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NURSING BENEFIT APPLICATION FORM 
(benefit claimed in the course of crisis situation) 
Insured person claiming the nursing benefit:
Forename, Surname: ....................................................................................................................................................
Date of birth: .............................................
Birth number: .....................................
Address:  ....................................................................................................................................................
Phone number (optional): ..........................................................................................................
e-mail (optional): ......................................................................................................
Insurance relationship, which I claim the nursing benefit from (if from several insurances, please enter all):
[ ]  Employee* .................................................................................................................
.....................................................................................................................................
(enter name of employer/s)
[ ]  Compulsorily insured self-employed person*
[ ]  Voluntarily sickness insured person*
I am claiming the nursing benefit from ......................................., due to providing personal and day-long care/ personal and day-long nursing of:
[ ]* a healthy child up to reaching 11th year of age (10 years + 364 days) 
[ ]*or child until reaching the age of 18 with a long-term unfavourable health condition (17 years + 364 days)

forename, surname ....................................................., birth number………………………….. date of birth .................................................who
[ ] * is / [ ] * is not enrolled in nursery, kindergarten
[ ] * is / [ ] * is not a student of the school
..................................................................................................................................................
(if so, give the name and address of the nursery, kindergarten or school)

If I claiming the nursing benefit for a child from a completed age of 11 to reaching the age of 18 with a long-term unfavourable health condition:
[ ] * I enclose a copy of the decision of the competent Office of Labour, Social Affairs and Family on the long-term unfavourable health condition of the child
[ ]* The child has not been issued a decision by the relevant Office of Labour, Social Affairs and Family on a long-term unfavourable health condition or severe disability, and therefore I request an assessment of the long-term unfavourable health condition of the child by an assessment doctor of the Social Insurance Agency.
[ ]* a relative in a direct line (parent, child, grandparent, grandchild, great-grand parent, great-grandchild), sibling, husband, wife or wife´s or husband´s parent 
forename, surname ............................................................, birth number ...................................., date of birth .....................................,who cannot attend the social service facility in which she/he is provided with an outpatient or residential social service, as the facility has been closed or quarantined during an emergency (underline a satisfactory family relationship)

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

(Name and address of the social service facility that has been shut down)

[ ]* a sick child up to reaching 16th year of age (15 years + 364 days) 
forename, surname .................................................................................., birth number ......................................., date of birth ..................................., who based on the certificate issued by the relevant physician necessarily requires nursing provided by another natural person.
I request the nursing benefit to be paid out:
[ ] in cash to the address*


Street, house number.......................................................................................................
ZIP code, town..................................................................................................................
[ ] to the bank account*
IBAN number .......................................................................................................
In the case of a foreign bank account, provide the following additional  

information:

SWIFT code ..........................................................................................................

Exact and full name of the bank……………………………………………………….
Street and number (address of the bank)……………………………………………. 

ZIP Code....................................... City………………………………………... 

State..............................................................................................................
If I qualify for the nursing benefit, I am aware that at the end of each calendar month in which I will provide personal and day-long care / nursing, I must prove my entitlement to the nursing benefit by sending a completed affidavit for the payment of nursing benefit during a crisis situation, which is published on the Social Insurance Agency website.

The last day of nursing/care will be the day I state in the last affidavit sent to the Social Insurance Agency. 
The application can be sent to the Social Insurance Agency through the central portal of public administration or https://korona.gov.sk/ by e-mail to one e-mail address of the relevant Branch Office, or signed and sent by post to the address of the relevant Branch Office.

Contacts to Branch Offices are available at the website of the Social Insurance Agency https://www.socpoist.sk/kontakty--xly/48023s.


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


Date
Forename and Surname of the Insured Person** 

* tick X as appropriate, in details about the benefit payment exactly one method must be indicated
** when sending applications by e-mail, the signature of insured person is not needed, in such a case enter your forename and name in block letters.
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