Group Daily Disability Allowance Insurance

Information sheet

For employees leaving the company

Transfer to an individual insurance policy

Insured persons who are resident in Switzerland have the right to transfer to an individual insurance of the insurance company concerned if they cease to be a part of the group covered by the insurance.

The insurance company will provide the transferring insured person with coverage up to the level of the existing coverage, without a health check and upon the terms and conditions and premium rates of the individual insurance in force. The conditions are based on the state of health and age upon joining the company’s group daily disability allowance insurance.

There is no right to transfer

- upon changing jobs and transfer to

  the new employer’s group daily

  disability allowance insurance;

- upon the transfer of the group daily

  disability allowance insurance to

  another insurance company, if the

  new insurer must guarantee the

  continuation of the present level of

  coverage;

- for insured persons of AHV

  pensionable age.

The right of transfer must be exercised within  FORMDROPDOWN 
 of ceasing to be a member of the group covered by the insurance, or the termination of the contract, or receipt of this information sheet.
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Group Daily Disability Allowance Insurance

Confirmation

I confirm that, on leaving the company, I have been informed in writing about the right of transfer to an individual insurance policy.

Family name:
................................................................................................................

Given name:
................................................................................................................

Date:

................................................................................................................

Signature:
................................................................................................................

Name of

the insured

company:

...............................................................................................................

