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APPLICATION FOR A HEALTH INSURANCE OFFER
	Policyholder (a company)
	Company name           
	Registration No.      

	
	Phone No.      
	E-mail      

	
	Total number of employees in the company:       

Number of employees to be insured:      , incl.
salaried      , unsalaried      , 
contractors      
	Sphere of activity of the company:
     

	
	Workplace of the employees to be insured is located in (please specify city(-ies)/town(s) or municipality(-ies) as well as number of employees employed at each such location):      

	
	Kind of employment and number of employees to be insured: 

	office staff      
workers      
other      

	
	Number of persons to be insured, who must undergo mandatory health examinations due to the specific features of their job: 
     

	Breakdown of employees by age: 

up to 30 years      
31 – 40 years      
41 – 50 years      
51 – 60 years      
61 and elder      


	Payer 
	 FORMCHECKBOX 
 the policyholder shall pay for the policy 
 FORMCHECKBOX 
 the insured persons (employees) shall pay for the policy through the policyholder
 FORMCHECKBOX 
 the policyholder shall pay for the basic program, and the insured persons (employees) shall pay for any additional programs through the policyholder
 FORMCHECKBOX 
 other alternative      



	Number of payments 
	 FORMCHECKBOX 
 1     FORMCHECKBOX 
 2     FORMCHECKBOX 
 3     FORMCHECKBOX 
 4


	Planned financing per each employee, in LVL
	 FORMCHECKBOX 
 up to 100

 FORMCHECKBOX 
 101 – 150 

 FORMCHECKBOX 
 151 – 200
	 FORMCHECKBOX 
 201 – 250

 FORMCHECKBOX 
 251 – 300

 FORMCHECKBOX 
 above 300


	Basic programs
	 FORMCHECKBOX 
 patient’s contribution
 FORMCHECKBOX 
 coverage for out-patients
 FORMCHECKBOX 
 mandatory health checks
 FORMCHECKBOX 
 vaccination
 FORMCHECKBOX 
 out-patient rehabilitation
 FORMCHECKBOX 
 coverage for in-patients
 FORMCHECKBOX 
 in-patient rehabilitation



	Additional programs
	 FORMCHECKBOX 
 Medicines 
 FORMCHECKBOX 
 Dentistry 
 FORMCHECKBOX 
 Sports 
 FORMCHECKBOX 
 Optics 
 FORMCHECKBOX 
 Open policy 


	Division of employees in groups
	 FORMCHECKBOX 
 length of service
 FORMCHECKBOX 
 position held
 FORMCHECKBOX 
 employee’s choice
 FORMCHECKBOX 
 no division in groups



	Policyholder’s representative
	I hereby certify that the above information is true.

	
	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   
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