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APPLICATION FOR AMENDMENTS TO THE HEALTH INSURANCE POLICY
	Policy holder 
	Name 
	Policy No. 

	
	Phone No.

	E-mail

	Fax No.



	Addition of new insured persons to the insurance policy
	Insurance effect date dd.mm.yyyy


	
	First name, surname

	Identity Number
	Employee/relative
	Insurance program


	
	
	
	 FORMCHECKBOX 
       FORMCHECKBOX 

	

	
	
	
	 FORMCHECKBOX 
       FORMCHECKBOX 

	

	
	
	
	 FORMCHECKBOX 
       FORMCHECKBOX 

	

	
	
	
	 FORMCHECKBOX 
       FORMCHECKBOX 

	


	Insurance contract termination
	First name, surname


	Identity Number
	Last date of contract validity
	Card is returned to the insurer

Yes        No

	
	
	
	dd.mm.yyyy
	 FORMCHECKBOX 
       FORMCHECKBOX 


	
	
	
	dd.mm.yyyy
	 FORMCHECKBOX 
       FORMCHECKBOX 


	
	
	
	dd.mm.yyyy
	 FORMCHECKBOX 
       FORMCHECKBOX 


	
	
	
	dd.mm.yyyy
	 FORMCHECKBOX 
       FORMCHECKBOX 



	Other changes
	Date dd.mm.yyyy

	
	


	Bank account of the policyholder
	Unused insurance premiums should be transferred to
Bank 
Bank details 
IBAN account No. 


	Signature of the policy holder
	I hereby certify that the information provided by me is correct. 

The policyholder guarantees that he is authorized to submit the said data to JSIC ”Seesam Latvia”

for data processing to ensure performance of the insurance contract.

	
	Date
dd.mm.yyyy

	Signature



	Registration

	Registration place, number

_______________________
	Date

_______________________

	Signature


	
	Number of cards received
________________________
	Notes
_____________________________________________


INFORMATION ON THE INSURER

	Insurer 
	JSIC "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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