ANMALAN OLYCKSFALL/SJUKDOM/RESEAVBROTT B
vid Utlandstjanstgoring / Tjansteresa = EUROPEISKA

NOTIFICATON OF CLAIM/PERSONAL ACCIDENT/ILLNESS
when Stationed abroad / Corporate Travel

[] Utlandsplacerad / n "lc"jéinsteresa/ ] Privatresa / Claim No. (Europeiska use only)

Stationed abroa orporate Travel Private trip

Forsakringsavtal (arbetsgivarens namn) / Forsdkringsnummer /
Insurance contract (employer’s namn) Insurance policy No.

Anstilldes personuppgifter / Employee’s personal details

Efternamn och tilltalsnamn / Surname and first name Personnummer (&r, man, dag, nr) / Date of birth (yy-mm-dd)
Adress / Address

Stationeringsland / Country where the employee shall be stationed |Telefon / Telephone Faxnummer / FaxNo.

E-post adress / E-mail address

Konto dit erséittning skall sindas / Account to which the compensation should be sent
Bankens namn / Name of bank Clear nr / Clear No. |Kontonr / Account No. SWIFT Code / IBAN/ BLZ

Bankens kompletta adress (géller ej vid bank i Sverige) / Complete address of bank (not valid if bank in Sweden)

Namn om annan betalningsmottagare dn forsdkringstagaren / Name if payee is not the policyholder

Resmal, resdagar / -mm- Hemkostdat D -mm-
ngrtlilr?atirgg, SE y Avresedatum / Date of departure (yy-mm-dd) emkostdatum / Date of return home (yy-mm-dd)
traveldays
Resans lidngd, antal dagar / Duration of journey Resmal (ort, land) / Destination (place, country)
(number of days)
Fllr{lgn7 }_II%I’I;’-e é\;il’}g}t:?rsék- []Ja/Yes |Bolag/Company Forsikringsnummer / Policy No.
insurance |:| Nej / No
Pprs annan Sysskeing? = 1 ™ Botag  Compary Forsikiingsnumner | Policy No
rance policy in force? [] Nej / No
H dlan gjorts till j
ﬁaga?%té}aa%(% !%]é)%oslalg Y []Ja / Yes |Bolag/ Company Skadenummer / Claim number
o MY

insurance company?
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Fyll i en blankett per person / Complete one form for each person

Den skadades/sjukes [ Efternamn och tilltalsnamn / Surname and first name Personnummer (ar, mén, dag, nr) /
ersonuppgifter / Date of birth (vy-mm-dd)
ersonal details of

injured person

Besvaras vid olycksfall / To be completed after an accident

Nir intraffade olycksfallet / When did the accident occur?

Var intriffade olycksfallet / Where did the accident occur?

Hur gick olycksfallet till? / Describe the circumstances of the accident

Vilka kroppsskador blev foljden? / Did you suffer any bodily injury as a result of the accident?

Vilken lékare har behandlat skadan (namn och ort) / Give the name of the doctor who treated the injury (name in full, place)

Ar behandlingen avslutad? / Has medical treatment ended?

Har denna kroppsdel tidi[%are varit utsatt for skada? / Have you previously suffered an [ |Ja/Yes [ |Nej/No
injury to this part of the body?

[ Om “Ja”, nér? / If “Yes”, when?

|6m “Ja”, pa vilken sétt? / If "Yes", in what way?

|ﬁlken lakare anlitades da? (namn och ort) / Give the name of the doctor who was consulted then (name in full, place)

Besvaras vid sjukdom / 7o be completed in case of sickness

Sjukdomens namn/diagnos / Diagnosis/name of the disease

Nér mérkte ni de forsta symptomen? / When did you experience the first symptoms?

Har ni tidigare behandlats for liknande/samma sjukdom? / Have you been treated previously for a [ ]Ja/Yes [ |Nej/No
similar/the same sickness?

|6m “Ja, vilken? / If "Yes", which sickness?

|Wéir? / When?

|ﬁur lange? / For how long?

|7ilken lakare anlitades da? (namn och ort) / Give the name of the doctor who was consulted then (name in full, place)

|Kr behandlingen avslutad? / Has medical treatment ended?
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Specificera behandlingskostnader mm per person / Please specify costs of treatment per person

Ersatt av annan forsikring /
socialforsékring (belopp) 7

i . . Benefits paid by another i
Kvitto nummer /| Diagnos, symptom / | Behandlingsdatum /|Belopp och valuta / | insurance company/social |Aterstaende belopp /
Receipt number | Diagnosis,” symptoms | Dates of treatment |Amounts and currency|insurance (amount) Outstanding amount(s)

Summa / Total

OBS! ORIGINALVERIFIKATIONER SKALL BIFOGAS! / PLEASE ATTACH ORIGINAL VOUCHERS/RECEIPTS

Underskrift av arbetsgivare vid tjinsteresa / Signature of the employer in the case of travel on business

Héirmed intygas att den skadelidande var pé tjdnsteresa vid skadetillféllet / It is hereby certified that the person who has suffered an injury
was travelling on business at the time when the accident occurred

Datum / Date

Arbetsgivarens namnteckning / Signature of employer

Uppgifter om reseavbrottsersiattning / Particulars concerning benefits relating to trip interruption
Orsak till reseavbrottet / Indicate the reason for interruption of the trip
[ Anhérigs sjukdom eller dédsfall / Sickness or death of close relative

Likarintyg eller dodsfallsintyg samt resebevis eller firdbevis bifogas / Medical certificate or death certificate, as well as
travel documentation or ticket(s) are attached hereto

L] Visentlig egendomsskada i bostaden pa hemorten / Substantial property damages in the principal home in the home country

Wilket datum fick ni besked om skadan? / On what date did you receive information concerning the damages?

Wad har intréffat? / What happened? Provide details

Fullmakt/Authorization

Fullmakt for Europeiska att hos ldkare, sjukvardsinrittningar, allmén forsakringskassa, Riksforsdkringsverket samt andra fdrséikringsbolaig, inhdmta upp-
lysningar som kan vara erforderliga for beddomning av mina ersattningsansprak. Fullmakten innefattar rétt att ta del av sjukjournaler och ldkarintyg avse-

ende mina sjukskrivningsforhallanden. Jag medger att ovanndmnda handlingar far utlimnas till Europeiska, oavsett bestimmelser i sekretesslagen./

Authorization for Europeiska to obtain from a physician, hospital, social insurance office, and the National Social Insurance Board samt andra forsiik-
ringsbolag, information from which may be required in order to assess my claim for compensation. This authorization also includes the right to examine
case records and doctor’s certificates related to my being placed on the sick-list. I hereby authorize the above mentioned documents to be submitted to

Europeiska, regardless of the rules in the Official Secrets Act.
Underskrift obligatorisk / Signature, always required

Jag forsakrar att ldmnade uppgifter ar fullstindiga och sanningsenliga / [ hereby certify that the details given above are true and complete
Datum / Date | Underskrift / Signature
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Sweden Sweden a



