BMW BKK

First name(s), surname of insured person

Health insurance number:

Questionnaire for Inclusion in Family Insurance

General information pertaining to insured person

|

|

>
>

Effective date of family insurance:

Civil status: [ | single [1 married [1 separated [] divorced [] widowed
|:| Registered civil partnership pursuant to the German Civil Partnership Act [Lebenspartnerschaftsgesetz —LPartG]

Reason for inclusion in family insurance:

[] Start of my membership [] Birth of child ] Marriage

[ Termination of the respective family member's prior own membership [] other:
In case of queries, | may be contacted by phone at during the day (optional information).
My email address is as follows (optional information)

Information on Family members

The following data are in principle only required for those relatives that are to be co-insured by us. Notwithstanding this, we do require detailed
information about your spouse/civil partner, even in the event that solely your children are to be co-insured and subject to your spouse/civil partner
being related to these children. In this case, we also require information about your spouse’s/civil partner's insurance in addition to the general
data to be provided, and - in case your spouse/civil partner is not covered by statutory health insurance —, information on his or her income. It shall
be mandatory to provide written proof of income. Any allowances paid in view of the civil status in question shall not be factored into the income
information.

General information on family members

Spouse/
civil partner Child Child Child

Surname*

* Should the insured person's surname differ from that of the family member concerned, it shall be mandatory to provide one-off proof of their civil status in
the form of appropriate documents (e.g. a marriage certificate, civil partnership certificate, birth certificate) or by other suitable documents (e.g. a child benefit
notice) if such documents cannot be submitted.

First Name(s)

Gender (m=male, f=female, x=non-binary, Om 0O® Om O® Om O Om O
L L L L L L L L

d=diverse)

Date of Birth

Address, in case it differs from that of the
insured person.

Insured person'’s relationship to the [ biological child* [ biological child* [ biological child*
respective child [ stepchild [ stepchild [ stepchild
(* the term "biological child” is also to be used for - I:l grandchl!d I:l grondchl!d I:l grondChI.Id
adopted children). [ foster child [ foster child [ foster child
Is the spouse/civil partner related to the
child?
1 (no) 1 (no) 1 (no)
(to be ticked only if they are not related to each
other.)

Children above the age of 23 attending

school or college/university
, - [ (ves) [ (ves) [ tves)
(Please submit relevant enrolment form/

enrolment certificate.)

Voluntary military service

(Please enclose military service certificate.)

[ (ves) [ (ves) [ (ves)
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Information on the respective family member’s prior health insurance cover

o provided by: (Name of statutory health
insurance)

fi?l;l:asaer/tner Child Child Child
First name(s)
Previous health insurance cover: date date date date
o endedon: by by by by

Type of previous health insurance cover:

[J membership
[ family insurance

[ non-statutory insurance

[J membership
[ family insurance

D non-statutory insurance

[] membership
[ family insurance

D non-statutory insurance

[J membership
[ family insurance

D non-statutory insurance

In the case of prior family insurance
cover: Name and first name(s) of the
policy holder of the family insurance in
question.

(first name(s)

(first name(s)

(first name(s)

(first name(s)

meaning of the income tax law (e.g.
gross remuneration generated from
any work exceeding marginal
employment, rental or lease income,
income from capital assets).

Other income (e.g. severance pay).

Please enclose any and all evidence, e.g. latest
income tax assessment, salary statement, etc.

(type of income)

(type of income)

(type of income)

(surname) (surname) (surname) (surname)

The previous health insurance cover
provided by (name of statutory health
insurance/ health insurance fund) remains in
force:
Information on the respective family member’s income

Spouse/ Child Child Child

civil partner
Self-employed D yes D yes D yes D yes
Profit from self-employment (per month). € € € €
Please enclose copy of latest income tax
assessment.
Marginal employment (mini job) I:l yes l:l yes |:| yes I:l yes
Statutory pension, pension and related € € S S
benefits, company pension, foreign
pension, other pensions. Please provide
evidence.
Other regular income within the € € € €

(type of income)

Information required for allocating a health insurance number for co-i

nsured family members

Spouse/
civil partner

Child

Child

Child

Pension insurance number [RV-Nr.]

The following information is only required if a

pension insurance number

has not yet been allocate

Name at birth

Place of birth

Country of birth

Nationality

| hereby confirm that the information provided is correct. | will promptly inform you of any changes. This shall in particular be the case if there is a change in the income of my
aforementioned family member(s) (e.g. a new income tax assessment for a self-employed relative) or — with regard to co-insured children - if the other parent does no
longer have statutory health insurance cover. The marriage of parents must also be reported if the other parent is not covered by statutory health insurance.

X X

X

Place, date

Member's signature

By signing this application, | declare that | have obtained the consent of the

family member(s) concerned to provide the required data.

Signature of family member, as appropriate

member shall suffice.

In the case of family members living apart, the signature of the

Data privacy note: In order for us to fulfil our legal obligations, your cooperation is required pursuant to Article 10 para 6 and Article 289 of the German Social Code, Book V [SGB V].
The above data has to be collected to enable us to determine your insurance status (Articles 10, 284 SGB V, Article 25 SBG XI). Contact details (email and phone number) shall be
provided on a voluntary basis, and shall only be used in case of queries regarding your insurance status. For further information on the processing of your personal data as well as your
rights pursuant to the EU General Data Protection Regulation, please refer to our website www.bmwbkk.de/datenschutz
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