To be filled
by the insured person

=

DENTIS

Insurance institution name

Street number postal code

Reimbursement of the expenses - application form

Insured person:

city

last name first name
Address:

insurance number

street number postal code
telephone number:

Insured person (member of the insured person's family)

city

Birth date Last name

Family relationship:

first name

| hereby apply for a reimbursement of medical treatment expenses (paymentbill attached herewith)

The requested amount please send to:
account number:

bank named:

date insured person signature

Insurance institution comment:



