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Insurance claim number: __________________
	(To be filled in by the Social Insurance Agency)                           


Application for Awarding of Compensation for Diminished Social Function 
(Section 99 of Act No. 461/2003 Coll. on Social Insurance, as amended)


Occupational injury dated   ____________                  Occupational disease diagnosed on _____________

	1.
	Applicant 

	1.1
	First name, surname, title
	Surname at birth
	Contact phone no.  

	
	
	
	

	1.2
	Birth identification number
	Nationality

	1.3
	 Permanent residence – street, number, city, postal code, district

	
	

	
	Temporary residence – street, number, city, postal code, district

	
	

	1.4
	I request that the compensation be paid * 

1. |_| into my bank account – account number in IBAN format
|_||_||_||_|  |_||_||_||_|  |_||_||_||_|  |_||_||_||_|  |_||_||_||_|  |_||_||_||_|

2. |_| in cash via postal money order to this address:



	
	

	
	



	2.
	Employer liable for an occupational injury or occupational disease

	2.1
	Company name and legal entity type                                     Company identification number

	
	

	2.2
	Address
	

	
	


	3.
	Occupational injury in a traffic accident                                                                       Yes |_| No |_|

	3.1
	Occupational injury sustained in a traffic accident caused by a third party **                   Yes |_| No |_|

	3.2
	Personal injury claim submitted to a commercial insurance company **                          Yes |_| No |_|

	3.3
	Name of commercial insurance company ** :

	3.4
	Indemnified by a commercial insurance company on ** :                  in the amount  



Enclosures: 

Medical assessment of pain and diminished social function (mandatory enclosure)	     |_|  
	Discharge medical reports from hospitalization related to an occupational injury or an occupational disease               |_| *** 
Medical reports from specialist examinations related to an occupational injury or an occupational disease                 |_| ***

Explanatory notes:

       Mark the applicable option with an "x" 
*   Choose one of the options.
** Fill in if the "Yes" box is marked in point 3.
	 	Compensation for health damage from the compulsory third-party liability insurance of the person at fault in the traffic accident and their liability for damage caused by the operation of a motor vehicle.
*** To be attached to the application, if available. 





Declaration: 

1. I hereby declare that I have not concealed any decisive fact regarding the entitlement to, granting, and payment of the benefit. I am aware of the legal consequences of making a false statement.
2. I consent to the processing of my personal data in the information system of the Social Insurance Agency. If the benefit is paid to an address, I consent to the Social Insurance Agency providing my personal data to Slovak Post. 


Important Notice:
The benefit is paid to the bank account or a branch of a foreign bank specified in the application, or in cash to the address specified in the application. If the account number or the payment address is not specified in the application, the Social Insurance Agency will pay the benefit to the recipient's permanent residence address via Slovak post. If the benefit recipient requests a change in the payment method, the Social Insurance Agency will modify it according to the recipient's request.

I have understood this Notice, and by my signature, I confirm the truthfulness of the information provided (without a signature, the benefit proceedings will be suspended). 
Date: _______________                                                                                       _______________________
            	Signature of applicant
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