( c b rA Ac “ E 1303 Codwmn, Byn. Topop Anekcanagpos 117

3ACTPAXOBATEJIHO APYXECTBO Ten.: 02/8164340, 02/6620151, info@saglasie.bg

TEKJAPALUSA
DECLARATION

[Moxnucanust/ Hara / The undersigned | |
ume Ha cayxcumens/employee name

ETH/ID | |

Anpec/ Address | |

E-mail | |

Tenedon/ Phone | |

ciyxuren Ha/ employer to | |
ume Ha KOMnanzma/Company name

B Ka4eCTBOTO CH Ha 3aCTPaxOBaHO JIMIIE IO JIOTOBOP 3a 37paBHO 3acTpaxoBaHe cbe 3/1 ,,Chraacue AJl/ as an
insured person under a health insurance contract with Saglasie Insurance nexnapupawm ciennoro/ | declare the
following:

- KeJIasl J1a 3aCTPaxoBaM 3a CBOsI CMETKa WICHOBETe Ha ceMmeicTBoTo cu:/ | wish to insuremy family members at
my own expense:

1. Nwme/ Name| | ECH/ID | |

poxHuHCKa Bpb3ka/ Kinship relationship | |

2. Ume/ Name | | ECH/ID | |

poxHuHCKa Bpb3ka/ Kinship relationship | |

3. Vime/ Name | | ErH/ID| |

poxHuHCcKa Bpb3ka/ Kinship relationship | |

Mouns, monuiara aa 6s1e Banuaaa ot: / The policy to be valid from:
01.03.2024
01.04.2024

Jara: | IMoammuc:
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