accident statement

—

SCOUTS & GUIDES PLURALISTES

=

> -—-.—-"—.“—-"—‘T:

To be returned to : Scouts & guides pluraliste
Avenue de la Porte de Hal 38
1060 BRUXELLES

CONTRACT #: |4|5|2|6|9|3|0|0|

[A] to be fi led by registrant

1 POLICY HOLDER’S IDENTITY

Scouts & Guides Pluralistes

Region : 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1

Unit #: L 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1

Section head

Bank account number : L 1 1 1 =L \ 1 1 1 1 1 1= 1 1

Lastname: 1 1 1 1 1 1 1 1 1 1 1 1 1 1 First name : « 1 1 1 1 1 1 1 1 1 1 1 1
Mr - Mrs - Miss (delete as appropriate)

Address : L 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 #: 1 Box : 1
street - avenue - boulevard - quay - square - road (delete as appropriate)

Zipcode : S T locality: « v v v v 40w aa g Country: o+ 1+

Phone : L 1 1 1 1 1 1 1 1 1

2 VICTIM’S IDENTITY (in block capitals, please)

Lastname: 1 1 1 1 1 1 1 1 1 1 1 1 1 1 First name : 1 1 1 1 1 1 1 1 1 1 1 1
Mr - Mrs - Miss (delete as appropriate)

Birthday : [ S B TR S I S SR N B

Address : 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 #: 1 Box : 1
street - avenue - boulevard - quay - square - road (delete as appropriate)

Zipcode : L1 1 locality: + o+ v v 00004 a g Country: ot .+ 1

3 LEGAL REPRESENTATIVE IDENTITY (parent, guardian,...)

Lastname: 1 | 1 1 1 1 1 1 1 1 1 1 1 1 First name : 1 1 1 1 1 1 1 1 1 1 1 1 1
Mr - Mrs - Miss (delete as appropriate)

Address : 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 #:1 1 1 1 Box: 1 1 1 1
street - avenue - boulevard - quay - square - road (delete as appropriate)

Zipcode : L LOCHlity M L 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 Country: o+ 1+

Bank accountnumber: o« . 0 -0 0004 -

Profession: 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1

Last name: 1 1 1 1 1 1 1 1 1 First name : 1 1

4 THIRD PARTY INVOLVED

1 1 1 1 1 1
Mr - Mrs - Miss (delete as appropriate)

Address : 1

1 1 1 1 1 1 1 1 1 1 1 1 1
street - avenue - boulevard - quay - square - road (delete as appropriate)
Zipcode : | I B | LOCHlity M ' 1 1 1 1 1 1 1 1 1 1 1 1 1

1 1 1 1 1 1 # H

| IS T I Box:i .+ 1

L Country : L

5 THIRD PARTY INSURANCE COMPANY’S NAME

Name : 1 \ 1 1 1 1 1 1 1 1 1 1 1 1 1 1 POIICy #:0 1 1 1

6 DATE AND LOCATION OF THE ACCIDENT

Exact place :

Accident Date : T T S SO S S Day: it + o+ 4 a0 a Time: .« shoe .
Q During the activity

Location :
Q On the way to the activity

O Moving O Collective moving

Transport used :

ETHIAS SA  rue des Croisiers 24 4000 LIEGE www.ethias.be info@ethias.be

Entreprise d’assurances agréée sous le n°® 0196 pour pratiquer toutes les branches d’assurances Non Vie, les assurances sur la vie,

les assurances de nuptialité et de natalité (AR des 4 et 13 juillet 1979, MB du 14 juillet 1979) ainsi que les opérations de capitalisation
(Décision CBFA du 9 janvier 2007, MB du 16 janvier 2007).

RPM Liége TVA BE 0404.484.654  Compte Belfius Banque : BE72 0910 0078 4416  BIC : GKCCBEBB

1173-2007  01/17



7 DESCRIPTION OF THE ACCIDENT (consequences and/or damage caused)

8 SKETCH (if road accident)

9 TESTIMONIES

A. Witnesses :

Last Name : 1 1 1 1 1 1 1 1 1 1 1 1 1 | 1 First name : 1 y 1 1 1 1 1 1 1 1 1 1
M. - Mme - Mlle (biffer les mentions inutiles). Femme mariée ou veuve : nom de jeune fille
Address: 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 #:1 1 1 1 Box: i 4+ 1
rue - avenue - boulevard - quai - place - chaussée (biffer les mentions inutiles)
Zipcode: .« 1 4 locality: v« v v v v 0 Country: i« 1«

B. Ifthere is no witness of the accident, please indicate name of anyone able to supply in formation of the injured person after the accident :

Last Name : 1 | 1 1 1 1 1 1 1 1 1 1 | 1 First name : 1 y 1 1 1 1 1 1 1 1 1 1
M. - Mme - Mlle (biffer les mentions inutiles). Femme mariée ou veuve : nom de jeune fille
Address: 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 #:1 1 1 1 Box: i 4+ 1
rue - avenue - boulevard - quai - place - chaussée (biffer les mentions inutiles)
Zipcode: .« 1 4 locality: v« v v v v 0 Country: i« 1«

