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Adopted by Order No. V-1/15 of the CEO of the Branch of 23 February 2015 

Addendum No.2 to 

 

HEALTH INSURANCE RULES No.010 

Effective from 01 March 2015 

 

Critical Disease Treatment Costs Insurance 
Terms and Conditions  
 
The Addendum No.2 (hereinafter – the Addendum 
No.2) to the Health Insurance Regulation No. 010, 
including all and any existing addenda (hereinafter 
– the Regulation) shall provide terms, condition 
and requirements applicable for the cases, when 
the Insured chooses the additional critical disease 
treatment costs insurance. 
 
The Addendum No. 2 is the integral part of the 
Regulation.  
 
In case of controversy or incompliance in 
provisions of the Addendum No. 2 and the 
Regulation provisions and requirements provided 
in the Addendum No. 2 shall prevail. 
   

1. Additional Concepts:  

Next to the concepts defined in the Regulation the 
below concepts mentioned in the Agreement and 
notes of the parties to be delivered in the course of 
fulfilment of the Agreement shall bear the 
meanings and/or particular content defined in the 
Agreement and addenda to it and shall be 
interpreted as defined below, unless the context 
expressively requires otherwise and/or the 
Agreement text or notes of the parties indicate 
otherwise: 

1.1. Critical Disease is one or several diseases 
and (or) surgeries indicted in part 6 of the 
Addendum and compliant to the critical disease 
diagnosing criteria defined thereto. 

1.2. Critical Disease DiagnosisDate is one of the 
dates below:  

- In case of critical diseases indicated in 
sections 6.4, 6.5, 6.6 and 6.13 hereto - the day 
of surgery underwent by the Insurant; 

- In case of critical diseases indicated in 
section 6.7 hereto - the day, when the Insurant 
is included in the official list of people waiting 
for the surgery; 

- In other cases of critical diseases provided in 
the Addendum hereto – the day, when the 
Insurant is diagnosed a critical disease. 

 
2. Insurable Occurrence is the first diagnosis of a 
critical disease due to which the Insurant 
experiences costs of medically reasonable 

services provided to him-/her and not 
compensated by the Obligatory Health Insurance 
Fund. The insurable occurrence must comply with 
the requirements for acknowledgement of the 
insurable occurrence provided in the Regulation. 
 
3. Insurance Claim 
Insurance claim on the basis of an insurable 
occurrence provided hereto shall be paid to the 
Insurant in one of the below policies: 
3.1. The critical disease insurance amount 
provided in the Agreement; or 
3.2. Indemnification, in accordance with the 
requirements indicated in Addendum No. 1 to the 
Regulation, for the costs incurred by the Insurant 
for ambulatory treatment and diagnostics, 
stationery treatment, medical rehabilitation, 
purchase of pharmaceuticals, medical aids and 
vitamins, and periodical health checks, within the 
limits of Insurance Coverage.  
 
4. Insurance Period  
The Insurer shall compensate costs of an Insurable 
Occurrence happening within the Insurance Period 
in the amount not exceeding the Insurance Claim 
provided in section 3.2 hereto maximum 6 months 
from the last day of the valid insurance period, 
which means that the application for 
indemnification for such expenses should be 
lodged not later than within 6 months from the last 
day of the term of validity of the Insurance Period.   

5. Non-insurable Occurrences: 

The below occurrences shall not be considered 
insurable occurrences and the Insurer shall not 
compensate costs of them: 
 
- In case a critical disease is diagnosed within less 
than 60 days from the date when the Insurance 
Coverage comes into effect, except events when 
the Insurance Coverage provided by the 
Agreement with regard to Insurable Occurrences 
stipulated in Addendum No. 2 is resumed for a new 
Insurance Period;  

- In case a critical disease does not comply with 
the criteria for acknowledgement of a critical 
disease and an insurable occurrence provided in 
the Addendum No. 2 hereto;  

-  In case it is a reoccurrence of the same critical 
disease;  
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- In case when an occurrence is proved to be an 
uninsurable occurrence in accordance with the 
terms and conditions of the Regulation, (except 
par. 5.3.8.).  

