

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

Application for a Survivor's Occupational Injury Annuity 
(Section 92 of Act No. 461/2003 Coll. on Social Insurance)

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
	Relationship to the deceased
	Nationality

	
	
	
	

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

	
	

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

	
	

	1.4
	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 am authorized to use the funds in the specified account.                                              |_| Yes         |_| No
2. |_| in cash via postal money order to this address *:


	
	

	
	

	
	

	
	

	2.
	Injured (Deceased) person

	2.1
	Surname, first name and title 

	2.2
	Birth identification  number
	Marital status
	Nationality
	Date of death 

	
	
	
	
	

	2.3
	Residence (street, number, city, postal code, district)

	
	

	3.
	Employer of the injured (deceased) person liable for an occupational injury or occupational disease

	3.1
	Company name and legal entity type
	                   Company identification number

	
	

	3.2
	Address
	

	
	

	4.
	Beneficiaries to whom the injured person had a maintenance obligation at the time of death  

	
	Surname and first name 
	Relationship to the injured person
	Birth identification number 
	Account number / bank code

	
	
	
	
	

	
	
	
	
	



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 (Slovenská pošta, a.s.). 


Important Notice:
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.
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.

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). 

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


Enclosures
Confirmation of school attendance  |_|
Final court decision determining the amount of the maintenance obligation of the injured (deceased) person |_|
	Date: _______________
	
	_______________________   Signature of applicant







* vybrať si jednu z možností
1 V prípade, že poberateľ pozostalostnej úrazovej renty nie je majiteľom uvedeného účtu, uvedie vzťah poberateľa k majiteľovi uvedeného účtu (§ 117 ods. 1 zákona č. 461/2003 Z. z. o sociálnom poistení v znení neskorších predpisov).
      hodiace sa označte x
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