[image: image1.png]COMPENSA &%

VIENNA INSURANCE GROUP





HEALTH INSURANCE POLICY APPLICATION FOR CHANGES
	Policyholder
	Name       
	Policy No.          

	
	Phone
     
	Fax
     
	Email
     


	Inclusion of new insured persons in the insurance policy
	Insurance effective date [DD.MM.YYYY]


	
	Name, surname 
	Personal ID Number
	Employee / Relative
	Insurance program

	
	     
	     
	 FORMCHECKBOX 
       FORMCHECKBOX 

	     

	
	     
	     
	 FORMCHECKBOX 
       FORMCHECKBOX 

	     

	
	     
	     
	 FORMCHECKBOX 
       FORMCHECKBOX 

	     

	
	     
	     
	 FORMCHECKBOX 
       FORMCHECKBOX 

	     


	Termination of Insurance Coverage
	Name, surname
	Personal ID Number
	Last Day of Coverage
	Insurance card 
returned to Insurer
Yes        No

	
	     
	     
	[DD.MM.YYYY]
	 FORMCHECKBOX 
       FORMCHECKBOX 


	
	     
	     
	[DD.MM.YYYY]
	 FORMCHECKBOX 
       FORMCHECKBOX 


	
	     
	     
	[DD.MM.YYYY]
	 FORMCHECKBOX 
       FORMCHECKBOX 


	
	     
	     
	[DD.MM.YYYY]
	 FORMCHECKBOX 
       FORMCHECKBOX 



	Other amendments
	Date [DD.MM.YYYY]

	
	     


	Policyholder’s bank account details
	Please transfer any unused insurance premium to
Bank      
Bank details      
IBAN      


	Signature of the policyholder
	By signing this Application, I confirm that the information provided is true and accurate.

The Policyholder warrants that he/she is authorised to submit the above-mentioned data to Compensa Vienna Insurance Group ADB Latvian Branch for the purpose of data processing necessary for the performance of the insurance contract.

	
	Date
[DD.MM.YYYY]

	Signature



	Registration 
	Place and registration No 

________________________
	Date 
________________________
	Signature 

	
	Number of cards received
________________________
	Notes
_____________________________________________


INSURER INFORMATION
	Insurer
	Compensa Vienna Insurance Group ADB Latvijas filiāle

Address: Vienības gatve 87H, Rīga, LV-1004

Phone: 8888 Email: info@compensa.lv



