INSURANCE APPLICATION.

Individual policy

Family policy

Please enclose the “Power of attorney for an application and joint insurance administration” for every adult.

1. INFORMATION ABOUT CURRENT HEALTH INSURER

Name of your current basic insurer

Would you like to terminate your supplementary Yes No
insurance with your current health insurere

There are no supplementary insurances

2. APPLICANT

Surname

First name

SWICA insured person no.
Date of birth

Nafionality

Street/no.

Postcode/ Town,/Country
Correspondence address/
P.O. Box

Phone (daytime)

Email

Residence permit

Place of residence
(Art. 23 ZGB)

(Tick only for transferees/L permit.)

Status in the case of
stay abroad

Termination by: SWICA Agent
Termination by: SWICA Agent
Please enclose a copy of the current policy.
In which language would you like the documents? German French ltalian
(day/month/year) Gender Male

B C D L G F N S Ci

Undocumented immigrant
Diplomat or person with privileges under international law (Art. 6 KVV)

Abroad

Switzerland

Transferee Cross-border commuter Retiree [AHV/IV)/Unemployed

Customer

Customer

English

Female

Family member



3. APPLICANT (IMMIGRATING FROM ABROAD OR CROSS-BORDER COMMUTER)

Date of registration residents’ registration Start of work/authorisation
office for immigrants* for cross-border commuters*
Do you have family members who are not gainfully employed and live in the EU or an EFTA country? Yes No

IF yes, please fill out the supplementary sheet.

*The effective commencement of insurance may differ from the date entered, depending on the group of persons or length of stay.
Please enclose a copy of the relevant documents: residence permit, municipal registration, cross-border commuter permit, legitimation card, employment contract, efc.

Do you receive a salary, pension or other cash benefits from abroad? Yes No

If yes, from which countries?

Was your insurance obligation exempted on enfering Switzerland? Yes No

If yes, please enclose a copy of the exemption order.

4. INFORMATION ABOUT OCCUPATION, EMPLOYER AND BONUS PROGRAMME

Are you in receipt of unemployment insurance benefitse [ALV) Yes No
Are you employed by the same employer for at least 8 hours per week? Yes No
Current occupation employed self-employed

Name of employer

(in case of existing group insurance with SWICA)

BENEVITA - digital health coach with bonus programme. We support you in making your everyday life healthy, and reward you for doing so.
Collect points with the BENEVITA app, learn about health topics and enjoy attractive offers and discount on the COMPLETA TOP and HOSPITA
supplementary insurance plans.

Email
(required for BENEVITA bonus programme

5. PAYMENT DETAILS

5.1 DESIRED PAYMENT METHOD FOR PREMIUMS AND CO-PAYMENTS [possible only through a Swiss bank or postal account]

Premiums paid by E-billing /eBill* Direct debit/Debit Direct**

Payment slip (ESR) Premium collection company
Invoicing for premiums Monthly Every two months Quarterly Every six months Annually
Co-payments paid by E-billing/eBill* Direct debit/Debit Direct** Payment slip (ESR)

*After receiving your insurance policy, please register for e-billing with your bank/post office.
**Please enclose completed direct debit/Debit Direct form.
We will send you payment slips (ESR) for payment of your premiums and co-payments until your bank authorises the direct debit facility.

5.2 ACCOUNT FOR CREDITS (possible only through a Swiss bank or postal account)
Account holder

IBAN (bank or post office) CH

2/7



6. PERSONAL INSURANCE SOLUTION

6.1 HEALTHCARE INSURANCE UNDER THE KVG

Basic insurance model!

Medbase health centre/SWICA partner practice/Name of family doctor/Town

Commencement of insurance  Monthly premium

(day/month/year) in CHF
Excess in CHF Accident Yes No  Region

6.2 SUPPLEMENTARY INSURANCE UNDER THE VVG [only if resident in Switzerland/the Principality of Liechtenstein)

COMPLETA TOP? Accident VYes No
COMPLETA PRAEVENTA?

OPTIMA? Accident Yes No
SUPPLEMENTA? Accident VYes No

DENTAZ (Please enclose a dental certificate.)

level 1 50% max. CHF 500 level 2 50% max. CHF 1000

level 3 75% max. CHF 1500 level 4 75% max. CHF 2000
HOSPITA?

