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APPLICATION FOR ISSUE OF COPIES OF RECEIPTS

	Policyholder  
	Name                                                  


	Data of insured person
	First name, surname
     
	Identity Number
     

	
	Declared residence address
     

	
	Phone No.
     
	E-mail
     

	
	Period of time, for which the receipts are required
     

	
	Health Insurance Card number      

	
	Copies to be issued in hands  

Copies to be sent by mail
	 FORMCHECKBOX 

 FORMCHECKBOX 



	Notes
	     


	Signature of the insured person
	I hereby certify that the information provided by me is correct. I certify that in accordance with the Personal Data Protection Law and other laws and regulations of the Republic of Latvia I authorize AAS Seesam Latvia, as a system administrator and data operator, to receive from other entities or persons and process my data, including sensitive personal data and personal (classification) codes, to ensure performance of the insurance contract. 

	
	Date
     

	Signature



	Registration

	Registration place, number

_______________________
	Date

_______________________

	Signature


	
	Information  on response
_______________________________


INFORMATION ON THE INSURER

	Insurer 
	AAS "Seesam Latvia"

Legal address: Vienības gatve 87H, Riga LV-1004, 

Tel. No.: 67061000  Fax No.: 67061022  E-mail: seesam@seesam.lv   
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