 
6. List of Critical Diseases:  
6.1. Malicious Tumour (Cancer)    

It is an incontrollable growth and spread of 
malicious cells and their invasion (penetration) to 
tissues of the body.  
The concept of cancer shall also cover leukaemia 
and malignant lymphoma and myelo-dysplastic 
syndrome. In these cases, the diagnosis must be 
confirmed by an oncologist or haematologist. 
The Insurance Benefit shall not be paid for: 
- localised non-invasive tumours classified as pre-
malignant, non-invasive (carcinoma in situ), 
including ductal and lobular carcinoma in situ of the 
breast, cervical dysplasia, cervical intraepithelial 
neoplasia (CIN-1, CIN-2 and CIN-3); 
- chronic lymphocytic leukaemia unless having 
progressed to at least Binet Stage B; 
- any prostate cancer unless histologically 
classified as having a Gleason score greater than 
6 or having progressed to at least clinical TNM 
classification T2N0M0. 
- basal cell carcinoma and squamous cell 

carcinoma of the skin and malignant melanoma 

stage IA (T1aN0M0) unless there is evidence for 

metastases 

- papillary thyroid cancer less than 1 cm in 

diameter and histologically described as T1N0M0 

- papillary micro-carcinoma of the bladder 

histologically described as Ta 

- polycythemia rubra vera and essential 

thrombocythemia 

- monoclonal gammopathy of undetermined 

significance 

- gastric MALT Lymphoma (gastric extranodal 

lymphoma of the basal border) if the condition can 

be treated with Helicobacter- eradication  

- gastrointestinal stromal tumour (GIST) stage I 

and II according to the AJCC Cancer Staging 

Manual, Seventh Edition (2010) 

- cutaneous lymphoma unless the condition 

requires treatment with chemotherapy or radiation  

- microinvasive carcinoma of the breast 

(histologically classified as T1mic) unless the 

condition requires mastectomy, chemotherapy or 

radiation 

- microinvasive carcinoma of the cervix uteri 
(histologically classified as stage IA1) unless the 
condition requires hysterectomy, chemotherapy or 
radiation. 

 

6.2. Myocardium Infarction  

It is an acute irreversible damage to (necrosis of) 
the heart muscle tissues developed due to 
insufficient artery bloodstream in a particular 
segment of myocardium. 
 
Myocardial infarction must be supported by a rise 
and/or fall of cardiac biomarkers (troponin or CK-
MB enzymes) to levels considered diagnostic for 
myocardial infarction provided that at least two of 
the following criteria are found: 
- ongoing angina pectoris (protracted cardiac 
angina); 
- electrocardiogram changes indicative of new 
myocardial ischemia (new ST-T changes or a new 
left bundle-brunch block); 
- development of pathological Q waves in the ECG.  
The diagnosis must be confirmed by a cardiologist. 
In case the Insurant is diagnosed myocardium 
infarction but not all of the above criteria are 
fulfilled, an expert doctor of the insurer shall 
decide on whether to acknowledge the case the 
insurable occurrence. 
For the above definition, the following are not 
covered: 
- elevations of troponin in absence of overt 
ischemic heart disease (e. g., myocarditis, apical 
ballooning, cardiac contusion, pulmonary 
embolism, and drug toxity); 
 
6.3. Stroke (Cerebral Infarction)  

It is an acute cerebral bloodstream disorder (due to 
cerebral tissue infarction, bleeding from the 
intracranial blood vessels or embolization from the 
extra-cranial sources) causing neurological 
deficiency for over 24 hours. 

The diagnosis must be based on results of 
objective imaging findings (MRT; CT, and others) 
that confirm the newly developed cerebral lesions 
typical to cerebral infarction and the remaining 
permanent neurological deficiency. Permanent 
neurological deficiency must be confirmed by a 
neurology specialist minimum 3 months after the 
occurrence of cerebral infarction. 

For the above definition, the following are not 
covered: 

- reversible cerebral ischemic attack (RCIA) 
and reversible ischemic neurologic deficit 
(RIND); 

- traumatic injury to brain tissue or blood 
vessels; 

- neurologic deficit due to general hypoxia, 
infection, inflammatory disease, migraine, 
or medical intervention; 

incidental imaging findings(computer tomography 
or magnetic resonance tomography) without clearly 
related clinical cerebral infarction symptoms (silent 
stroke).   
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6.4. Coronary Artery Graft Bypass Surgery 
 
Open-heart coronary artery surgery to correct 
narrowing or blockage of two or more coronary 
arteries with bypass grafts: any superficial vein of a 
leg, internal thoracic artery or other suitable artery. 
Necessity of the surgery must be confirmed with 
results of the angiography test and conclusion by a 
cardiology specialist and (or) cardiac surgeon. 
The Insurance Benefit shall not be paid in the 
event of: 

- coronary artery graft-bypass surgery to 
treat narrowing or blockage (thrombus) 
coronary artery; 

- coronary artery angioplasty or stent-
placement. 

 

6.5. Cardiac Valve Surgeries 

Cardiac surgery meant to replace one or several 
cardiac valves with the artificial ones.  
This definition covers the following procedures: 

- Heart valve replacement or repair with full 
sternotomy (vertical division of the 
breastbone), partial sternotomy or 
thoracotomy; 

- Ross-procedure; 
- Transcatheter correction of coronary 

arteries (catheter-based valvuloplasty); 
- Transcatheter aortic valve implantation 

(TAVI). 
The Insurance Benefit shall not be paid for 
transcatheter mitral valve clipping. 

