
APPLICATION FOR FAMILY MEMBER
HEALTHCARE INSURANCE

Co-insured party (spouse, partner or child)

Policyholder (the company employee)

Payer (if other than the co-insured party, e.g., an employer or guardian)

Insurance agent

Choice of insurance

SURNAME

SURNAME

EMAIL

PERSONAL IDENTITY NUMBER

ADDRESS PRIVATE TELEPHONE NUMBER WORK TELEPHONE NUMBER

FIRST NAME

POSTAL CODE/CITY

KON
The application is sent post-free to:

DKV Hälsa, Frisvar 121 420 300, 110 00 Stockholm

EMAILTELEPHONE

COMPANY SALES CODENAME OF INSURANCE AGENT

FIRST NAME PERSONAL IDENTITY NUMBER

SURNAME/COMPANY

POSTAL CODE/CITY EMAIL PRIVATE/COMPANY CONTACT

FIRST NAME/COMPANY CONTACT PERSONAL ID NUMBER/C.I.N. NUMBER

ADDRESS PRIVATE TELEPHONE NUMBER/COMPANY CONTACT WORK TELEPHONE NUMBER
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The policyholder’s employer (the company that has taken out the Healthcare Insurance Group policy)

NAME OF EMPLOYER CORPORATE IDENTITY NUMBER

Premium payment

I want to receive an invoice:

I want to pay by direct debit:

Bank giro number/bank account number (clearing number, 4 digits and account number)
Account number or bank giro number in case of 
outstanding premium that is to be refunded.

Bank account number (clearing number, 4 digits and account number)Name of bank

Top with qualifying period

With referral

No referral, no excess

No referral, with excess 500 kr

A referral requirement means that the insurance only becomes applicable 
once the treating physician in the primary care system has written a referral 
for continued treatment.

With excess, you pay SEK 500 per condition/injury at the first doctor’s visit.

Plus with qualifying period “Qualifying period” means that the insured person must not receive treat-
ment or have symptoms of a prior condition for 24 months after taking out 
the insurance policy, after which time the insurance is also valid for these 
illnesses or injuries.

No referral, with excess 1000 kr

Monthly Every six months AnnuallyQuarterly

Quarterly AnnuallyEvery six months



Terms and conditions for direct debit

General
Direct debit is a payment service in which payments are transferred from the 
payer’s account at the recipient’s initiative. In order to pay by direct debit, the 
payer shall give their consent for the payment recipient to initiate payments 
from the payers account. In addition, the payer’s payment service provider 
(e.g., a bank or payment institution) must approve the use of the account for 
direct debit and the payment recipient must approve the payer for payment 
by direct debit. The payer’s payment service provider is not obligated 
to evaluate the authorisation or to inform the payer ahead of requested 
withdrawals. Withdrawals are charged to the payer’s account in accordance 
with the regulations applied by the payer’s payment service provider. The 
payer will receive notification of withdrawals from their payment service 
provider. At the payer’s request, their consent can be transferred to another 
account with the same payment service provider or to an account with a 
different payment service provider.

Definition of banking day
Banking days are all days except Saturday, Sunday, Midsummer’s Eve, 
Christmas Eve, New Year’s Eve or other public holiday.

Information about payment
The payer will be notified by the payment recipient of the amount, due date 
and payment method no later than eight banking days before the due date. 
This notification can be made ahead of each individual due date or at a single 
occasion in reference to several future due dates. If the notification refers 
to several future due dates, the notification shall be made no less than eight 
days ahead of the first due date. However, this does not apply in cases where 
the payer has approved the withdrawal in conjunction with a purchase or 
order of a product or service. In that case, the payer will receive a notice from 
the recipient regarding amount, due date and payment method in conjunction 
with the purchase and/or order. By signing this consent, the payer agrees to 
the execution of payments covered by the payment recipient’s notification in 
accordance with this point.

There must be sufficient funds in the account
The payer shall ensure that there are sufficient funds in the account no later 
than 00:01 on the due date. If the payer does not have sufficient funds in 
the account on the due date, it may result in payments not being made. If 
there are not sufficient funds for the payment on the due date, the payment 
recipient may make further attempts to withdraw the money in the following 
banking days. The payer may request information from the payment recipient 
regarding the number of withdrawal attempts.

Stop payment (cancellation of a payment order)
The payer may stop a payment by contacting the payment recipient no 
later than two banking days ahead of the due date or their payment service 
provider no later than the banking day prior to the due date at the time 
specified by the payment service provider. If the payer stops a payment in 
accordance with the above, it means that the payment in question is stopped 
on that specific occasion. If the payer wishes for all future payments initiated 
by the payment recipient to be stopped, the payer must withdraw their 
consent.

