POWER OF ATTORNEY Dl(v

The power of attorney can be submitted via www.dkvhalsa.se or postage free to:
DKV Health, Frisvar 121 420 300, 110 00 Stockholm

SURNAME FIRST NAME

POLICY NUMBER* E-MAIL PHONE NUMBER PRIVATE

*You can find your personal policy number in your policy document

SURNAME FIRST NAME

E-MAIL PHONE NUMBER PRIVATE

| (the issuer of the power of attorney) have an insurance with DKV Halsa and | hereby give the person above (the authorized representative of the power of attorney) the right to
represent me in contact with DKV Halsa. This includes the right to get access to all the information re- garding my insurance, terms and conditions, clauses and other health-related
information, as well as the mandate to book appointments for me.

| certify that the power of attorney is valid until | revoke it. The power of attorney ceases to apply if my insurance is terminated.

Place Date Issuer of power of attorney s signature

DKV Hilsa refers to Storebrand Helseforsikring AS Norway, branch, S-105 39 Stockholm, telephone +46 8 619 62 0o, www.dkvhalsa.se, C.I.N. 516402-6998, registered in the branch register Filialregisteret. DKV Hélsa
sells this insurance on behalf of Storebrand Helseforsikring AS. Postboks 464, N-1327 Lysaker, Norway. Tel + 47 22 3113 30, fax + 47 22 3113 70, www.storebrandhelse.no. Storebrand Helseforsikring AS NO 980 126 196.
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