The surgery must be determined to be 
medically necessary by a cardiac surgeon and 
must be supported by imaging findings 
(echocardiogram or cardiac catheterization 
findings). 

 
6.6. Aorta Surgeries 
 
Open surgery to remove and perform prosthesis of 
a part of aorta damaged by a disease. The 
insurance claim shall be paid in case of surgery of 
the thoracic or ventral part of aorta. The insurance 
claim shall not be paid in case of aorta branch 
surgeries or surgeries due to the post-traumatic 
lesions of aorta. 
The undergoing of surgery to treat narrowing, 
obstruction, aneurysm or dissection of the aorta.  
Minimally invasive procedures like endovascular 
repair are covered under this definition. 
The Insurance Benefit shall be paid for surgery of 
thoracic or abdominal part of aorta.  
The surgery must be determined to be medically 
necessary by a consultant cardiac surgeon and 
supported by imaging findings. 
For the above definition, the following are not 
covered: 

- Surgery to any branches of the thoracic or 
abdominal aorta (including aortofemoral or 
aortoiliac bypass grafts); 
- Surgery of the aorta related to hereditary 
connective tissue disorders (e.g. Marfan syndrome, 
Ehlers–Danlos syndrome); 
- Surgery following traumatic injury to the aorta. 
 

6.7. Internal Organs / Medullar Transplantation  
 
The Insured is subject to visceral organ 
transplantation surgery as a recipient of an 
allograft or isograft transplant of one or more of the 
following: heart, kidney (-s), liver (including split 
liver and living donor liver transplantation), lung 
(including living donor lobe or single-lung 
transplantation), bone marrow (allogenic 
hematopoietic stem cell transplantation proceeded 
by total  bone marrow ablation), the transplantation 
of small bowel, pancreas, partial or full face, hand, 
arm and leg transplantation(composite tissue 
allograft transplantation). The condition of the 
Insured subject to payment of the Insurance 
Benefit shall be the completion of visceral organ 
transplantation surgery or the condition of the 
Insured leading to transplantation must be deemed 
untreatable by any other means, and a specialist 
should confirm that the Insured has been placed 
on the official waiting list of patient for visceral 
organ transplantation. 
 
 The Insurance Benefit shall not be paid for: 

- Transplantation of other organs, body 
parts, or tissues (including cornea and 
skin); 

- Transplantation of other cells (including 
islet cells and stem cells other than 
hematopoietic). 

 

6.8. Kidney Failure  

It is the full functional kidney deficiency due to 
acute and irreversible functional damage to both 
kidneys. The Insurance Benefit shall be paid in 
case the Insurant underwent kidney 
transplantation surgery or undergoes regular 
dialyses (haemodialysis or peritoneal dialysis). 
The diagnosis must be confirmed by a 
nephrologist and supported by the findings of 
kidney function analyses.  
The insurance claim shall not be paid in case of 
reversible acute functional kidney deficiency (when 
temporary dialyses are required). 
 

6.9. Multiple Sclerosis  

It is a demyelinating inflammatory disease of the 
central nervous system, manifesting itself as 
reoccurring or permanently progressing symptoms 
of neurological dysfunction causing disability.  
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Diagnosis of multiple sclerosis must be approved 
by a neurologist following the detailed inpatient 
neurological examination based on clinical 
symptoms and Magnetic resonance imaging (MRI) 
findings (showing at least two lesions of 
demyelination in the brain or spinal cord 
characteristic of multiple sclerosis) provided that 
multiple neurological deficit is present for more 
than 6 months. 
 
For the above definition, the following are not 
covered: 
- Possible multiple sclerosis and neurologically or 
radiologically isolated syndromes suggestive but 
not diagnostic of multiple sclerosis; 
- Isolated optic neuritis and neuromyelitis optica. 
 
In case of changes in the diagnostic criteria of 
multiple sclerosis the criteria applicable on the day 
of diagnosis must be observed. 
 

6.10. Parkinson’s Disease before age 65   

The definite primary diagnosis must be confirmed 
by a Consultant Neurologist.  
The Insurance Benefit shall be paid provided that 
all the following conditions are satisfied: 
- At least two out of the following clinical 
manifestations are present: muscle rigidity; tremor; 
bradykinesia (abnormal slowness of movement, 
sluggishness of physical and mental responses); 
- Total inability to perform, by oneself, at least 3 out 
of 6 activities of daily living for a continuous period 
of at least 3(three) months: inability to wash or 
wash satisfactorily by other means; 
- Inability to put on, take off, secure and unfasten 
all garments; 
- Inability to feed oneself ; 
- Inability to maintain a satisfactory level of 
personal hygiene by using the toilet or otherwise 
managing bowel and bladder function; 
- Inability to get from room to room on a level floor; 
- Inability to get out of bed into an upright chair or 
wheelchair and back again. 
The implantation of a neurostimulator to control 
symptoms by deep brain stimulation is, 
independent of the activities of daily living, shall be 
treated as the Insured Event. 
 
