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GOLDEN CARE*

Golden Care® Declaration Form

YOUR HEALTH INSURANCE AROUND THE WORLD 1/2

REIMBURSEMENT, DIRECT SETTLEMENT OR PRIOR AGREEMENT

) GENERAL INFORMATION

1 ¢ The patient
A= N MG, FI St AN 1
b-Dateofbirth: LL 1L 1 L1111 ¢ - Insured number (onthecard): L1 1 1 | | |

20 correspondence information [please specify the country and the city code)
@ = POSTAl AAMESS 1 i et
ZIPICIEY & o COUNEIY I et
b - Contact number: Tel. T: .o Telo 2 Fax:

3 ¢ Does this claim concern a follow-up treatment of an affection already declared to Golden Care ?
L IYES NO & e [INo

4 » Do you have any other insurance policy covering the medical costs for this claim? [Jves [INo

If yes, please include the original detailed account of settlements already made and copies of the prescriptions, bills and other relevant supporting documents.

— () MEDICAL INFORMATION

>

1 ¢ In case of accident

a-Dateofaccident: L L L1 L1111 b - Place of accident: ..
€ = NBEUTE OF INJUTTES 1 .ottt e ettt h Lt h ettt oLt b ettt ettt eh ettt ettt
d = EXact CircUmMSIANCes Of the @CCIABNT 1 .o oo

e-lIsathirdinvolved?: [ lYes [INo

NAME AN FIFSE MAMIE ottt et Lttt h et koLt h ettt
ANTATESS 1 ettt h e h L E L L
ZIP/CItY © oo COUNEIY T o Tel. oo
f - At the time of the accident, were you officially employed: [Jves [INo

Name and address Of YOUN @MIPLOYET 1 .. i ettt ettt e et e e h e h et h ettt a ettt
g - Was there any official police registration of the accident: L0Yes  LNO oo Please join a copy.

2 ¢ |n case of illness
a - Date of the first symptoms: L1 1L L 1L 1 | 1|

B = NGEUTE OF Il ESS 1 i

¢ - Have you already been treated (including prescribed medicines] for this condition or any related condition prior to your subscription to the Plan:

[Jves [INo If yes, please specify: Date of the treatment: L1 1L L L1 | ||

3 ¢ In the event of dental treatment (it you have this option)

a - Does this treatment concern: ] Routine dental treatment [_] Dental prosthesis
b - Is your dental treatment following an accident: [lves [INo

¢ - Have you already received any treatment in relation with this even?: Llves [INo

If yes, please specify: Date of the treatment: L1 1L L L1 | ||

REEE 140 T=Ta LGSRSO R

4 ¢ In the event of maternity it you have this option)

a - Date of your last menstruation: LL 1L 1 JL 1 1 1] b - Expected date of delivery: L L I L1 Il 1 |||

€ = EXPECEEd Place Of QO lIV Oy i ettt
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GOLDEN CARE*

>

Golden Care® Declaration Form

YOUR HEALTH INSURANCE AROUND THE WORLD 2/2
() YOUR CLAIM

1 » Reimbursement
a - In which currency would you like to be reimbursed (if you have this option): [JcHF [JEur [Jusb
b - Modality of reimbursement:

[] Credit transfer:

NAMIE OF The DANK : oot
AU AT @SS 1 et
ZID/CIUY: oo COUNEIY & e
ACCOUNT NUMBET: Lo Bank sort code/CLearing : .o

e BiC/SWift:

2 ¢ Direct settlement (girect settlement may only be given to a hospital or maternity ward, in event of hospitalization or delivery)

AU ATESS 1 Lo h Lt L h L L L oLt Lo h ettt
ZID/CITY & oo COUNMEIY & ot
Tel s FaX o E-mail: o
B = NAME OF the NOSPITAL & ottt h ettt
Address: .
ZID/CITY & ot COUNEIY & oo
Tel T Tel. 2 FaX: o
c- Date of admission: L L L L JL L I ||

(o Yol aT=To (U] K=Y U= o Lo L oL =] = SO O OSSPSR

3 ¢ Prior approval (prior approvalis compulsory for the reimbursement of certain pathologies and/or services as mentioned in the General Conditions
of your contract)

@ = TrEAEMENT COMCEIMEM t.i i e ettt h ookttt ettt ettt
b - Physician having ordered NeCessary treatMment: . e
AGATESS 1 e
ZID/CIEY: oo COUNMEIY & oo
Tel FaX E-mail: o

Please include:
(] the medical record sign by the physician.
[ the original of all prescription and bills signed by the physician.
[l bank account details.
[the original detailed account of the settlement made by any other insurance.
[ all original and relevant supporting documents.
In case of accident please include:
[ all originals and supporting documents.
In case of prior approval:
L] copy of your physician’s prescription.

Declaration: | hereby authorise the release of any medical information necessary for the handling of my claim. | declare the above
information as accurate and complete to the best of my knowledge.

Date: L1 1L L 1L 1 1 11 Signature of Insured or legal representative

Send your claim to:
Golden Care - Medical Service
31 Boulevard Helvétique - 1207 Geneva - Switzerland

Golden Care SA - Centre de gestion et d’administration médicale et d’assistance
31 boulevard Helvétique - 1207 Geneva, Switzerland - Tel.: +41 22 786 12 00 - Fax: +41 22 786 12 20
E-mail: goldencare(@goldencare.ch - Web : www.goldencare.ch
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