Request for refund of pills, food suplements, medical aids and fees for medical and preventive care
First name and surname:

Date of birth:

Address:

Phone number:

Bank account number:

I am asking for refund of (pills, food suplements, medical aids and fees for medical and preventive care):
Approved (leave blank for FHV notes):

Attachments to the requests:

Applicant´s ID 
Evidence of persecution during WWII (if needed) 

Copy of perscription, medical report or receipt
