Zadost o sjednani Zdravotniho pojisténi cizincu
A Application for Foreigners' Medical Insurance
{ ¢

y 7 2y Zadatel vypliiuje viechny tdaje kromé bloku Zavér revizniho lékare
The applicant is to complete all items except the Medical Assessor's Conclusion section

POJISTENI / INSURANCE:
Pocatek pojisténi (den, mésic, rok) Konec pojisténi (den, mésic, rok)
YY)

Commencement of Insurance (DD, MM, YYYY) End of Insurance (DD, MM, YYYY) misto konce pojisténi Ize uvést délku pojistné doby v mésicich/
‘ Instead of the end of insurance, the length of
| | |

L L L L the insurance period in months may be given here:

~ Kromé standardniho pojisténi poZaduji dale sjednat také/In addition to standard insurance | also require to arrange: —
D navyseni limitu pojistného pInéni/an increase in the insurance benefits limit
D pfipojisténi profesionalnich sportd/Supplementary Professional Sports Insurance

pfipojisténi 1éCebnych vyloh pro schengensky prostor/Supplementary Medical Expenses Insurance for the Schengen area

pfipojisténi Gravidita*) s ekaci dobou/Supplementary Pregnancy®) Insurance with a qualifying period of:
|| 8 mesict/8 months

nebo/or D 0 mésicu/0 months D které nenavazuje/not following on
nebo/or D navazuje na PS &islo/following on from Insurance Policy No.:

*) Pfipojisténi Gravidita zahrnuje zdravotni péci v dobé téhotenstvi, pfi porodu a péci o novorozence pojisténé matky.
Supplementary pregnancy insurance includes healthcare during the period of pregnancy and birth, as well as care for the newborn baby of the insured mother.

P URCENi POJ'STNiKA | POLICYHOLDER (toho, kdo s pojistitelem uzavira pojistnou smlouvu/the person taking out the insurance policy with the insurer)\
Pravnicka osoba/Legal person: | | Zahraniéni osobalForeign person: | |

. ; . e . . Titul/Academic titles: Datum narozeni/Date of birth: Pohlavi/Sex:
JmenO/FlrSt name: Prljmemlsurname' ——————— (pfed jménem, za jménem/before and after name) (den, mésic, rok/DD, MM, YYYY) Fena—IZ/F
emale
T —‘ Moz D
| | | | | Male M
Pru kaz totoznostl/ ldentlty card E-mail: Telefon/ Telephone
( ¢islo (je-li pojistnik totoZny s pojisténym)/number (if the policyholder is the same as the insured person)w f W (

Pravnicka osobal/Legal entity: IC/Organization Reg. No. (IC)

Korespondenéni adresa/Correspondence address:

Ulice a orientaéni Cislo/Street and house number:

PSC/Postcode: Obec (dodavaci posta) Stat/Municipality (delivering post office) State:

( 1 | |

URCEN' POJ'STENE OSOBY / INSURED PERSON (je-li odlisna od pojistnikalif different from policyholder)

(" _Jméno/First name: Pfijmeni/Surname: —_ Titul/Academic titles: Datum narozeni/Date of birth: _ Pohlavi/Sex:
(pfed jménem, za jménem/before and after name) [(den mésic, rok/DD, MM, YYYY) Zena-Z/
Female F
. . . . . . . . . . | | . . . m:f;m/
Priikaz totoZznosti Cislo/Identity card number: E mall Telefon/Telephone:

[ | L L

: : S Korespondenéni adresa/Correspondence address:
Ulice a orientaéni Cislo/Street and house number:

PSC/Postcode: Obec (dodavaci posta) Stat/Municipality (delivering post office) State:

( 1 | |

ZAKONNY ZASTUPCE POJISTENE OSOBY: (je-li uréen)

_ LEGAL REPRESENTATIVE OF THE INSURED PERSON.(if applicable) D Je totozny s pojistnikem/dentical with the policyholder -
Jméno/First name: PFijmeni/Surname: Titul/Academic titles:
’7 (pfed jménem, za jménem/before and after name) —‘
(Prt‘]kaz totoznosti ¢islo/Identity card number: W (, E-mail: T fTeIefon/ Telephone ﬁ

- - . Korespondenéni adresa/Correspondence address:
Ulice a orientacni Cislo/Street and house number:

PSC/Postcode: Obec (dodavaci posta) Stat/Municipality (delivering post office) State:

l | |
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~— Zdravotni stav pojisténé osoby/State of health of the insured person

Zodpovézte prosim vSechny nasledujici otazky. Odpovite-li na nékterou otazku ANO, vyplrite také doplfiujici udaje.
Please answer all the following questions. If you answer YES to any question, please also fill in the details.

_ Byl/a v uplynulych 12 mésicich/Over the last twelve months has s/he been:
A) hospitalizovan/a?/hospitalized?
Zaskrtnéte ANO ] ¢i NE ] - pokud ANO, uvedte dale: kdy a kde: ............
Tick YES or NO if YES, please also state: when and Where: ...........ccccccvvveeeeeeecccciiiiveiiiaaaeaea,

B) ambulantné vysSetiovan/a ¢i Ié€en/a?/treated or examined in outpatient care?