C. Ifthere are other witnesses, please send us their contact details on separate document

10  SUPERVISION

e Was there any supervision at the time of the accident ? O Yes O No
If yes, name and function of person in charge

Last Name : 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 First name : 1 L 1 1 1 1 1 1 1 1 1 1

Function : L 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1

11 IF THE ACCIDENT IS CAUSED BY AN INSURED PERSON

Lastname: 1 1 1 1 1 1 1
Mr - Mrs - Miss (delete as appropriate)

Birthday: 1 1 1= 1 1= 1 1 1 ]

Address : L

1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 #: 1 Box : 1
street - avenue - boulevard - quay - square - road (delete as appropriate)

Zipcode : S T locality: « v v v v v 0w a4 a g Country: o+ 1+

Insurance company and policy :

12 CAUSE OF THE ACCIDENT

Is the accident due to a defective installation ? O Yes Q No

If yes, explain :

13 POLICE AUTHORITY

Is there a police report ? O Yes Q No

If yes, name of police officer :

Done in on

Visa et cachet de la fédération, Responsible signature,



[B] informations request to the injured victims or their parents

1) You have suffered of an injury accident for which Ethias is the insurer.
Upon receipt of the accident statement, you will get your fi le number.

2) The insurance policy provides the reimbursement of the cost care by reference to the INAMI rate for the surplus of the mutual benefits.
The 9 August 1963’s law requires to be affi liated to a mutual. If it’s not your case, please give us the reason.

3) Doctors and hospitals must claim their payment directly to the patient and issue certifi cates of care for the mutual.
4) On presentation of the refunding document from your mutual, Ethias will reimburse on your bank account the amount of his intervention.

5) Ifthe accident related on points 7 and 11 has been caused by one of our insured, we need to know about his liability.

IMPORTANT

Please complete the following frame or offi ce a vignette of your mutual insurance company and sign the demand of authorization relative to the
medical data.

Incumbent’s name : 1 L 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1

Mutual insurance company’s name : L L 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1

Registration number : T R TR T T T

Ethias rassemble des données a caractére personnel vous concernant pour les Vous pouvez, a tout moment, retirer votre accord pour que ces données soient
finalités suivantes : évaluation des risques, gestion des contrats et des sinis- traitées par les per tionné

tres et toutes opérations de promotion de ses services et de fidélisation. Ces
données peuvent étre communiquées aux entreprises faisant partie du groupe

Toute plainte relative au contrat d’assurance peut étre adressée a :

Ethias a des fins de promotion commerciale. o Ethias SA « Service 1000 » - Rue des Croisiers 24 - 4000 LIEGE
Vous pouvez avoir accés aux données vous concernant, en obtenir la rectification Fax 04 220 39 81 - gestion-des-plaintes@ethias.be

éventuelle et vous opposer gratuitement a leur utilisation a des fins de promo-

ti iale. Vi 3 cette utilisation ? e Service Ombudsman Assurances - Square de Meeiis 35 - B-1000 Bruxelles
ion commerciale. Vous opposez-vous a cette utilisation ? ..........

Fax 02 547 59 75 - info@ombudsman.as
Les données relatives a la santé sont utilisées pour ’acceptation des risques

souscrits a Ethias, pour déterminer ’étendue des garanties du contrat et pour Lintroduction d’une plainte ne porte pas préjudice a la possibilité pour le
la gestion du contrat et des sinistres. Les destinataires de ces données sont les candidat preneur d’assurance d’intenter une action en justice. La loi belge est
personnes chargées, au sein d’Ethias, de ces missions. applicable au contrat d’assurance.

| authorize Ethias to treat the medical data concerning myself or my child.
Done in on

Signature,



[C] medical certificate

1) Doctor’s name & last name :

1 1 1 1 1 1
(in block capitals, please)

Address : 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1

2) Victim’s name & last name : 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1

Address : 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1

3) Date of accident : P T TR S TR S S

4) Date & time of the fi rst medical examination : [N T TR S T T S S S Lo aho 4

5) Injuries : — —
(please indicate the nature of the inuries)

6) Where is the victim being treated ?
7) s the victim able to move ? O Yes O No

8) Probable duration of the treatment :

9) Probable consequences of the accident :

Tempory of total incapacity fo work ..........coc....... days,from 4+ 1 -0 4 gtO 4 -4 a4 a4
Tempory part time incapacity of work ... days,from ¢ 4+ 4-0 4 gtOL 4 - s a4 a1, %
Is a total healing being previous ? O Yes O No

10) Is the injury imputable to the accident ? O Yes O No

11) Are there any antecedent to the injury ? O Yes O No

If yes, which are there ?

12) A. s a surgery being previous ? O Yes O No

If yes, which is the nature of the surgery ?

Surgean & name of the hospital ?

B. Have you done an x-ray control ? O Yes O No

Radiologist name ?

C. Are you requesting the intervention of a specialist ? O Yes O No

13) Observations :

Done in on

Signature,