Rafe based on age at enrolment Rate based on age Region

Accident Yes No

GENERAL HOSPITA SEMI-PRIVATE HOSPITA PRIVATE PRIVATE WORLDWIDE

HOSPITA PLUS SEMI-PRIVATE HOSPITA SEMI-PRIVATE LIST HOSPITA PRIVATE LIST HOSPITA PLUS PRIVATE
Deductible CHF O CHF 1000 CHF 2000 CHF 5000

FLEX CHF 300/day in hospital {max. CHF 6 000) FLEX CHF 400/day in hospital (max. CHF 8 000)

INFORTUNA medical expenses?
HEALTH LEGAL PROTECTION*

Death and disability lump sum (KTl is not available for foreign citizens who do not have a B or C permit)
Accident (INFORTUNA)? Death Disability
lllness (KTI)3 Death Disability
When purchasing endowment insurance for illness-related death or disability (KTl), please also complete the "Additional health questions for
endowment insurance in the event of illness-related death or disability (KTI)".
SALARIA under the VVG?2 (Please enclose salary siatement)
CHF Benefits as of day lllness
lllness and maternity
Accident
CHF Benefits as of day lliness
lllness and maternity
Accident
SALARIA UNDER THE KVG'
CHF Benefits as of day lliness
lllness and accident

Total monthly premium in CHF
The quotation is subject to a change in premiums.

"Insurance carrier SWICA Healthcare Insurance Ltd
2Insurance carrier SWICA Insurances Lid
3Insurance carrier CONCORDIA Insurances Lid
“Insurance carrier COOP Legal Protection Lid
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7. QUESTIONS ABOUT HEALTH

The insurer(s) you chose can use the medical information below to process the declaration on enrolment in voluntary daily
benefits insurance under the KVG and/or the insurance application(s) under the VVG, and such information therefore does
not form a basis for mandatory healthcare insurance under the KVG.

Important: If any of questions 4-10 or question 12 are answered with “Yes”, further details must be provided under
“Additional information”.

Surname

First name

Date of birth (day/month/year)

1. Has SWICA or have other insurers ever rejected or postponed an application or accepted it only under Yes No

more onerous conditions? (e.g. exclusion of cover, risk surcharge,/premium increase, or rejection of the application)

If so, why and on the basis of which diagnosis?

Are there any remaining symptoms or will there be further treatments? Yes No

2. Name and address of the doctor who is best informed about your health:
Practice/Hospital

Surname/First name

Street/no.
Postcode,/Town
3. Height, weight cm kg
4. Have you in the past 12 months undergone or are you currently undergoing freatment, check-ups or examinations or Yes No
do you intend to undergo a procedure of this kind, or was a procedure of this kind recommended but not carried out?
If yes, what?

le.g. medical, cosmetic, plastic, curative, psychiatric, preventive, psychological, dental, physiotherapeutic or complementary/alternative,/
naturopathic treatments/check-ups/examinations/procedures, etc.)

5. In the past 10 years did you suffer or do you still suffer from illnesses/disorders/symptoms that were medically Yes No
diagnosed and/or did you receive any treatment for such? If yes, whate

le.g. diseases or disorders of: the respiratory tract, respiratory organs; the heart, blood vessels or circulatory system; the nervous system
or the mind; the digestive organs; the kidneys, urinary or genital organs; the skin or allergies; the muscles, bones, joints or spine;

the metabolism, blood or infectious diseases; sensory organs [eyes, ears, nose); tumour or cancer; weight problems; other illness,
accident, addiction treatment or malformation, etc.)

6. Have you ever suffered from a tumour disease, slipped disc, mental illness or cardiovascular disease? If yes, whate Yes No
le.g. heart disease, heart attack, pulmonary embolism, vascular diseases, stroke, tumours, depression, etc.)
7. Have you ever had an outpatient or inpatient procedure/operation? If yes, why? Yes No

If so, have you had an implant or a foreign body inserted? Yes No

[plates, screws, prostheses, breast implants, joint replacement, gastric band, stent, efc.)

What and where? in place removed will be removed
8. Have you ever had an accident affer which you had to undergo a surgical intervention or outpatient and/or Yes No
inpatient treatment lasting more than four weeks [including therapies/medication)?
If yes, whate
9. Do you suffer from a congenital defect, or do you receive an accident (UVG) or a disability (IV) pension? Yes No

If so, what birth defect (incl. number)/reason for the pension?
10.1s there a misalignment of the teeth or jaw and/or are any tests, freatments or orthodontic work planned as a result, Yes No
or has any suspicion been expressed?

If yes, what (Please enclose cost estimate with the application, if available )

11. For women: Are you pregnant? Yes No

Date of delivery Weight prior to pregnancy kg
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Surname

First name
Date of birth (day/month/year)
12. Do you take or in the past 5 years have you taken medication/dietary supplements regularly? Yes No

[Please explain under "Additional information relating to questions 4-10 and question 12".)

