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COMPANY

Company name

Contact person

Tel.-No.

E-Mail

INSURED PERSON

Surname, first name

E-Mail

Tel.-No.

P.O. box

Street, No.

Postcode, Place

OASI No.

Street, No.

Postcode, Place

Date of birth (dd/mm/yyyy) Gender []female [] male
Correspondence language [ |Ge [ ]Fr [ ]it []En
Knowledge of a national language [ ] good [ ] moderate [ ]limited
Civil status [ ] married [ ] registered partnership Married / registered partnership
[ Isingle []divorced [] widowed since (dd/mm/yyyy)
Concubinage [ ]Yes [ ]No
INFORMATION ON INCAPACITY FOR WORK
Date of hire (dd/mm/yyyy) Start of incapacity for work (dd/mm/yyyy)
Enclose a copy of medical certificate (if available)
Degree of employment prior to incapacity for work %
Report / Notification to third-party insurer:
Notification made to Name of insurance / City
[] coll. daily sick leave allowance insurance* Date:
[] Accident insurance (AIA)* Date:
[] Disability Insurance Date:
[] Federal Military Insurance Date:
*Enclose copies of the notifications and daily allowance payments
INFORMATION ON EMPLOYMENT RELATIONSHIP
If the employment relationship has been terminated:
By whom?
By what date? (dd/mm/yyyy)
For what reasons?
REPORT OF INCAPACITY FOR WORK | PKRiick Lebensversicherungsgesellschaft fir die betriebliche Vorsorge AG 1



pkruck

REPORT OF INCAPACITY FOR WORK (Form for employer)

Page 2 / 2: To be completed by the employer of the person incapacitated for work

INFORMATION ON CASE MANAGEMENT
Is a case manager from another insurer already involved? []Yes [INo

If yes, specify insurer and case manager’s name
y Yy

Are there alternative job placement options available in

your company? []Yes [INo
If yes, have they been assessed internally? []Yes [INo
Do you wish to receive assistance from PKRlick’s experts |:| Yes |:| No

in this regard?

FORWARDING OF DOCUMENTS

To ensure completeness please forward the documents as follows:
Pension institution: This report form incl. required documents Forwarding date: (dd/mm/yyyy)
Insured person: Report of incapacity for work of the Forwarding date: (dd/mm/yyyy)

insured person

COMMENTS

Place, Date: Stamp, signature:
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