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Details about incapacity for work

Date of injury or illness leading to incapacity for work:

First day of incapacity for work: Does incapacity 
for work still last?

	       If not, please specify the last day.

  NO	 	 			    YES

Reason for incapacity for work, determining cause and diagnosis (according to the International Classification of Diseases)  
leading to incapacity for work.
Diagnosis 
number

In case of treatment of multiple diagnoses within one incapacity for work, list the diagnoses including the final one and  
the duration of treatment for each diagnosis.

Diagnosis 
number

from to Course and method of treatment of individual diagnoses, 
including rehabilitation.

 

In case of pregnancy, please state 
the week of pregnancy on the date 
of occurrence of insurance event.

Has the insured been treated for 
the same cause in the past? 
If so, please state when.

Has the insured been incapable 
for work for the same diagnosis in 
the past? If so, please state when.

Date of the last medical check-up: Date of the next scheduled medical check-up  
if incapacity for work still lasts:

Leaves:     NO       YES
from to from to

Has the insured been hospitalized?     NO      YES

If so, please state when, where and for what reason  
and attach a hospital discharge report.

Has the insured followed a treatment regimen?     NO      YES

Personal data of the insured

Name and surname Personal identification number

        

Declarations

I declare that all the information on this form are true, complete and relate to the insured person mentioned on the form.  
I confirm that the state of health of the insured corresponds to the state of incapacity for work, which means that the insured 
is not due to illness, injury, preventive medical intervention or organ/tissue donation temporarily able to work and does not 
perform any work activity, employment or self-employment, including management and control activities, full time or even for 
a limited part of the day.

Place �����������������������������������                                  Date �������������������������������������                                    ���������������������������������������������������������������������������������������                                                                                     

Doctor's stamp and signature

Claim number
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