Name No. per day Duration lllness/symptoms
13. Do you consume or have you ever consumed nicotine, alcohol, drugs or similar substances regularly? Yes No
Nicotine (e.g. e-cigarettes, cigars, shishas, snus, pipes) Alcohol (1 unit = 1 dl wine, 3 dl beer or 4 cl spirits) Drugs
Which substance/type? Quantity/Units efc. Per day/week/month/year From ... to ...

ADDITIONAL INFORMATION RELATING TO QUESTIONS 4-10 AND QUESTION 12

Question  Diagnosis/illnesses/disorders/symptoms/injury/ Fully Treating physician, therapist
no. affected side, left/right/both/surgery? (Yes/No) recovered?
Yes No
Start (month/year) End (month/year)
Yes No
Start (month/year) End (month/year)
Yes No
Start (month/year) End (month/year)
Yes No
Start (month/year) End (month/year)

Special comments:

By signing below, you confirm that the answers to the health questions for admission to supplementary insurance under the VVG are complete, correct, truthful and correspond exactly
to what you intended — even if the answers are written by an insurance adviser, an agent or a third party. SWICA has the right to terminate the contract in writing if any information
in the health declaration or medical history was falsified or omitted, in which case SWICA can demand repayment of all benefits relafing to the breached disclosure requirement
from the beginning of the contract.

You also agree that SWICA may provide to or obtain from all medical and/or medicaltherapeutic persons and institutions, other social and private insurers in Switzerland and
abroad, authorities, and companies within the SWICA Group which are active in the insurance sector the information required for assessing the application, clarifying potential
breaches of the disclosure requirement and reviewing the entilement to benefits. This means you have expressly exempted those individuals and institutions from their professional
secrecy and non-disclosure obligations towards the insurer and its contracting parties.

Place/Date Signature of the applicant/legal representative Name and signature of adviser
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SWITZERLAND KVG/VVG

DECLARATION BY THE UNDERSIGNED.

DEAR CUSTOMER

Thank you for choosing SWICA. To complete your application, please
read the following provisions and indicate your agreement by ficking
the boxes and confirm with your signature.

STATEMENT OF UNDERSTANDING TO GO

WITH THE APPLICATION

By sending us the insurance application, you confirm that you have
understood and agree to the following provisions.

Submission of the application constitutes a legally binding step in enfer
ing info an insurance contract under the VWG or applying for admission
to mandatory health insurance under the KVG. By doing so, you con-
firm that the information in the application and the answers to the health
questions for admission to supplementary insurance under the VVG are
complete, correct, truthful and correspond exactly to what you intend-
ed — even if the answers are written by a sales consultant, an agent or
a third party.

For insurance under the VVG, the applicant is bound by the application
for 14 days, or for four weeks if SWICA requires a medical examina-
tion. The period commences when the application is handed or sent fo
the insurer or ifs agent. However, you have the statutory right o with-
draw your application. For details, please refer to the General Insur
ance Conditions (GIC) and the Supplementary Conditions (SC) under
the Insurance Contract Act (VVG).

EXCLUSIONS

In case of any changes in supplementary insurance under the VWG, the
“Special Conditions” [such as provisos/exclusions, etc.) in effect will
continue fo apply in the same way to the adjusted product.

GENERAL INSURANCE CONDITIONS AND
SUPPLEMENTARY CONDITIONS

Under the General Insurance Conditions (GIC) and the Supplementary
Conditions (SC) under the VWG, SWICA has the right fo ferminate the
contract in writing, or in another form deemed as written proof, if any
information in the health declaration or medical history was falsified or
omitted, in which case SWICA can demand repayment of all benefits
relafing to the breached nofification obligation from the beginning of
the contract or from when provisional cover was granted.

By submitting the application, you confirm your legally binding accept-
ance of the GIC and the SC as integral parts of the insurance contract
and of SWICA's Data Protection Declaration. As a person covered
under a special form of insurance, you confirm that you will have all
freatments and examinations administered in accordance with the
respective conditions that apply.

APPLICATION AND NOTIFICATION OBLIGATIONS

The contract is valid as soon as SWICA has issued the insurance pol-
icy or declared acceptance of the application in writing, or in another
form deemed as written proof, but no earlier than on the agreed date.
This application is binding and subject to changes in the offers and
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premiums. The Federal Office of Public Health (FOPH)] must approve
the premiums for health insurance under the KVG; the Swiss Financial
Market Supervisory Authority [FINMA) must approve the premiums for
supplementary insurance under the VVG.

