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� BDAE HOLDING GMBH �

KÜHNEHÖFE 3 � D-22761 HAMBURG
FON +49-40-30 68 74-0 � FAX +49-40-30 68 74-90

info@bdae.de � www.bdae.com
BANK: HAMBURGER SPARKASSE � BLZ: 200 505 50 � KONTO: 12 68 -13 25 35 � IBAN: DE 11 200 505 50 12 68 13 25 35 � BIC: HASPDEHHXXX

SITZ DER GESELLSCHAFT: HAMBURG � HRB 79790 � AMTSGERICHT HAMBURG � GESCHÄFTSFÜHRER: SILVIA OPITZ

PLEASE ENLIST THE CLAIMS TO BE REIMBURSED IN THE TABLE OVERLEAF, RESPECTIVELY LET IT

BE COMPLETED BY THE ATTENDING PHYSICIAN!

FOR QUERIES PLEASE CONTACT:

SABRINA RICKER

PHONE: +49-40-30687411 � FAX: +49-40-30687490

E-MAIL: LEISTUNG@BDAE.DE

PAYMENT OF INSURANCE BENEFITS EXPAT®GLOBAL US 2000

CLAIMS REIMBURSEMENT FORM
INSURED PERSONS ON THE AMERICAN CONTINENT PLEASE DIRECT ALL QUESTIONS CONCERNING APPROVAL OF BENEFITS

AND CLAIMS SETTLEMENT AS PER INSTRUCTION SHEET TO:

EURO CARE � PO BOX 4610 � SEMINOLE, FL 33775, USA

FON: +1-727-593-5462 � FAX: +1-727-593-5973

E-MAIL: EUROCARE@TAMPABAY.RR.COM

ALL MEMBERS OUTSIDE THE AMERICAN CONTINENT ARE REQUESTED TO COMPLETE THE FOLLOWING FORM AND THE TABLE

ON THE REAR SIDE IN ORDER TO APPLY FOR REIMBURSEMENT OF CLAIMS. PLEASE COMPLETE ONLY ONE FORM PER PERSON

AND SEND IT TO:

BDAE HOLDING GMBH � KÜHNEHÖFE 3 � D-22761 HAMBURG

PARTY ENTITLED TO INSURANCE:

BIC/Swift: IBAN:

INFORMATION ON OTHER ACTIVE HEALTH INSURANCE:

Use as address for service*: �Yes �NoCurrent address (street, ZIP, city, country):

Surname:

Company name:

PAYMENT DETAILS FOR REIMBURSEMENT:

ADDITION FOR FOREIGN ACCOUNTS:

First name(s):

Phone (with country and local code): Fax (with country and local code): e-mail:

Insurance no.:

Account holder:

(*please tick)

Since when is the insured person staying abroad? Since when is the insured person employed by the company abroad?

Does

the insured person have additional health insurance*?

Bank:

Bank adress:

Account no.:

�No �Yes, with:

Sort code:



VOUCHER OF THE TREATING PERSONS MUST CONTAIN:

1. name and date of birth of the person treated

2. name of the disease (diagnosis)

3. indication of individual benefits (Germany: incl. codes of the scale of medical fees)

4. the dates of treatment

5. name and address of the doctor

Simply send us all vouchers in German and in English as they are. Please attach a
translation according to vouchers made up in all other languages.

INVOICES FOR PHARMACEUTICALS

The prescription must have the stamp of the pharmacy with indication of the date.
Please enclose the appropriate invoice of the treating physician. If this is not pos-
sible, have the physician to state the diagnosis on the prescription. If the pharma-
cy issues a separate invoice for pharmaceuticals, please enclose the prescription to
the invoice.

On principle, secret remedies (remedies the composition of which is not made
known), nutriments, restoratives, slimming agents and laxatives available without
a prescription, cosmetics, mineral waters and bathing additions - even if they are
prescribed by a physician - are no pharmaceuticals.

REMEDIES AND ADJUVANTS

(Please check whether these benefits are covered by your insurance tariff!)

Merely the applications of physical medicine are considered as remedies.
Adjuvants only include:

1. bandages, orthopaedic inserts, trusses and walking aids in simple execution

2. vision aids

Remedies and adjuvants must always be prescribed by a specialist. Please, send us
- if there is an appropriate insurance cover - the prescriptions together with the
invoices.

IMPORTANT

Please, always send us the original invoices (Exception: In case of additional health
insurance cover send the original invoices first to this health insurance. After
acknowledgement of claims please send us the additional insurances reimburse-
ment statement and enclose copies of the original invoices).

In case of an in-patient hospital treatment outside the American continent, please
send us immediately after admission an application form of the hospital concer-
ning cost absorption. Fax: +49-40-306874-90.

Thank you very much.

B D A E G R U P P E

FOR A FAST AND TROUBLEFREE REIMBURSEMENT PLEASE OBSERVE
THE FOLLOWING RULES:

PLEASE, NUMBER THE VOUCHERS. PLEASE, DO NOT STAPLE OR TACK ENCLOSURES.

Surname, First name(s), Date of birth: If no medical diagnosis is given:

Place, date:

The insured persons or their legal guardians permit the insurer to request any information from third parties at any time which may be necessary to establish the state
of health (also precedent to the policy) of the insured persons. For this purpose, the third parties are released from their obligation to professional secrecy.

Signature:

(insured person, respectively the legal guardian)

Voucher no.

Total:

Symptoms

First appea-

rance on Amount Diagnosis (to be filled in by doctor)

Signature

of doctor
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