
 FORM MIN.  HEALTH.  ( Ι .Υ . 87A)  

                                   MINISTRY OF HEALTH                    (seal) 
THE GOVERNMENT MEDICAL INSTITUTIONS AND SERVICES GENERAL REGULATIONS 

(No.225/2000, 660/2002,455/2004, 364/2005 AND 629/2007)  
 

APPLICATION FOR MEDICAL IDENTITY CARD AND DECLARATION OF INCOME 
(REGULATION 5)  

 
PART Ι:    PERSONAL DETAILS OF APPLICANT                                    

 

Name: ………………………………… Surname: .…………………….…………..…..…. 

 Date of Birth: ……/……/……… Identity Card No: …………………………..….…. 

                Electoral Booklet No: …………………………….   

                Social insurance: ……..…………………….……  
 

Address: …………………………………………………………..…   No. …………... 
 
Town/Village: ……………………………….…………….  Area Code: ….……….... 
   
District: ………………..….  Home Tel: …………….  Work Tel……… ………….... 
 
 
For those holding a medical card  
 
Medical card no: .................................. 
 
Date of expiry: ............................................. 
 
 
Marridal status:

  
  
 
 
 
 
 
 

PART Ι Ι:  DETAILS OF APPLICANT’S DEPENDANTS 
Name Identity Card No. Date of Birth  Gender 

( M/F ) 

 
Social 

Security No. 
Electoral Book 

no. 

(Of spouse) 
……………………………………........... 

 
…………........ 

 
…../…../…… 

 
……… 

 
…………… 

 
……….….. 

(Of dependant children under 18)      

 . …………………………………. 
 

…………. 
 

…../…../…… 
 

……… 
 

…………… 
 

 . …………………………………. 
 

…………. 
 

…../…../…… 
 

……… 
 

…………… 
 

 . …………………………………. 
 

…………. 
 

…../…../…… 
 

……… 
 

…………… 
 

 . …………………………………. 
 

……….… 
 

…../…../…… 
 

……… 
 

…………… 
 

 . …………………………………. 
 

……….… 
 

…../…../…… 
 

……… 
 

…………… 
 

 . …………………………………. 
 

……….… 
 

…../…../…… 
 

……… 
 

…………… 
 

 . …………………………………. 
 

……….… 
 

…../…../…… 
 

……… 
 

…………… 
 

 . …………………………………. 
 

…….…… 
 

…../…../…… 
 

……… 
 

…………… 
 

FOR OFFICIAL USE 

Reference Number 
 

 

Medical card approved: ……………………. 

 First Schedule:…………….. 

The Medical Identity Card is Valid until  …../…../20.…. 

Medical Card issue is not approved due to ………..….. 

…………………………………………………………….. 
……………………………………………………………… 
……………………………………………………………. 

 
Gender 

 Male 

   

  Female 

Full name:  ………………………………….…... 

Title:…………………………………………………..… 

Signature: ………………………………………….…... 

Date: ……/……/20.……    

Checked by: 

Full name……….:………….…….……………..……….. 

Title:……….………………………….……………..…….. 

Signature: …………………………………..………….. 

Ημερομηνία: ……/…../20.…… 
Married   Head of family with     
      

Single   four or more children   
 

       

Divorced    Dependant of    
    

Separated    Missing person   
       
Widow/er   Member of enclaved    
   family    

 



    PART I I I :    FAMILY INCOME
 
    Α .  Income from Work

 
Professional  Detai ls  

 

 
Details of Last Employer 

Annual  
Gross  

Income 
f rom w ork 

For 
Off icia l  

use 

Of Applicant: 
Occupat ion:  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .   
� Salaried 
� Self employed 
�   Pensioner

Name ……… .  ………..  .  .  . .  .  .  .  .  .  .  .  .  .  
.  .  .  .  Address. .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  
.  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  
.  .  .  .  .  .  .  .  .  .  .  .  .  .  
………………………….Tel . .  .  . .  .  .  .  .  .  .  .  .  

                 
 
€  .  .  .  .  .  .   
     
                 
  

              
 
€  .  .  .  .  .   
 
 
            

Of Spouse:  
Occupat ion:  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .   
� Salaried 
� Self employed 

� Pensioner 

Name ……… .  ………..  .  .  . .  .  .  .  .  .  .  .  .  .  

.  .  .     Address. .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .   

.  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  

.  .  .  .  .  .  ….………….Tel . .  .  . .  .  .  .  .  .  .  .  . .  

 
 
€………. 

 
 
€………… 

Dependant Chi ldren in Employment  
 

   

Name: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

Occupat ion:  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

� Salaried 

� Self employed 

 
Name ……… .  ………..  .  .  . .  .  .  .  .  .  .  .  .  .  

.  .  .     Address. .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .    

.  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .   
 .  .  .  …………………….Tel . .  .  . .  .  .  .  .  .  .  .   

 
 
€……….. 

 
 
€………… 

Name:. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .   

Occupat ion: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
� Μισθωτός/ή 

� Αυτοτελώς Εργαζόμενος/η 
 

 
Name ……… .  ………..  .  .  . .  .  .  .  .  .  .  .  .  .    
Address. .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .   
.  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .   
 
 .  .  .  ……………….Tel . .  .  . .  .  .  ……..  .  .  .   

 
 
€……….. 

 
 
€……….. 

  
Total 

 
€……………. 

 
€………….. 

Β .  Annual  Gross Income from pensions and other  sources:     
                                                                                                                                                                                                                                                                            
      Pensions:     
(1)   Soc ia l  Secur i ty: -  
   
(2)   Soc ia  Pens ion: -  
 
(3)  .  .  .  .  .  .  .  .  .  .  .  .  .  .   .  .  .  .  .  : -  
 

 
(a)   Appl icant  €…….  (b)  Spouse €. . . . . . . .  
 
(a)   Appl icant  €…….  (b)  Spouse €. . . . . . . .  
 
(a)   Appl icant  €…….  (b)  Spouse €. . . . . . . .  

 
€ . . . . . . . . . . . .  
 
€ . . . . . . . . . . . . .  
 
€ . . . . . . . . . . . . .  

€............. 

€............ 

€............ 
    
 Total  Pensions 

 
(a)   Appl icant  €……..  (b)  Spouse €. . . . . . . .  €........... €............. 

Income from Rent / Interest /Dividends 
Other Income  

 
€............... €.............. 

…………………………………………. 
   

TOTAL FAMILY INCOME 
€............ €.............. 

    C. Cover  f rom a medical  fund or  heal th  insurance: Yes/No.   I f  “yes”  s tate :  
Fund/Heal th Scheme:  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Heal th  Cover  f rom Insurance Company:   
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

DECLARATION 
 

I  hereby apply for  a Medica l  Card and dec lare that  a l l  the in format ion conta ined in th is  s ta tement  as wel l  as  the 
cer t i f icates and other  documents  accompanying th is  appl icat ion are t rue and correct  and I  author ize the  
Min is t ry o f  Heal th  to seek conf i rmat ion f rom any Government  Serv ice,  inc lud ing the In land Revenue 
Depar tment ,  o f  the informat ion and documents  re fer r ing to my income and the income of  my dependants .  
 
I  fur ther  dec lare that  both I  and my spouse – 
�  Do not  submi t  tax  re turns and to date have not  been taxed in  pursuance of  the Income Tax Law.  
 
�  The last  year  for  which I /we submi t ted tax returns in  pursuance of  the Income Tax Law was ……….  
  
�  Delete where not  appl icable 
 
Date.  :  .  . .  .  / .  .  .  . /  20. . . .                                                                  S ignature :  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .   
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