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Risk protection form - to be completed in full by the person to be insured
	Pension account holder details

	Surname:
     
Gender:
 FORMCHECKBOX 
 Male
 FORMCHECKBOX 
 Female 
First name:
     
Date of birth:
     
Address:
     
Occupation/activity:      
Postcode / Place: 
     
Portfolio no.
     
Nationality: 
     
Pension assets:  CHF       


	Request for amendment

	Insurance inception date:       
 FORMCHECKBOX 
  New application
 FORMCHECKBOX 
 Modification of insurance 
I wish to be insured for the following benefits:

 FORMCHECKBOX 
  Annual disability pension (24-month waiting period)

(maximum 30% of the retirement capital transferred in, up to a maximum of CHF 300'000)

CHF       
 FORMCHECKBOX 
  Lump sum death benefit

(maximum 300% of the retirement capital transferred in, up to a maximum of CHF 5'000'000)
CHF       


	Are you exposed to particular risks in your professional life or leisure time, e.g. scuba
 FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no
diving, motor racing, extreme sports, handing dangerous substances?
If yes, description of activity:      
Since when have you been performing this activity?      

How often:      
Any certification held:      

Certification acquired in year:       


	Do you plan to spend longer than three months abroad during the next twelve months? 
 FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no
If yes, country:      
Risk premium payment
The risk premium due for the insured benefits shall be paid as follows: 

 FORMCHECKBOX 
 Invoiced to pension account holder

 FORMCHECKBOX 
 Invoiced to employer
Invoicing address:

     


     


     


     
 FORMCHECKBOX 
 charged directly to the pension assets 
The risk premium is due for payment on January 1 of each year. If the risk protection insurance commences during the course of a year, the risk premium shall be due for payment on the insurance inception date. If the risk premium is not paid within 14 days of the due date, it will be charged directly to the account of the pension account holder.



	Health questions

	1 
Are you fully able to work?



 FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no

If no, to what extent are you incapable of working?      %

What is the reason for your incapacity to work?      


	2 
During the last five years, have you been partially or fully incapable of working for a

 FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no

continuous period of longer than three weeks?


	3a
Are you receiving, or have you received in the last five years, treatment* from physicians,
 FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no

psychologists or any other healthcare professionals (e.g. alternative practitioner, 


physiotherapist)?
3b 
Is any treatment* planned?



 FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no

*excluding: vaccinations, colds, dental treatment and routine gynecological examinations



	4
During the last five years, have you taken any prescription medications (excluding contra-
 FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no

captives) for a period of longer than 4 weeks or have such medications been prescribed?


	5
Have you ever claimed benefits from the Federal Disability Insurance (IV) or any other
 FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no

insurer (i.e. daily benefits, pensions, aids, retraining measures)?


	6
Do you suffer, or have you suffered during the last ten years, from any illnesses

 FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no

or medical conditions which are not covered in questions1 to 5? (e.g. respiratory or 


heart disease, psychological disorders, tumors)


	7
Do you have, or have you had in the last ten years, any problems with addiction


 FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no

(e.g. alcohol, medication) or used any illegal drugs/narcotics?


	8
Have you smoked tobacco in the last 24 months? 



 FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no

If yes, which?      
How much/many per week?      


	9
Have you ever undergone an HIV test and received an HIV-positive result?


 FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no


	10
Height:      cm
Weight:      kg



	11
Have you previously had an application for 2nd pillar and/or 3rd pillar insurance rejected,
 FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no
accepted under more stringent conditions (exclusions, additional premiums, reduction of 


insurance term and/or benefits) or have you withdrawn from such applications?


If yes, for what reason?      

Please enclose a copy of the exclusion / additional premiums.


	12
Do you have any other life insurance, incapacity insurance or disability insurance, or are
 FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no

any applications for such insurance pending? 


Name of company:      

Nature and level of insurance:      

Will this insurance continue in force after your enrolment in the Group Insurance?
 FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no


	If you have answered YES to any of questions 2-6 or if you have any medical conditions which has not yet been mentioned, please provide the following details:

Question no.
What is/was the diagnosis, or what complaints are you suffering/did you suffer from? Details about medication/drugs (e.g. name and dosage)
When and for how long?
Cured and/or ongoing effects?
Name and address of attending physician or hospital:
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     


	

	

	Declaration:  I hereby declare that I have read and understood, and fully acknowledge, the regulations relating to the plan and the risk benefits. I confirm that I have answered the above questions completely and truthfully. I hereby authorise those physicians who have examined and treated me to provide in confidence all necessary information about my state of health to the company physician of PKRück AG. I hereby release all hospitals, physicians, psychologists, psychotherapists, physiotherapists or other therapists and medically trained individuals, the employer, accident, health and life insurers, pension funds and health insurer, the Swiss Federal Military Insurance, Swiss Federal Disability Insurance and SUVA from their duty to maintain professional secrecy or medical confidentiality in respect of PKRück AG and authorise them to provide information and access to their files insofar as this is necessary to evaluate my application or entitlement to insurance benefits. This authorisation shall also extend to forwarding data to the reinsurance company, as necessary.


Place, date

Pension account holder
     [image: image1.jpg]
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