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CRITICAL ILLNESS INSURANCE APPLICATION
	Policyholder
	Company Name / Name, surname                                                  
	Personal ID No. / Registration No.
      

	
	Address           

	LV-      

	
	Correspondence address      
(Please indicate if different from the address above)
	LV-      


	
	Bank      
	IBAN      

	
	Phone      
	Email      
	Fax      

	
	Industry / Occupation
     
	Total number of employees 
in the Company      
	Number of Insured employees      


	List of Insured Persons
	Name, surname 
	Personal ID No.
	Employee / Relative
	Insurance Program

	
	     
	     
	 FORMCHECKBOX 
        FORMCHECKBOX 

	     

	
	     
	     
	 FORMCHECKBOX 
        FORMCHECKBOX 

	     

	
	     
	     
	 FORMCHECKBOX 
        FORMCHECKBOX 

	     

	
	     
	     
	 FORMCHECKBOX 
        FORMCHECKBOX 

	     

	
	     
	     
	 FORMCHECKBOX 
        FORMCHECKBOX 

	     

	
	     
	     
	 FORMCHECKBOX 
        FORMCHECKBOX 

	     

	
	     
	     
	 FORMCHECKBOX 
        FORMCHECKBOX 

	     

	
	     
	     
	 FORMCHECKBOX 
        FORMCHECKBOX 

	     

	
	     
	     
	 FORMCHECKBOX 
        FORMCHECKBOX 

	     

	
	 FORMCHECKBOX 
  Tick if the list of insured persons is attached.



	Insurance Period
	From                                                       To      



	Preferred number of Payments
	 FORMCHECKBOX 
 1 payment per year           FORMCHECKBOX 
 2 payments per year            FORMCHECKBOX 
 4 payments per year



	Insurance Intermediary
	     

	Phone      



	Contact Person
	     

	Phone      



	Notes
	     



	 FORMCHECKBOX 
  I confirm that I will independently review the terms and conditions of the insurance contract available on the Insurer’s website at www.compensa.lv or at the Insurer’s office. 

In the event that it is not possible to review the terms and conditions of the insurance contract, please contact the Insurer or the Insurance Intermediary without delay.


	Policyholder 
	I/We, the undersigned, hereby declare that, to the best of my/our knowledge and belief, the statements provided herein are true and correct. I/We agree that this application and any additional information requested by the Insurer and provided in connection herewith shall form the basis of and be incorporated into any insurance contract that may be concluded between the Applicant and the Insurer.

I/We undertake to inform the Insurer of any material changes in the facts or circumstances disclosed herein that may arise prior to the conclusion of the insurance contract.



	
	Name, surname 
     

	Date
     

	Signature



INSURER INFORMATION
	Insurer 
	Compensa Vienna Insurance Group ADB Latvijas filiāle

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

Phone: 8888  Email: info@compensa.lv   




	Insurer’s Representative
	Name, surname 

     

	Date
     

	Signature




