I

TRUST

INSURANCE
CYPRUS

ENTYNO YMOBOAHZ NMAPAMONQY/ (Nna emionun yprion) ApBuoC Attiaonc/

COMPLAINT SUBMISSION FORM (For official use) Number of Cause

ENOTHTA A: NPOzQMNIKA >TOIXEIA MAPAMTONOYMENOQY
PART A: COMPLAINANT’S PARTICULARS

ONOMA/ e bbb e
NAME

EMHOETO/ | et s E e
LAST NAME

AIEYOYNIH/ | ettt b8 et et
ADDRESS

MOAH/ et TR s
CITY P.C

APIOMOS KINHTO FAX
THAEQQNOY/ MOBILE |
PHONE

NUMBER

BV A L bR s Rk e b b Rt e R et b e bt ees et et et et en et

EXETE ASOAAEIA ME NAI / YES APIOMOZ 2 YMBOAAIOY / POLICY NUMBER

THN ETAIPEIA MAZ;/
DO YOU HOLD A

POLICY WITH US? OXI / NO

YNOBAAAETE

MAPAMONO EK NAI / YES

MEPOYZ AAAOY

ASOAANIZOMENOY;/ | APIOMOS $YMBOAAIOY / POLICY NUMBER
|S THIS COMPLAlNT ..............................................................................
FILED ON BEHALF

OF ANOTHER OXI/ NO

INSURED?

EMIOYMHTOS

TPOMOS THAEQQNIKQS/ FAX

ENIKOINQNIAS KATA | PHONE
TH AIAPKEIA

AIEPEYNHZHS/

HOW SHOULD WE TAXYAPOMIKQS/ EMAIL
CONTACT YOU MAIL

DURING THE

INVESTICATION?




ENOTHTA B: AEMTTOMEPEIEZ NMAPATIONQOY

PART B: COMPLAINT DETAILS

KATHTOPIA ASDAAISTIKON
MAPANONOQY/ KAAYWEQN/ AIAXEIPIZHE AMAITHEEQN/
COMPLAINT INSURANCE CLAIMS MANAGMENT
CATEGORY COVERS
YMNOAOXH -
THAEDONIKO E=QTEPIKOI SYNEPFATES
KENTPO/ (EKTOSZ AIAMESOAABHTQN/
RECEPTION- THIRD PARTY COLLABORATOR
CALL CENTER (AGENTS EXEPTED)
AANO/OTHER
TO MAPAMONO NAI / YES
SAT AOOPA
SYTKEKPIMENO
ATOMO TH2 ONOMATEMNQNYMO /
ETAIPEIAZ;/ FULLNAME oo
DOES YOUR
COMPLAINT
CONCERN A OXI/ NO
COMPANY STAFF
MEMBER?
ADOPA TO
MAPATMONO SAS NAI/YES
SYTKEKPIMENO
TMHMA THZ TMHMA/ et
ETAIPEIAZ;/ DEPARTMENT
DOES YOUR
COMPLAINT
CONCERN A
DEPARTMENT OF OXI/NO
THE COMPANY?




ENOTHTA I': MEPITPA®H NMAPAIONQY

(Znuelwon: T tnv KaAUTepn €EuTNPETNON 00C, 0a¢ CUUBOUAEUOUUE VO aVODEPETE CUYKEKPLUEVEG
NUEPOUNVIEC KL WPEC, OVOLATA KOL AETITOUEPELEG OXETIKA UE TNV UTIOBEGN. Z€ TIEPITITWON OTIOU UTIAPXOUV
gyypada mou oxetilovral Pe TV UTOBeon oag mapakaAoU e va ta emouvaete. Emiong Ba Atav xprnotuo
va avadepete TL emBupeite amod tnv Etalpeia va KAVEL £TOL WOTE VA €(0TE LKAVOTIOLNUEVOL QMO TN
SlevBetnon).

PART C: COMPLAINT DESCRIPTION

(Note: For your best service we advise you to report specific dates and times, names and details regarding
the case. In the event that there are supporting documents please attach them. It would also be useful to
state what you wish from the Company to do in order to be happy with the settlement.

YNOIPA®H KAl HMEPOMHNIA
SIGNATURE AND DATE

YNOTrPA®H/ SIGNATURE HMEPOMHNIA/ DATE

........................................................................................................ oo e,

MapakaAw cUPMAnpwote OAa Ta media Tou evtumou Kot Taxudpopeiote to otn StevBuvaon Aswdopog
Aepeool 79 Fwvia Kwotr) MaAoapa 1 & 3, 2121 AyAavt{la

P.0.Box 20344, 2151 Asukwoia r amooTtellete To oto email: complaints@trustcyprusinsurance.com 1 Le
fax oto 22050290 1} mopadwoTe To LOLOXEPWG OE OMOLOSATIOTE UTIOKOTAOTN LA O

Please fill in all fields of these form and mail it to the following address

79 Limassol Avenue, and Costi Palama Corner 1&3, 2121 Aglantzia, P.O BOX 20344, 2151 Nicosia
You can also send it to complaints@trustcyprusinsurance.com

Alternatively you can fax it on 22050290 or bring to any of our offices by hand



mailto:complaints@trustcyprusinsurance.com
mailto:complaints@trustcyprusinsurance.com

MA EMIZHMH XPHZH MONO
FOR OFFICIAL USE ONLY

ATYXHMATQN/ OXHMATQN/ OANAZIHE/

ACCIDENTS VEHICLES MARINE
KAAAOZ ASDAAIZHE
(EAN EQAPMOZETAI)/ FENIKHZ/ MEPIOYZIAL/ EYOYNHZ/
INSURANCE LINE GENERAL PROPERTY LIABILITY
(IF APPLICABLE

YTEIAS/

HEALTH

2YMNAHPQZH ENIZHMOY ENTYNOY AMO AITIQMENO/

TPOMOZ2 YNOBOAH/ OFFICIAL DOCUMENT COMPLETED BY COMPLAINANT

WAY OF SUBMISSION

YNOBOAH AITIAZHZ XQPIZ 2YMMOAHPQXH ENTYTOY AMNO TON AITIOMENO/
SUBMISSION OF COMPLAINT WITH OUT FILLING OUT THE FORM

[] nPO®OPIKQS/ VERBALLY
[] MEZQ EMIZTOAHS H OMOIA MAPAAOGHKE IAIOXEIPQS STHN ETAIPEIA/
TRHOUGH LETTER THAT WAS SUBMITTED BY HAND TO THE COMPANY
[] THAEOMOIOTYNOY/ FAX
[_| HAEKTPONIKOY TAXYAPOMEIOY/ EMAIL
TAXYAPOMIKQZ/ MAIL

ONOMATEMNQNYMO
TIAPAAHIITH/ ettt st bt eb e bbb s s e b bt bs et b st ns s s s
RECEIVERS FULL
NAME

TMHMA MAPAAHNTH/
RECEIVERS DEPARTMENT

HMEPOMHNIA
NAPAAABHZ/ | [, e e e
RECEIPT DATE




	PART A COMPLAINANTS PARTICULARS: 
	undefined: 
	undefined_2: 
	undefined_3: 
	undefined_12: 
	fill_10: 
	fill_11: 
	fill_1: 
	fill_2: 
	fill_3: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 
	8: 
	9: 
	10: 
	11: 
	undefined_15: 
	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Check Box5: Off
	Check Box6: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box13: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Text24: 
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box31: Off
	Check Box32: Off
	Check Box34: Off
	Check Box35: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Text35: 
	Text41: 
	Text42: 
	Check Box43: Off
	Check Box44: Off
	Check Box1: Off
	Check Box2: Off