Validity of the consent, withdrawal
The consent is valid until further notice The payer is entitled at any time to 
withdraw their consent by contacting the payment recipient or their payment 
service provider. The notification regarding the withdrawal of consent shall, 
in order to stop payments that have not yet been effectuated, have been 
received by the payment recipient no later than five banking days ahead of 
the due date, or by the payer’s payment service provider no later than on the 
banking day before the due date at the time specified by the payment service 
provider.

The right of the payment recipient and the payer’s payment service 
provider to cancel the direct debit
The payment recipient is entitled to cancel the payer’s direct debit 30 days 
after notifying the payer of such action. However, the payment recipient 
is entitled to immediately cancel the payer’s direct debit if the payer has 
repeatedly had insufficient funds in their account on the due date or if 
the account for which consent has been given is closed or if the payment 
recipient otherwise deems it inappropriate for the payer to pay through 
direct debit. The payer’s payment service provider is entitled to cancel the 
payer’s direct debit in accordance with the terms and conditions that apply 
between the payment service provider and the payer.
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Signature

Place Date Account holder/payer’s signature

The undersigned payer undertakes to pay the premium for the stated insurance policy. In case the payment is made by direct debit, I have read and accepted 

the terms and conditions for direct debit.

Payer’s signature

DKV Hälsa refers to Storebrand Helseforsikring AS Norway, branch, S-105 39 Stockholm, telephone +46 8 619 62 00, www.dkvhalsa.se, C.I.N. 516402-6998, registered in the branch register Filialregisteret. DKV Hälsa 
sells this insurance on behalf of Storebrand Helseforsikring AS. Postboks 464, N-1327 Lysaker, Norway. Tel + 47 22 31 13 30, fax + 47 22 31 13 70, www.storebrandhelse.no. Storebrand Helseforsikring AS NO 980 126 196.



In order for a co-insured party to be included in the insurance, one condition is that they are of full earning capacity in accordance with the 
definition provided below at the time of the application.

To be considered “of full earning capacity”, the insured must not have been on sickness leave for more than 30 consecutive days in the last 12 
months, they must be able to carry out their regular work tasks without restrictions and must not have adapted work, salary subsidy, sick pay, 
sickness allowance, activity benefit, sickness benefit, and they must not have been granted such benefits which are currently inactivate. The 
health status of a child shall be the equivalent to that of a person of full earning capacity. This means that the child shall be in good health and 
not under any ongoing treatments for illness or injury.

Are you of full earning capacity?

Declaration of health

Yes No

I hereby confirm that I have received pre-purchase information from DKV Hälsa relating to this application and I have had the opportunity to read it before 
completing this application.

Signature

Place

Place

Date

Date

Insured party’s/guardian’s signature

Policyholder’s signature

Insured party’s signature (if the person is under 18 years old, the application shall be signed by a guardian)

Policyholder’s signature

Note! No more than three months may pass from the date of signing the application until the declaration of health is received by DKV Hälsa. 
The information received will be archived by DKV Hälsa regardless of whether or not the application is approved.

DKV Hälsa refers to Storebrand Helseforsikring AS Norway, branch, S-105 39 Stockholm, telephone +46 8 619 62 00, www.dkvhalsa.se, C.I.N. 516402-6998, registered in the branch register Filialregisteret. DKV Hälsa 
sells this insurance on behalf of Storebrand Helseforsikring AS. Postboks 464, N-1327 Lysaker, Norway. Tel + 47 22 31 13 30, fax + 47 22 31 13 70, www.storebrandhelse.no. Storebrand Helseforsikring AS NO 980 126 196.D
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Terms and conditions

PROCESSING OF PERSONAL DATA
• We process personal data in order to register and administer the   

healthcare insurance at DKV Hälsa and to determine correct terms for 
your contract.

• The personal data that you have provided to DKV Hälsa are necessary 
for us to manage your customer relationship and fulfill our contractual 
obligations. Personal identity number is required to secure identification 
and ensure proper reporting to the authorities.

• We store information as long as you are customer with us. The data is 
deleted when we no longer have obligations under the agreement or 
other regulations.

• You can read more about your rights, such as the right of access,         
rectification and erasure, in our privacy policy at www.dkvhalsa.se.

• The CEO of DKV Hälsa is responsible for how your personal data is 
being processed. If you have any questions about the processing of 
personal data you can send an email to dataskyddsombud@dkvhalsa.
se. You can also send a letter to DKV Hälsa, Dataskyddsombud, 105 39 
Stockholm.

DECLARATION OF HEALTH – DISCLOSURE REQUIREMENT
 - I hereby assert that the information provided is as accurate and complete 

as possible. I am aware that incorrect or incomplete information may make 
the insurance invalid or eligible for termination, and that no payments will 
be made in accordance with the Swedish Insurance Contracts Act.
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