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LETTER OF CONSENT

According to the "Regulation on Private Health Insurance" and "Protection of Personal Data" Legislation;

• Risk measurement within the scope of policies and compensation payments organized for your company, 
evaluation of compensation claims, the use of rights arising from the insurance contract and fulfillment of 
obligations, planning and statistical studies within the scope of insurance transactions and insurance 
transactions, and for the development of special opportunities; I acknowledge and accept that my personal 
data, including my health data, must be processed. 
I give consent to the provision of information and documents about me with my given health information as 
well as the relevant legal regulations from T. C. Turkish Insurance Association (Association of Turkish Insurance, 
Reinsurance and Pension Companies), Social Security Institution, Ministry of Health, all health institutions and 
organizations, other insurance companies and public institutions and organizations, private sector organizations 
such as the Prime Ministry Undersecretariat of Treasury, Insurance Information and Surveillance Center and 
public health institutions, pharmacies, laboratories, physicians and other relevant third parties. All such data 
shall be retained by the Insurer on matters which may be obtained, stored, retained, disclosed, provided that 
the legislation permits it, transferred to third parties or otherwise processed, I declare that I am informed and 
gave it approval.
My personal data, for the relevant insurance proposals / policies during the effective date and the retention 
periods stipulated in the legislation; I understand and agree that it may be retained in writing or electronic 
media.
I know and accept that my health data is personal data of a special nature and my personal data including health 
data can be processed without explicit consent for insurance companies operating in the financing and 
management of health services.
My personal data, for the purposes set out above, with supervisory and regulatory authorities and relevant 
public authorities; I understand and accept that can be transferred and shared with the distribution channel, the 
shareholders, direct / indirect domestic / foreign subsidiaries, reinsurers, serviced, cooperated persons and 
organizations, support service providers, brokers,other insurance companies and the insurer / insurer who has 
the insurance contract.
Under the Law on the Protection of Personal Data, I have to learn whether my personal data has been 
processed, request information if it has been processed, find out whether it is used appropriately for the 
purposes of the transaction, know the third parties transferred abroad or abroad, Without prejudice to the 
exceptions stipulated in the Act on the Protection of Personal Data Requesting that they be deleted / destroyed 
under the conditions laid down in Article 7 of the Protection of Personal Data Act, objecting to the occurrence 
of an unfavorable outcome because it is analyzed by automatic systems exclusively, the right to demand that the 
damage be solved in case you are wounded because it is processed in violation of the law, I hereby declare that 
I have been informed about the possession of the Insurer, without prejudice to the rights arising from this form 
and this form. I know and accept that the right to refuse is reserved if the Insurer is repeating the level to which 
it is unreasonable, requiring disproportionate technical effort, those who threaten the confidentiality of others 
or are otherwise extremely difficult. 

• The Proposal / Application Form and the Health Declaration Form together with all the information that is 
provided within the information and the fact that knowledge completely reflects the truth (such as exemption, 
limit, additional premium, participation, waiting period and so on) and justification for the insurance period of 
the person and his dependents; I agree and declare that this information is shared with the Insurer and that all 
such information can be displayed on the electronic media. I request and sue for my e-mail address, My GSM 
number and / or my address in the Mernis registry which I have indicated on the insurance application form, can 
be used to inform about my insurance transactions and for policy / certificate submission.

TR ID No of the Insured   : 
Name and Surname of the Insured :    
Signature of the Insured   :
Date     : 

Child 18+ TR ID No   : 
Name and Surname of the Insured :    
Signature of the Insured   :
Date     : 

Child 18+ TR ID No   : 
Name and Surname of the Insured :    
Signature of the Insured   :
Date     : 

Partner TR ID No   : 
Name and Surname of the Insured :    
Signature of the Insured   :
Date     : 

Child 18+ TR ID No   : 
Name and Surname of the Insured :    
Signature of the Insured   :
Date     : 

Child 18+ TR ID No   : 
Name and Surname of the Insured :    
Signature of the Insured   :
Date     : 


