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	Transmission of Request for Authorisation to Receive Scheduled Treatment in a Member State Other Than the Competent Member State and the Member State of Residence

	Articles 36, 20 of Regulation (EC) No 883/2004, 33, 26(2) of Regulation (EC) No 987/2009


	Number of attachments
	[integer]............................................................

	Date sent
	[DD/MM/YYYY]..................................................


	Sending institution:

	Country code*
	[list ISO3166-1-alpha-2 code].........

	Institution code*
	[25]..................................................

	Institution name*
	[155]...........................................................

	Street
	[155]...........................................................

	Town
	[65]............................................................

	Postal code
	[25]............................................................

	Region
	[65]...........................................................

	Country
	[list ISO3166-1-alpha-2 code].........

	Phone
	[65]..........................................................

	Fax
	[65]..........................................................

	Email
	[255]............................................................

	
	

	Receiving institution:

	Country code*
	[list ISO3166-1-alpha-2 code].........

	Institution code*
	[25]..................................................

	Institution name*
	[155]...........................................................

	Street
	[155]...........................................................

	Town
	[65]............................................................

	Postal code
	[25]............................................................

	Region
	[65]...........................................................

	Country
	[list ISO3166-1-alpha-2 code].........

	Phone
	[65]..........................................................

	Fax
	[65]..........................................................

	Email
	[255]............................................................

	
	


	1. Case numbers

	1.1 Case number of the sending institution1* 
	[65].......................

	1.2 Case number of the receiving institution2
	[65].......................


	2. Person

	2.1 Person3* 

	2.1.1 Family name(s)* 
	[155].......................

	2.1.2 Forename(s)* 
	[155].......................

	2.1.3 Birth date* 
	[DD/MM/YYYY].....................................................

	2.1.4 Sex* 
	

	(
	Female

	(
	Male

	(
	Unknown

	2.1.5 Family name(s) at birth
	[155].......................

	2.1.6 Forename(s) at birth
	[155].......................

	

	

	2.1.7 If you have the Personal Identification Number of the person, please fill in the following:

	(Identification of the person with Personal Identification Number 

	
	

	2.1.7.1 Personal identification number in the sending institution
	[65].......................

	2.1.7.2 Personal identification number in the receiving institution
	[65].......................

	

	

	2.1.8 If you do not have the Personal Identification Number of the person, please fill in the following:

	(Identification of the person, without Personal Identification Number 

	
	

	2.1.8.1 Place of birth4* 
	[155].......................

	2.1.8.2 Father family name at birth5
	[155].......................

	2.1.8.3 Mother family name at birth6
	[155].......................

	2.1.8.4 Forename of father
	[155].......................

	2.1.8.5 Forename of mother
	[155].......................

	2.2 Additional information on the person

	2.2.1 Nationality7
	[list ISO3166-1-alpha-2 code].........


	3. Address of the insured person( 

	3.1 Street
	[155].......................

	3.2 Town
	[65].......................

	3.3 Postal code
	[25].......................

	3.4 Region8
	[65].......................

	3.5 Country
	[list ISO3166-1-alpha-2 code].........


	4. This SED is related to

	4.1 This SED is related to* 
	

	(
	An accident at work

	(
	An occupational disease

	4.2 Of
	[DD/MM/YYYY].....................................................

	4.3 Accident/disease code
	[25].......................

	4.4 Accident/disease coding system
	[65].......................

	4.5 Consequences of the accident / kind or short description of the disease
	[255].......................

	4.6 Status of the person
	

	(
	Employee

	(
	Self-employed

	(
	Civil servant

	(
	Frontier worker

	(
	Other

	
	

	Please fill in the following if "Status of the person" = "Other" : 

	4.7 Status of the person (if "Other")
	[65].......................

	4.8 Employer

	4.8.1 Employer name
	[155].......................

	4.8.2 Employer address

	4.8.2.1 Street
	[155].......................

	4.8.2.2 Town
	[65].......................

	4.8.2.3 Postal code
	[25].......................

	4.8.2.4 Region8
	[65].......................

	4.8.2.5 Country
	[list ISO3166-1-alpha-2 code].........

	4.8.3 Employer PIN
	[65].......................


	5. Treatment for which authorisation is requested

	5.1 Requested treatment * 
	[255].......................

	5.2 Provider of the requested treatment

	5.2.1 Name of the provider
	[65].......................

	5.2.2 Address

	5.2.2.1 Street
	[155].......................

	5.2.2.2 Town
	[65].......................

	5.2.2.3 Postal code
	[25].......................

	5.2.2.4 Region8
	[65].......................

	5.2.2.5 Country
	[list ISO3166-1-alpha-2 code].........

	5.3 Period of requested treatment

	5.3.1 Start date
	[DD/MM/YYYY].....................................................

	5.3.2 End date
	[DD/MM/YYYY].....................................................

	5.4 The person can be treated within a medically justifiable time limit in the Member State of residence* 
	

	(
	Yes

	(
	No


	6. Request for scheduled treatment

	6.1 Date of request by person
	[DD/MM/YYYY].....................................................

	6.2 Medical report attached
	

	(
	Yes

	(
	No


	7. Additional information

	7.1 Additional information
	[500].......................


	Signature of the sending institution

	Date
	[DD/MM/YYYY].................................................

	Signature
	Stamp

	
	

	
	

	
	

	
	

	
	


