CMCM

AR GESONDHEETSMUTUELLE
ZANTER 1956

REIMBURSEMENT REQUEST
OTHER BENEFICIARY

|, the undersigned,

Surname:

First name:

Date of birth:

Address:

hereby confirm that | have paid the enclosed invoice(s) / fee statement(s) concerning:

Surname:

First name:

Date of birth:

Identification number:

Address:

and request that the corresponding reimbursements be paid into the bank account attached.

[ssued in on

Signature

Please make sure to attach a copy of the Following documents:
- proof of payment
— certificate of banking details (RIB)

Adresse Postale Bureaux Luxembourg-Gare Tel 49 94 45-1 etranger(@cmcem.lu
L-2971 Luxembourg 32-34, rue de Hollerich www.cmcm.lu
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