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MINISTRY OF HEALTH

APPLICATION FOR WIEDICAL CARD

Asylum Seekers

PERSONAL DETAILS OF APPLICANT

Alien Registration Certificate No. (ARG oo

Name: .. oo Surmame: .

Date of Birth: L Nationality: .~~~
REQUIRED DOCUMENTS

|_| Alien Card (Copy)
[ | Confirmation Letter (Copy)

DEPENDANTS

L
SRR AN S
........................................................................................................ Lo,
................................... Lo 1
Address: o
SHEBH e No e OWONlAGE:
P.OBOX: PostCode:, .. ... ... District: ..o

Mobile Vel o

[ ]Send my card by post



DECLARATION

| hereby declara that all the information containad In this application, as well as the cerilficates and supporfing decuments accompanying
this application, are frue and accurate and that | authorize the Minlstry of Heafth 1o seek confirmaticn irorn any Govemnment Service,

The personal dafa conceming my person and given by me shall be kepf in a filing system and be subject {o lawful procassing In the
meaning of the Regulatlon (EC) 2016/879 of the European Parliament and of the Counclt of 27 April 2018, as applicable, by the Confroller
who Is the Ministry of Healih, for the purpose of examining my application for European Health Insurance Card, The recipients of the data
shall be the competent personnel of the Ministry of Health. The personal data Included in the file systems kept by the Minislry of Health
Administration Service, may be communicated or {ransmifled between the govemment services concerned. Tha management and
processing of my personal data shall be done securely and confidentlally ard shall be subjact to the relevant provisions of the legislation

in force

1 am also informed that | have the right fo information, access and objection and deletion on the personal data concerning my person,
given under sections 13, 14, 15, 16, 17, 18 and 12 of Regulation (EC} 2016/679 of the Furopean Parilament and of the Council of 27 April

2016, In respect of which [ can apply lo the Controller (Ministiy of Health),

Date: . _.[...120 . SIgNatUure: | ..eeeeeeeseeeereeens .
[n case the application is submitted by a representative:
iName of represeniativer e,

SIGNatUre: e

[dentity Card NO: e

The competent authoritles Issuing medical cards may request any other documentation deemed necessary.