For the above definition, the following are not 
covered: 
- Secondary parkinsonism (including drug- or toxin-
induced parkinsonism); 
- Essential tremor; 
- Parkinsonism related to other neurodegenerative 
disorders. 
 

 

6.11. Alzheimer’s Disease Before Age 65  

A definite diagnosis of Alzheimer’s disease must 
be determined by a Neurologist Specialist and 
evidenced by all of the following: 
- Illness is diagnosed before age 65; 
- Illness is supported by typical neuropsychological 
and nervous system imaging findings (e. g., 
computer momography, magnetic resonance 
tomography); 
- Loss of intellectual capacity involving impairment 
of memory and executive functions (sequencing, 
organizing, abstracting, and planning), which 
results in a significant reduction in mental and 
social functioning; 
- Personality change; 
- Gradual onset and continuing decline of cognitive 
functions; 
 - No disturbance of consciousness; 
- Need for constant supervision (24 hours daily); 
The diagnosis and the need for supervision must 
be confirmed by a Consultant Neurologist. 
 
For the above definition does not cover other forms 
of dementia due to brain or systemic disorders or 
psychiatric conditions.  

6.12. Third Degree Burns  

The burns covering minimum 20% of the body 
surface area and destroying all layers of the skin. 

 6.13. Benign Cerebral Tumour  

This means a non-malignant growth of tissue 
located in the cranial vault (limited to the brain, 
meninges or cranial nerves). 
The dignosis must be confirmed by a neurologist 
and a neurosurgeon and supported by imaging 
findings. 
The Insurance Benefir shall be paid provided that 
the tumour must be treated with at least one of the 
following: 
- Complete or incomplete surgical removal; 
- Stereotactic radiosurgery; 
- External beam radiation. 
If none of the treatment options is possible due to 
medical reasons, the tumour must cause a 
persistent neurological deficit, which has to be 
documented for at least 3 months following the 
date of diagnosis. 
 
For the above definition, the following are not 
covered: 
- The diagnosis or treatment of any cyst, 
granuloma, hamartoma or malformation of the 
arteries or veins of the brain; 
- Tumours of the pituitary gland. 

6.14. Blindness 
Total and irreversible loss of vision in both eyes as 
a result of injury or illness, which cannot be treated 
by refractive correction, medicines or surgery. The 
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diagnosis must be supported by the findings of 
objective tests and the conclusion of the 
commission of medical experts on the loss of sight 
issued 6 months after the diagnosis. Profound 
vision loss is evidenced by either a visual acuity of 
3/60 or less (0.05 or less in the decimal notation) in 
the better eye after best correction or a visual field 
of less than 10º diameter in the better eye after 
best correction. 
 
The Insurance Benefit shall not be paid for: 

- Loss of vision in one eye only; 
- Different reversible vision disorders. 

  

6.15. Deafness 

This means permanent and irreversible loss of 
hearing. 
The diagnosis must be supported by an average 
auditory threshold (of more than 90 db at 500, 
1000 and 2000 hertz in the better ear using a pure 
tone audiogram) and the conclusion of the 
commission of medical experts on the loss of 
hearing in both ears issued 6 months after the 
diagnosis.  
 
6.16. Loss of Speech 
 
It is the full loss of the ability to speak due to a 
traumatic lesion or a disease. The diagnosis must 
be confirmed with conclusion by specialist 
commission, when the loss of speech remains 
after 6 months from the diagnosis. 
This means the total and irreversible loss of the 
ability to speak resulting from physical injury or 
disease not subject to correction by any medical 
treatment methodologies. The diagnosis must be 
confirmed by the conclusion of the commission of 
medical experts on the loss of speech provided 
that this condition is present for a continuous 
period of at least 6 months after the diagnosis.  
The Insurance Benefit shall not be paid for loss of 
speech due to psychiatric disorders or diseases. 
 
6.17. Amputation, Loss of Limb Function 
 
Total and irreversible loss of two or more limbs or 
their function due to injury or illness provided that 
the loss of the limb function is present for more 
than 3 (three) months from the date of an accident 
and is confirmed by a neurologist  and supported 
by clinical symptoms and diagnostic findings. 
Amputation shall mean loss of limbs above the 
elbow or knee joints. 
 
The Insurance Benefit shall not be paid for: 

- Paralysis due to self-harm or 
psychological disorders; 

- Guillain-Barre syndrome; 
- Periodic (reversible) hereditary paralysis. 

 

 


