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ZHMANTIKH ZHMEIQZH: NapakaloUue 310BACTE TIG MO KATW O3NYIEG UE TIPOCOXN
IMPORTANT NOTE: Please read the following instructions carefully

1. ZUMMANPOOTE TO EVTUTO QUTO e KABE AETTTOUEPELA KAL TIPOCOXT).
Complete this form carefully and in detail.

2. Oa BacloToupe OTIC AMAVTACEIG QUTEG YLA va eEETACOUE TNV anaitnon oag.
The handling of your claim shall be based on your answers.

3. NAavBaouéveg amavtnoelg eivat duvatd va emPedoouV TO OIKAIWUA 0ag va EXETE £YKUPN Artaitnon.
Any wrongful answers may affect the validity of your claim.

4. H ouum\nipwon 1 mapaAaBn Tou evtumou autou and tnv Etalpeia dev ouvenayetal avainyn euBuvng arnd tnv Etaipeia.
The completion of this form or its receipt by the Company does not constitute acceptance of liability by the Company.

5. Av unoBAnBei oroladrmote araitnon evavtiov 0ag MPETIEL VA ETILKOWVWVIOETE AUEOWS Pe TNy Etalpeia mpotou dwoete
oroladnrote ardavrnon.
If any claim is made against you, you must contact the Company before giving any form of commitment.
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Aopaliopévog / Insured

‘Ovopa kat AteuBuvon
Name and address

Ap. TautétnTag - Ap. EYypagng Etaipeiog
Indentity Card No. - Company’s Registration No

AieUBuvon epyaciag / Business Address

Ap. TnAepavou / Telephone No

Ap. AcpaAiotnpiou / Policy No

AenTopépeieg Atuxnquarog / Particulars of Accident

Huepounvia / Date Qpa/Time___._.___ Torog/Place

NAARpeig Astrropépeieg Kal Mepiypagn Tou Atruxipartog / Full Details and Description of Accident

Moiog mpokaAeoe To atuxnua; / Who caused the accident?

‘Ovopa / Name

AleuBuvorn / Address

Epyodo6tng / Employer

Exel EavaoupBel oTo TapeABov omolodnrote atuynua and v dia attia; Av val, dMoTe AETITOUEPELEG.
Has any accident due to the same cause happened before? Is so, give details.

[Mowa n Xpron Twv UMOOTATIK®WY KATA TO XPOVO TOU ATUXT|UATOG;

Define the use of premises during the time of the accident.

‘Eylvav oroleodnrnoTe TPOTIOTIOMCELG 1} AAAAYEG OTNV ACPAALZOUEVT TIEPLOUGCIA HETA TNV AOPAALON TNG;
ADOOTE AETTTOUEPELEG.
Have there been any alterations or changes to the insured property after the commencement of the insurance cover? Give details.




‘Av n araitnon apopd an®Aeleg 1) (NG OE TIEPLOUGIA TIOU AVT|KEL GTOV AnattnTh SNAMOTE KATA TTPOCEYYION
TO UY0G TNG anwAelag 1) {nuLag.

If the claim is in respect of loss of or damage to property belonging to the claimant,

state the approximate value of the loss or damage.

Yrapxouv AAAEG ACPAAELEG TIOU KAAUTTTOUV TO {10 TTEPIOTATIKG Kal £ylvav giTe amd eoag 1) arnd GAAo AToo;
Were there at the time of the accident any other insurances in force on the said property whether
effected by you or any other person?

2€ TIoOV TIPWTO £YIVE TO TIAPATIOVO KAl artod TIoldv;
To whom was complaint first made and by whom?

AwoTe 6vopa kal dleuBuvor) Tou TPITou Kat av YVwpIleTe To eNMAyYeEAUA TOU.
Give name and address of Third Party and if possible, his occupation

AGOOTE GvouaTa Kal SEUBUVOEIG LAPTUPWV Kal SNADOTE KATA 600 £ival E0YOS0TOUUEVOL OGG.
Give names and addresses of any witnesses, and state whether or not they are in your employment.

Sag éxel UnoBAnBel omoladnrote anaitnon; Av val, arnd motov;
Have you received any claim? If so, from whom?

KatayyéA8nke To yeyovog oTig Appodleg ApXEG; Av val, dhoTe To dvopa Tou Epeuvntn Asttoupyou kat Tunua.
Was the accident reported to the Responsible Authorities? If so, give Officer's Name and Department.

Onoy E®GAPMOZETAI MAPAKAAOYME AQXTE ZXEAIAFTPAMMA TOY ATYXHMATOZ.
WHERE APPROPRIATE PLEASE GIVE A SKETCH OF THE ACCIDENT.

Ey® dnAdve / Eueic SnAGvoupe OTL TA TIO TIAve eival aAndn Kat oURPVA e TIG TANPOGOopIeEg Hag.
| /We declare the foregoing particulars to be correct according to our information and belief.

Huepounvia / Date Yroypaon / Signature
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