DATA PROCESSING IN CONNECTION WITH THE

APPLICATION AND INSURANCE CONTRACT

You hereby agree that SWICA can use your personal data, including

any health data, in connection with processing the application and

managing the insurance contract for the following purposes:

When processing the application under the VVG, SWICA can contact

all your medical service providers, therapists and institutions, social and

private insurers in Switzerland and elsewhere, the authorities, as well
as insurance companies within SWICA Group in order to share and
obtain the information it needs for evaluating this application, clarifying
possible disclosure violations, and establishing the entilement to bene-
fits. This means you have expressly exempted those individuals and insti-
futions from their professional secrecy and non-disclosure obligations
fowards the insurer and ifs confracting parties. If the application is
rejected, SWICA will keep the completed application, including the
health declaration of initially rejected applicants, for a maximum of five
years in case that a new application is submitted af a later date. The
data from the health declaration solely serves the purpose of reviewing
applications for supplementary insurance under the VVG and is used
only by the medical examiner’s office, its auxiliary staff and authorised

SWICA employees who assess the risk, investigate cases where disclo-

sure obligations may have been breached, and process benefits.

Furthermore, you agree that SWICA can use the dafa while processing

the insurance contract under the KVG and VVG in order fo:

% calculate and collect premiums; assess benefit claims and calculate,
grant and coordinate benefits with insurers; assert a right of recourse
against a liable third party; keep statistics [especially for health ser-
vices research and measures of integrated care, planning or develop-
ing products, as a basis for business decisions [e.g. determining key
figures on the use of services, capacity utilisation rates, developing
ideas for new insurance models or assessing existing models, ser-
vices, procedures, technologies, returns]);

% provide cusfomers with exclusive support as part of the customer jour-
ney [SWICA understands “customer journey” as the provision of cus-
tomer-specific and individual support in case of an insurance-relevant
event).

INFORMATION EXCHANGE WITHIN SWICA GROUP
WHILE MANAGING THE CONTRACT

To ensure timely processing of the contfract, you hereby authorise
SWICA to share and use the processed data, including any health
data, within the organisational unit of the responsible insurance carrier
and the insurance companies of SWICA Group for the purpose of
managing the contract.

In order to assess the risk and clarify a possible breach of disclosure
obligations in connection with supplementary insurance under the VVG,
SWICA can inspect any benefit and application data already known
to SWICA Group and process the data for this purpose.



DATA PROCESSING RELATING TO THE

INSURANCE CARD

You hereby agree that information about supplementary insurance
under the VVG may be accessed electronically with an insurance card.

FURTHER DATA PROCESSING

SWICA will process your data for marketing activities (SWICA under-
stands marketing activities to include data-driven market research, com-
prehensive support, advice and information about the range of services
and products, preparation and provision of customised services, e.g.
advertising in print and online, submission of higher insurance offers
based on stafistical values; customer, prospective customer or cultural
evenfs, sponsorship; surveys to understand customer satisfaction and
future customer needs or behaviour; and assessments of a customer,
market or product potential).

RIGHT OF OBJECTION AND WITHDRAWAL
OF CONSENT

You can revoke your consent to data processing or object to one of the
above-mentioned data processing operations af any time. Please send

Surname
First name

Date of birth

MORE INFORMATION ABOUT DATA PROCESSING
Please refer to SWICA's Data Protection Declaration (also under
processmgogents,thelego\ basis and purpose of data processing,
and the rights that you as the data subject have with regard to data pro-
cessing.

DECLARATION OF CONSENT

During the application process | was properly informed about all
provisions relevant to the insurance relationship (in particular pursu-
ant fo Art. 3 VVG concerning the insured risks, the premiums owed
and the policyholder’s further obligations, the scope of cover and
benefits [including the inclusion/exclusion of accident cover],
whether cover involves fixed-sum or indemnity insurance, the term
and fermination of the contract, the right of revocation under Art. 2a
VVG [incl. the form and withdrawal deadline], the submission dead-
lines for claims, and the validity period of the cover), the relevant
GIC and SC and any special conditions that apply, and declare
that | fully agree with these terms.

| have been informed in detail about the nature and purpose of
data processing and the data to be processed. | agree to the
above-mentioned data processing operations within the scope of
the application and insurance contract processing.

(day/month/year)

Place/Date

Submitted enclosures: Summary of benefits

Information sheets/Flyers

THERE FOR YOU, 24 HOURS A DAY, 365 DAYS A YEAR.
Phone 0800 80 Q0 80 / swica.ch

Signature of applicant/legal representative

GIC/SC

717

Name and signature of the adviser

No. of distribution partner

Information obligation (art. 45 VAG)

Data Protection Declaration

100e / online / 6.2023
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