® Atlas

Health|Life|Pensions
Request for claim payments to be credited directly to bank account

PLEASE FILL IN ALL DETAILS AND USE BLOCK CAPITALS THROUGHOUT

This form is to be sent to: Atlas Healthcare Insurance Agency Limited, Abate Rigord Street, Ta' Xbiex XBX1121, Malta

Policy Details
Policy No. Group (if applicable)

Member name and surname

ID Card/Passport No. Mobile No.

Email Address* Telephone No.

*This is required for payment notification purposes

Bank Name

Name of Bank Account Holder

IBAN (International Bank Account Number)

ANEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEE

BIC/SWIFT (Bank Identifier Code, foreign bank accounts only) | I I I I I I | | | | |

Member’s Signature

Dependant 1 name and surname

Dependant’s signature

Dependant 2 name and surname

Dependant’s signature

Dependant 3 name and surname

Dependant’s signature

Atlas Healthcare Insurance Agency Limited. Tel: 21 322 600 Email: health@atlas.com.mt website: www.atlas.com.mt Calls may be recorded for quality and assurance purposes

Atlas Healthcare Insurance Agency Limited (C32603) is authorised under the Insurance Distribution Act to act as Enrolled Insurance Agents
and is regulated by the Malta Financial Services Authority.

H0040.01.2024
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