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APPLICATION FOR HEALTH INSURANCE
	Policyholder 
	Name                                                  
	Registration No.          

	
	Legal address           

	LV-       

	
	Mailing address      
(please specify if differs from the legal address)
	LV-       


	
	Bank name      
	Account No.       

	
	Phone No.      
	E-mail 
     
	Fax No.
     

	
	Kind of business
     
	Total number of employees

      
	Number of employees insured
     


	List of insured persons 
	First name, surname
	Identity Number
	Employee/relative
	Insurance
program


	
	     
	     
	        FORMCHECKBOX 
                FORMCHECKBOX 

	     

	
	     
	     
	        FORMCHECKBOX 
                FORMCHECKBOX 

	     

	
	     
	     
	        FORMCHECKBOX 
                FORMCHECKBOX 

	     

	
	     
	     
	        FORMCHECKBOX 
                FORMCHECKBOX 

	     

	
	     
	     
	        FORMCHECKBOX 
                FORMCHECKBOX 

	     

	
	     
	     
	        FORMCHECKBOX 
                FORMCHECKBOX 

	     

	
	     
	     
	        FORMCHECKBOX 
                FORMCHECKBOX 

	     

	
	     
	     
	        FORMCHECKBOX 
                FORMCHECKBOX 

	     

	
	     
	     
	        FORMCHECKBOX 
                FORMCHECKBOX 

	     

	
	 FORMCHECKBOX 
  Please tick the box if the list of insured persons is enclosed to the form



	Insurance period 
	From                                                       To      



	Preferable number of payments
	 FORMCHECKBOX 
 1 ( year           FORMCHECKBOX 
 2 ( year            FORMCHECKBOX 
 4 ( year



	Intermediary
	     

	Phone No.      



	Contact person
	     

	Phone No.       



	Notes
	


	 FORMCHECKBOX 
  I confirm that I undertake to familiarize myself with the conditions of insurance contract available at the insurer’s website www.seesam.lv or office. 

In the event if it has been impossible to familiarize yourself with the conditions of insurance contract, please immediately contact the insurer or the intermediary.


	Policyholder

	I/We, the undersigned, certify that, to the best of my/our knowledge and belief, the statements provided here are true and correct, and agree that this application and any additional information requested by the Insurance Company and provided herein, shall be considered a basis and included in any insurance contract that might be entered into by and between the applicant and the Insurance Company. 

I/We undertake to inform the Insurer on all and any significant changes in the facts stated herein that could arise before entering into an insurance contract.



	
	First name, surname
     

	Date
     

	Signature



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   




	Insurer’s representative


	First name, surname

     

	Date
     

	Signature
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