A\ PLNA MOC

"POMSTOVNA VZP, a.s. POWER OF ATTORNEY

Ja, niZze podepsany
1, the undegigned,p y

Jméno a pfijmeni:
First name and surname:

Datum narozeni:

Date of birth:
Bytem (adresa v CR): ulice : C.
Residence (address in the Czech Republic): street: No.
Obec:
Municipality:

(dale také ,zmocnitel“ nebo ,pojistény*)
(hereinafter also "principal” or "insured person”)

timto zpIlnomocnuji
hereby authorize

Jméno a pfijmeni:
First name and Surname:

Datum narozeni:
Date of birth:

Bytem (adresa v CR): ulice :
Residence (address in the Czech Republic): street: No.

Obec:
Municipality:

_O<

(dale také ,zmocnénec” nebo ,pojistnik")
(hereinafter also "authorized representative"” or "policyholder")

aby, jako pojistnik, u Pojistovny VZP, a.s., se sidlem Ke Stvanici 656/3, 186 00 Praha 8, IC: 27116913,
zapsané v obchodnim rejstfiku vedeném Méstskym soudem v Praze, oddil B, viozka 9100, uzaviel pro mé,
jako pojisténého, pojistnou smlouvu na Komplexni zdravotni pojisténi cizinci PLUS, pficemz
zmocnénec je rovnéz opravnén i k podani Zadosti o sjednani Komplexniho zdravotniho pojisténi
cizinca PLUS.

as the policyholder with Pojistovna VZP, a.s., with registered office at Ke Stvanici 656/3, 186 00 Prague 8, Company Ref. No. (IC): 27116913, registered in
the Commercial Register kept at the Municipal Court in Prague, Section B, File 9100, to take out an insurance policy for me as the insured person for Comprehensive
Health Insurance for Foreigners PLUS; the authorized representative is also entitled to submit an Application for Comprehensive Health Insurance
for Foreigners PLUS.

Tato plna moc platido ...................... 20....

This power of attorney is valid until

Zmocnitel (podpis)

Principal (signature)

Shora uvedenou pInoumMoOC V .........cveeevivinnn.n. dne ................. 20...... pfijimam.
| accept the above power of attorney in Date

Zmocnénec (podpis)
Authorized representative (signature)

KZPC PLUS_PM_2
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