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HEALTH DECLARATION
	Policyholder 
	Company name/ First name, surname      


	Data of person to be insured 
	Firs name, surname 

     
	Identity Number
     


	
	Address
     

	
	Tel. No.
     
	E-mail
     
	Occupation (employer, position)

     

	
	Beneficiary
     
	Net monthly income, EUR
     


	Kinship
	Please provide first name and surname of the employee of the Company with who the kinship exists
     

	
	Kinship:    FORMCHECKBOX 
 – spouse   FORMCHECKBOX 
 – parent    FORMCHECKBOX 
 – child    FORMCHECKBOX 
 – brother/sister


	Information provided by the person to be insured
	Do you have a history of health insurance? 
	No  FORMCHECKBOX 

Yes   FORMCHECKBOX 
  (please specify the insurance company and insurance period)      

	
	What outpatient facility do you attend in case of illness?
	Please specify      

	
	Are you registered with a family doctor?
	No  FORMCHECKBOX 

Yes   FORMCHECKBOX 
 (please specify the family doctor and the medical institution)      

	
	Have you had the mandatory health examination during the last two years? 
	No  FORMCHECKBOX 

Yes   FORMCHECKBOX 
 (please specify when and in which medical institution) 
     

	
	Have you been treated in a hospital or sanatorium in the last five years? 
	No  FORMCHECKBOX 

Yes   FORMCHECKBOX 
 (please specify where, the cause and time of the treatment, the attending physician)      

	
	Do you currently have any health problems, diseases, congenital condition?
	No  FORMCHECKBOX 

Yes   FORMCHECKBOX 
  (please specify, also when diagnosed)
     

	
	Do you take pain relief medicines, sleeping pills, sedatives, or other medications?
	No  FORMCHECKBOX 

Yes   FORMCHECKBOX 
 (please specify what, how often, how long)
     

	
	Have you planned in the near future:
· treatment in hospital
· surgical operation
· visit to a doctor, medical examination
	No Yes 
 FORMCHECKBOX 
    FORMCHECKBOX 
  (please specify)      
 FORMCHECKBOX 
    FORMCHECKBOX 
  (please specify)      
 FORMCHECKBOX 
    FORMCHECKBOX 
  (please specify)      

	
	Have you ever had a disease, disorder or health problems associated with:
	

	
	a) airways, such as asthma, acute or chronic bronchitis, pneumonia, pulmonary tuberculosis, or other diseases?
	No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
 (please specify the disease, medical institution, attending doctor)      

	
	   b) cardiovascular system such as circulatory disorders, high blood pressure, heart infarction, heart rhythm disturbances, heart failure, rapid heartbeat, apoplexy, venous inflammation, varicose veins, or other health problems?
	No  FORMCHECKBOX 

Yes   FORMCHECKBOX 
 (please specify the disease, medical institution, attending doctor)      

	
	 c) disorders of the nervous system and mental disorders, such as epilepsy, dizziness, cerebral palsy, stroke, paralysis, neuritis, depression, or other disorders?
	No  FORMCHECKBOX 

Yes   FORMCHECKBOX 
 (please specify the disease, medical institution, attending doctor)      

	
	d) digestive system, such as diaphragmatic hernia, gastric or duodenal ulcer, other disorders of the stomach or intestines, such as inflammations, bleeding, haemorrhoids, jaundice, liver, gallbladder, pancreas diseases?
	No  FORMCHECKBOX 

Yes   FORMCHECKBOX 
 (please specify the disease, medical institution, attending doctor)      

	
	e) genitourinary system, for example, kidney, bladder, prostate problems, kidney stones, blood or protein in the urine or other disorders?
	No  FORMCHECKBOX 

Yes   FORMCHECKBOX 
 (please specify the disease, medical institution, attending doctor)      

	
	g) immune or infectious diseases such as AIDS, HIV, sexually transmitted diseases, hepatitis, tropical diseases, or other diseases?
	No  FORMCHECKBOX 

Yes   FORMCHECKBOX 
 (please specify the disease, medical institution, attending doctor)      

	
	h) skin diseases such as eczema, allergies, psoriasis, fungal infections, skin cancer or others?
	No  FORMCHECKBOX 

Yes   FORMCHECKBOX 
 (please specify the disease, medical institution, attending doctor)      

	
	i) musculoskeletal system (bones, joints, connective tissue, tendons), back problems, neck and shoulder joints, arthritis, rheumatism, or other diseases?
	No  FORMCHECKBOX 

Yes   FORMCHECKBOX 
 (please specify the disease, medical institution, attending doctor)      

	
	j) eye diseases such as reduced visual acuity, retinal disease, glaucoma, or other disorders?
	No  FORMCHECKBOX 

Yes   FORMCHECKBOX 
 (please specify the disease, medical institution, attending doctor)      

	
	k) oncological diseases (benign, malignant tumours)?
	No  FORMCHECKBOX 

Yes   FORMCHECKBOX 
 (please specify the disease, medical institution, attending doctor)      

	
	l) endocrine disorders, metabolic disorders?
	No  FORMCHECKBOX 

Yes   FORMCHECKBOX 
 (please specify the disease, medical institution, attending doctor)      

	
	Are you declared to be a disabled person? 
	No  FORMCHECKBOX 

Yes   FORMCHECKBOX 
  (please specify the disability group)      

	
	· Are you engaged or intent to engage in professional sports?
	No  FORMCHECKBOX 

Yes   FORMCHECKBOX 
  (please specify the sports you are engaged in/intend to engage in)      

	
	Do you plan to stay outside Latvia, the country of your residence, for more than 3 months?
	No  FORMCHECKBOX 

Yes   FORMCHECKBOX 
  (please specify the country where you intend to stay)      

	
	· Are your interests (hobbies) connected with increased risk (e.g., aircraft or skydiving, skiing, scuba diving with the use of breathing apparatus, water motors ports, hunting, motorcycling, mountain climbing)
	No  FORMCHECKBOX 

Yes   FORMCHECKBOX 
  (please specify your hobby)      

	
	Have you ever smoked/do you smoke now? 
	No  FORMCHECKBOX 

Yes   FORMCHECKBOX 
 (please state when you started/stopped smoking) 
     

	
	Your weight            Your height                          Are you currently pregnant?   No  FORMCHECKBOX 
   Yes   FORMCHECKBOX 



	Signature of the person to be insured
	By my signature I confirm that the information I have provided is correct. I confirm that, in accordance with the Law on Personal Data Protection and other regulations of the Republic of Latvia, I authorize “Compensa” as a system administrator and operator of personal data to receive from other legal or natural persons and process my data, including sensitive personal data and personal identification (classification) codes to ensure the performance of the insurance contract. 
Upon entering into a health insurance contract, the health declaration becomes an integral part of the contract. In case of refusal of insurance, the insurer, on a written request of the person, shall return the filed declaration. 
Before signing this application, please check the correctness and completeness of the information contained therein. If there is a strikeout in the section “Information provided by the person to be insured”, it is required to specify “Alteration”, as well as the insured person must put his/her signature.


	
	Date
[day, month, year]

	Signature (name in printed letters)



INFORMATION ON THE INSURER
	Insurer 
	Compensa Vienna Insurance Group ADB Latvia Branch
Legal address: Vienibas gatve 87H, Riga, LV-1004 

Tel. No. 8888 E-mail: veseliba@compensa.lv   



	Registration
	Place, number of registration 
	Date
	Signature


