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HEALTH DECLARATION
	Policyholder
	Company name / Name, surname      


	Insured person details
	Name, surname 
     
	Personal ID number 
     


	
	Address
     

	
	Phone
     
	Email

     
	Occupation (employer, position) 
     

	
	Beneficiary 
     
	Net monthly income (EUR)
     


	Relationship
	Please indicate the name and surname of the company employee to whom you are related
     

	
	Relationship:    FORMCHECKBOX 
 – Spouse  FORMCHECKBOX 
 – Parent  FORMCHECKBOX 
 – Child  FORMCHECKBOX 
 – Brother/Sister


	Information Provided by the Insured Person
	Have you previously had health insurance?
	No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
  (please indicate insurer and insurance period)      

	
	Which outpatient medical institution do you visit in case of illness?
	Please specify      

	
	Are you registered with a family doctor?
	No  FORMCHECKBOX 

Yes   FORMCHECKBOX 
 (please indicate the doctor and medical institution)      

	
	Have you undergone a mandatory health check within the last two years?
	No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
 (please indicate when and where)      

	
	During the last five years, have you received treatment in a hospital or sanatorium?
	No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
 (please indicate where, reason, treatment period, attending physician)      

	
	Do you currently have any health disorders, illnesses, or congenital conditions?
	No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
  (please specify, date of diagnosis)
     

	
	Do you use painkillers, sleeping pills, sedatives, or other medications?
	No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
 (please specify which, frequency, duration)
     

	
	Are any of the following planned in the near future:

· Hospital treatment
· Surgery 
· Doctor’s visit or examinations
	No Yes 

 FORMCHECKBOX 
    FORMCHECKBOX 
  (please specify)      
 FORMCHECKBOX 
    FORMCHECKBOX 
  (please specify)      
 FORMCHECKBOX 
    FORMCHECKBOX 
  (please specify)      

	
	Have you had any illnesses, disorders, or problems related to: 
	

	
	a) Respiratory system (e.g., asthma, acute/chronic bronchitis, pneumonia, tuberculosis, etc.)?
	No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
 (specify illness, medical institution, physician)      

	
	   b) Cardiovascular system (e.g., circulatory disorders, high blood pressure, heart attack, arrhythmia, heart failure, stroke, vein inflammation, varicose veins, etc.)?
	No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
 (specify illness, medical institution, physician)      

	
	 c) Nervous system or mental disorders (e.g., epilepsy, dizziness, cerebral palsy, stroke, paralysis, neuritis, depression, etc.)?
	No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
 (specify illness, medical institution, physician)      

	
	d) Digestive system (e.g., hernia, gastric/duodenal ulcer, inflammation, bleeding, hemorrhoids, hepatitis, liver, gallbladder, pancreas diseases, etc.)?
	No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
 (specify illness, medical institution, physician)      

	
	e) Urinary or reproductive system (e.g., kidney, bladder, prostate issues, kidney stones, blood/protein in urine, etc.)?
	No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
 (specify illness, medical institution, physician)      

	
	g) Immune system or infectious diseases (e.g., AIDS, HIV, STDs, hepatitis, tropical diseases, etc.)?
	No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
 (specify illness, medical institution, physician)      

	
	h) Skin diseases (e.g., eczema, allergies, psoriasis, fungal diseases, skin cancer, etc.)?
	No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
 (specify illness, medical institution, physician)      

	
	i) Musculoskeletal system (bones, joints, connective tissues, tendons, back/neck/shoulder problems, arthritis, rheumatism, etc.)?
	No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
 (specify illness, medical institution, physician)      

	
	j) Eye diseases (e.g., reduced vision, retinal disease, glaucoma, etc.)?
	No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
 (specify illness, medical institution, physician)      

	
	k) Oncological diseases (benign or malignant tumors)?
	No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
 (specify illness, medical institution, physician)      

	
	l) Endocrine or metabolic diseases?
	No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
 (specify illness, medical institution, physician)      

	
	Have you been granted disability status?
	No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
  (please indicate group)      

	
	· Do you engage or plan to engage in professional sports?
	No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
  (please indicate what sport you do/will do)      

	
	Do you plan to stay outside Latvia for more than 3 months?
	No  FORMCHECKBOX 

Yes   FORMCHECKBOX 
  (please specify country)      

	
	· Are your hobbies associated with increased risk (e.g., aviation, parachuting, skiing, scuba diving, water motor sports, hunting, motorcycling, mountaineering)?
	No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
  (please indicate hobby)      

	
	Do you smoke / have you smoked?
	No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
 (please specify start / end date) 
     

	
	Weight            Height                          Are you currently pregnant?   No  FORMCHECKBOX 
   Yes  FORMCHECKBOX 



	Signature of the insured person
	By signing, I confirm that the information provided is true and accurate. I confirm that in accordance with the Personal Data Protection Law and other regulatory enactments of the Republic of Latvia, I authorize “Compensa”, as the data controller and personal data processor, to obtain from other legal or natural persons and process my data, including sensitive personal data and identification codes, for the purpose of ensuring the performance of the insurance contract. Upon conclusion of the health insurance contract, this Health Declaration becomes an integral part of the contract. In case of refusal of insurance, upon written request, the insurer shall return the submitted declaration to the person.
Before signing this application, please verify the accuracy and completeness of the information provided. Any corrections in the section “Information Provided by the Insured Person” must be marked “correction approved” and signed by the insured person.

	
	Date
[dd, mm, yyyy]

	Signature (signature decryption)



INSURER INFORMATION
	Insurer
	Compensa Vienna Insurance Group ADB Latvijas filiāle

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

Phone: 8888  Email: veseliba@compensa.lv   



	Registration
	Place and registration No
	Date
	Signature