Zaskrtnéte ANO (] ¢i NE ik pokud ANO, uvedte dale: KAy @ KA ......coouviiiiiiiiiiiiiie e
Tick YES or NO if YES, please also state: when and where: ............cccoccvoveeeeciieeciesiieee

Pro jaké ObtiZE/fOr WRICH QISOITEIS: .........cccueeeii ettt et e e et e e e et e e e e e st e e e e enbeeeeeennnees

Ma v soucasné dobé néjaké zdravotni potize? Pokud ano, uvedte jaké:
Does s/he currently have any health problems? If YES please specify:

-

ZAVER REVIZNIHO LEKARE - je vyzadovan pouze u navazuijicich pojistnych smluv

[ MEDICAL ASSESSOR'S CONCLUSION - only required for insurance policies following on

Stanovisko RL ke sjednavanému pojisténi/The Medical Assessor's standpoint on the insurance to be taken out:

Pojistit/insure [ | Nepojistit/Do not insure | |

Datum/Date jméno, podpis a otisk razitka revizniho |ékafe/Medical Assessor's name, signature and stamp

ZADATEL BERE NA VEDOMI/THE APPLICANT NOTES:

Vstupni Iékarska prohlidka musi byt provedena Iékafem uréenym zprostfedkovatelem pojisténi./ The entrance medical examination must be performed by a doctor assigned
by the insurance broker.

Naklady na tuto vstupni lékaiskou prohlidku uhradi Zadatel. Zadateli, s nimz Pojistovna VZP, a.s. uzavfe pojistnou smlouvu o zdravotnim pojisténi cizincd, budou naklady
vstupni lékafské prohlidky az do vySe 700 K& odecteny z pojistného./ The costs of the entrance medical examination are to be borne by the applicant. Costs of the entrance
medical examination up to 700 CZK are to be deducted from the insurance premium for an applicant with whom P VZRF, a.s. agrees on a foreigner's medical insurance policy.
Naklady prevysujici ¢astku 700 K& + naklady na vySetieni HIV pozitivity Pojistovna VZP, a.s. nehradi./Costs exceeding 700 CZK and the costs of an HIV positivity examina-
tion will not be defrayed by PVZR a.s.

Dale Zadatel bere na védomi, Ze podanim Zadosti a podrobenim se vstupni Iékafské prohlidce je$té nevznika narok na uzavieni pojistné smlouvy./ The applicant also notes
that no right to take out an insurance policy is yet established by the submission of an application or by undergoing the entrance medical examination.

Ziskani trvalého pobytu v CR v dobé trvani pojisténi neni divodem pro zanik pojisténi ani pro vraceni pojistného nebo jeho ¢asti./Acquisition of permanent residence in the
Czech Republic within the duration of the insurance is no grounds for the expiry of the insurance or for the reimbursement of the insurance premium or part thereof.

CESTNE PROHLASENI ZADATELE/DECLARATION OF HONOUR BY THE APPLICANT:

Prohlasuji, Ze vS§echny mnou uvedené udaje jsou Uplné a pravdivé a Ze jsem nezatajil Zzadné zavazné ani jiné skute¢nosti ve vztahu k poZzadovanému pojisténi. Dale
prohlasuji, Ze zadna z pojisténych osob neni k dneSnimu dni hospitalizovana.// declare that all the details which | have given are complete and correct and that | have not
concealed any important or other facts relating to the requested insurance. | also declare that none of the insured persons is currently hospitalized.

V souladu s pfislusnymi ustanovenimi zakona ¢. 101/2000 Sb., o ochrané osobnich Udaji a o zméné nékterych zakonU, ve znéni pozdéjSich predpisu, souhlasim se
zpracovanim a vyuzitim mych citlivych a osobnich udaju./In compliance with the appropriate provisions of Act No. 101/2000 Coll., on Personal Data Protection and the
Amendment of Certain Acts, as amended, | agree to the processing and utilization of my sensitive and personal data.

Udéluji souhlas i pro ucely ziskavani udaju o mém zdravotnim stavu prostfednictvim smluvnich lékafu v souladu se zakonem €. 20/1966 Sb., o péci o zdravi lidu, ve znéni
pozdéjSich predpisu, a timto opravriuji vSechny dotazované |ékare, Ustavy, zdravotnicka zafizeni a zdravotni pojistovny tyto informace zastupcim Pojistovny VZP a.s.
sdélovat./l also grant my consent for purposes of the acquisition of data on my state of health through contracted doctors in accordance with Act No. 20/1966 Coll. on Care
of Human Health, as amended, and | hereby authorize all requested doctors, institutions, healthcare establishments and medical insurance companies to provide such
information to PVZP a.s. representatives.

Souhlas udéluji ve prospéch Pojistovny VZP, a.s. a jejich smluvnich partnerd v tomto pojisténi za ucelem a do doby uzavreni pojistné smlouvy./I grant my consent in favour
of PVZR, a.s. and its contracted partners in this insurance for purposes of (and up to the time of) the conclusion of the insurance policy.

V/in dne/Date

Podpis zadatele/Signature of applicant



