouvy; a
(iii) na dobu nezbytnou k dosazeni viech vyse uvedenych Gcell.

Poskytnuté osobni (daje bude zpracovavat spravce sam nebo prostfednictvim povéfenych zpracovatell. Ve vsech pfipadech vsak
pojistitel bude plnit vSechny povinnosti, které mu v souvislosti se zpracovanim osobnich Udajl pojisténého plynou ze zakona C.
101/2000 Sb., o ochrané osobnich U(dajd, v platném znéni, a bude dbat na zachovani prava pojisténého na ochranu pred
neopravnénym zasahovanim do soukromého a osobniho Zivota pojisténého. Poskytnuti osobnich (dajd je dobrovolné, avsak v pripadé
citlivych osobnich Gdajd tykajicich se zdravotniho stavu pojisténého je poskytnuti souhlasu nezbytné k tomu, aby pojistnd udalost
mohla byt Fadné proSetfena a aby na zakladé vysledkd tohoto Setfeni mohlo byt vyplaceno pojistné pinéni.

The insured confirms that all information stated in this form is correct and complete and that the insured is aware of the possible
consequences that might arise from providing inaccurate or misleading information with respect to the obligation of the insurer
to provide the indemnity.
The insured hereby agrees to granting the insurer with consent to inquire and investigate, for the purposes of insurance
administration, insurance investigation, claims handling and settlement of correlative rights and obligations under the above insurance
contract, the physical and psychological state of health and establish the causes of death of the insured with all the physicians, health
care institutions and institutions providing health care services which the insured attended, is attending or will attend. The insured
grants this consent for a period of time necessary to achieve all the above purposes. The insured hereby further commissions the
physicians, health care institutions and institutions providing health care services with drawing up of or providing the insurer with any
and all medical reports and extracts from medical documentation which the insurer might request from them for the above purposes
and, furthermore, the insured hereby exempts the approached physicians, health care institutions and institutions providing health
care services from remaining silent in relation to the insurer, to the extent necessary to achieve all the above purposes.
The insured, in accordance with Act No. 101/2000 Coll., Personal Data Protection Act, as amended, is permitting ACE European Group
Ltd, organizacni slozka, with its registered office at Prague 8, Pobfezni 620/3, Post Code 186 00, ID no 27893723, registered in the
Commercial Register maintained by the Municipal Court of Prague, section A, insert 57233 (hereinafter the “trustee”) to process
personal data, including sensitive personal data:

(i) within the scope necessary to achieve all the above purposes, i.e. furnishing the trustee with access to such information

during the reporting of an insured event and/or during further investigation (in particular, by using the “claim form”) and,

furthermore, which can be obtained by the trustee from the above physicians, health care institutions and/or institutions

providing health care services or, alternatively, other persons in accordance with Section 50 of Act No. 37/2004 Coll.,

Insurance Contract Act, as amended;

(i) used in order to administer the insurance, carry out insurance investigation, secure insurer’s risks, liquidate insured

events and settle correlative rights and obligations stemming out of the above insurance contract; and

(iii) for the for a period of time necessary to achieve all the above purposes, even after the insured’s death; however, for

a maximum of 10 years of the cessation of the above insurance contract.

The provided personal data will be processed by the trustee or by processors appointed by it. However, in all instances, the insurer
shall discharge all obligations resulting for it in connection with processing of the insured’s personal data in accordance with Act No.
101/200 Coll., Personal Data Protection Act, as amended, respecting the insured’s right to protection against intrusion into the
insured’s personal and private life. To grant access to personal data is voluntary, however in case of sensitive personal data related to
the state of health of the insured it is necessary to grant permission for this data to be accessed in order for the insured event to be
examined correctly and for the indemnity to be paid out, based on the findings.
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