				

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

Application for Occupational Injury Annuity
(Section 88 of Act No. 461/2003 Coll. on Social Insurance, as amended)

Occupational injury dated ____________                  Occupational decease diagnosed on _____________

	1.
	Applicant

	1.1
	Surname, first name, 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
	The applicant  receives a:
	|_| Disability pension
	|_|  Old-age pension
	
|_|  Early old-age pension


	
	
	|_|  Widow's / Widower's pension
	|_|  Orphan's pension 

	
	The pension is received from (specify country/countries):

	
	The applicant has submitted a pension application (specify the type of pension and the country):

	1.5
	Benefit in material need and Supplement to material need benefit:     
I am or have been a recipient of |_|                I am not and have never been a recipient of |_|
If yes, for any period         from:                      to:

	1.6
	The applicant worked during their active life in a job classified under the 1st occupational category 1                                              |_| Yes                         |_|  No

The applicant served during their active life in the armed forces / security forces 2                                                                                        |_| Yes                         |_|  No
The applicant during her lifetime cared for........... child(ren) (biological, adopted, in foster care, etc.)3
Child's name:                               Child's date of birth:                        Care for the child:
                                                                                                             from                 to
                                                                                                             from                 to

Please list any other children in the notes!
Is or was the child in the care of another person or an institution?     |_| Yes                      |_| No
Child's name:                               Child's date of birth:                        Other childcare:
                                                                                                             from                 to
                                                                                                             from                 to
Please include any additional periods in the notes!

	1.7
	I request that my benefits be paid 
1. |_|  into a bank account *            Are you the holder of the stated account?     |_| Yes         |_| No
IBAN account number |_||_||_||_|  |_||_||_||_|  |_||_||_||_|  |_||_||_||_|  |_||_||_||_|  |_||_||_||_|
If the account holder is the applicant's spouse, the applicant must tick the box indicating:
I have the right to use the funds in the specified account, and my spouse agrees to the crediting of the injury insurance benefit to his/her account.                                                        |_| Yes         |_| No

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
	

	
	
	






N o t e s

	Childcare:
	
	
	
	

	Child's name:
	Child's date of birth:
	Childcare:

	
	
	from
	
	to

	
	
	from
	
	to

	
	
	from
	
	to

	
	
	from
	
	to



	Child in the care of another person or an institution:

	Child's name:
	Child's date of birth:
	Other childcare:

	
	
	from
	
	to

	
	
	from
	
	to



If any of the children have died, please provide the child's name and date of death:


Information regarding point IV of the Explanatory notes:

Declaration
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.
I consent to the processing of my personal data in the information system of the Social Insurance Agency. If the benefit is paid to my address, I consent to the Social Insurance Agency providing my personal data to Slovak Post. 

Important Notice:
I. Pursuant to Section 117, Paragraph 2 of Act No. 461/2003 Coll. on Social Insurance, as amended, pension benefits, injury annuity and survivors' injury annuity shall be transferred to the beneficiary's account in a bank or a branch of a foreign bank. Upon the written request of the beneficiary, the benefit shall be paid into the bank account of their spouse or a branch of a foreign bank, provided that the beneficiary has the right to use the funds in this account during the period of receiving the benefit and the spouse agrees to this method of payment; the spouse of the beneficiary is obliged to return any benefit instalments paid into this account after the date of the beneficiary's death. Upon the request of the recipient, the benefit shall be paid in cash, unless this Act provides otherwise.

II. According to Section 117(3) of Act No. 461/2003 Coll. as amended, if a benefit recipient requests a change in the method of payment of the benefit, the Social Insurance Agency is obliged to make this change no later than from the benefit instalment payable in the third calendar month following the calendar month in which the request for the change in the method of payment of the benefit was delivered to the Social Insurance Agency.

III. If the applicant provides incorrect information or conceals data in points 1.4 and 1.5, resulting in an overpayment of the occupational injury annuity, the applicant is aware that they will be obliged to return the resulting overpayment to the Social Insurance Agency. Agency 

IV. If you have been dismissed or transferred from employment in underground mining in deep mines (other occupations) due to organizational or health reasons, or because the maximum permissible exposure was achieved, please indicate this fact in the notes.

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). 

Enclosures:
	Certificate of occupational disease issued by the Clinic of Occupational Medicine and Toxicology |_|


Explanatory notes:
   |_|  Mark the applicable option with an "x" 
*   Choose one of the options.

1 These are employments of the 1st work category specified in Section 14 (2) (a) to (l) of Act No. 100/1988 Coll. on Social Security, as amended by Act No. 235/1992 Coll. 

2 This is service in the 1st or 2nd category of functions. 

3 The condition of raising a child is met if the woman personally cares for or has cared for a child under the age of majority for at least 10 years. If the woman took on the upbringing of a child after the child reached the age of eight, the condition is met if she personally cares for or has cared for the child under the age of majority for at least five years.

The condition of raising a child is also deemed to be fulfilled if the woman took care of the child 
· from its birth until its death, if the child died after reaching six months of age,
· at least the last three years before reaching the age determined for entitlement to an old-age pension.

A child means a biological (adopted) child and a child taken into care replacing parental care on the basis of a decision of a competent authority. A child taken into care replacing parental care shall be considered a child taken into such care on the basis of a decision of a competent authority, a child whose mother has died, and a spouse's child who has been entrusted to their care by a court decision.

The information in this section does not need to be provided if the applicant was born after 31 December 1961.

 Date: _______________                                                                                             ____________________
           	Signature of applicant
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