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ÖKK Kranken- und Unfallversicherungen AG
Daily Allowance Benefits 
Bahnhofstrasse 13, P.O. Box, 7302 Landquart
taggeld@oekk.ch, 058 456 10 22

Illness notification report

�Insured person
First name:	 Last name:

Date of birth:	 Policy no.:

SI number / AHV number:	 Telephone:

Address:	 Postcode:
Liable for withholding tax:	  yes	  no

Employment
Are you currently employed?	  yes	  no	 If yes, at what percentage?

If yes, in which profession?

Inability to work
Work suspended due to illness?	  yes	  no	 If so, from when?

Doctors’ addresses
First doctor/hospital/clinic to treat patient

Subsequent doctor/hospital/clinic to treat patient

Transfer
The daily allowance payment is to be transferred to the following postal/bank account: 

Name of account holder:

Other insurance policies
Is the insured person already entitled to a daily allowance or pension from a health insurance policy, Suva or another compulsory 
Illness insurance policy, disability insurance, old-age and survivors’ insurance, an occupational pension fund, military insurance 
or unemployment insurance fund?

If so, where?

Other information for insurer
 

 

Place and date:	 Signature of insured person:
Copy for ÖKK (please return to ÖKK within 3 days)
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ÖKK Kranken- und Unfallversicherungen AG
Daily Allowance Benefits 
Bahnhofstrasse 13, P.O. Box, 7302 Landquart
taggeld@oekk.ch, 058 456 10 22

Medical diagnosis report
ÖKK is obliged to maintain confidentiality over the diagnosis.

Insured person
First name:	 Last name:

Date of birth:	 Policy no.:

SI number / AHV number:	 Telephone:

Street, town / city:	 Address, postcode:

Liable for withholding tax:	  yes	  no

Employment
Are you currently employed?	  yes	  no	 If yes, at what percentage?

If yes, in which profession?

Diagnosis	 ICD code:

Start of treatment	  	

Inability to work	  no     yes	

	   % since

Duration
Expected duration of inability to work:
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ÖKK Kranken- und Unfallversicherungen AG
Daily Allowance Benefits 
Bahnhofstrasse 13, P.O. Box, 7302 Landquart
taggeld@oekk.ch, 058 456 10 22

Reason
Is the current inability to work:
a) the consequence of an illness?  yes	  no 
b) the consequence of an accident?  yes	  no 
c) the result of carrying out military service?  yes	  no 
d) an occupational illness within the meaning of the UVG?  yes	  no
e) an Illness-like physical injury within the meaning of the UVG?  yes	  no
f) the consequence of a pregnancy?  yes	  no

Expected due date:

Treatment
Has the insured person already received treatment from you or other doctors for the same illness or 
the same accident?�  yes     no

When?

Further treatment
Has the insured person been referred for further treatment (admission to hospital, other doctors, etc.)?�  yes     no

If yes, where?

Damage
Is the insured person expected to suffer from long-term damage to their health?�  yes     no

Comments

Place and date:	 Signature and stamp of doctor:

Please return the completed and signed doctor’s certificate to us within seven days. This will allow us to pay the daily allowance to the insured 
person/employer without additional delays.

To be sent to: Doctor/hospital providing initial treatment  ÖKK



Ö
KK

45
0e

/0
5.

26

ÖKK Kranken- und Unfallversicherungen AG
Daily Allowance Benefits 
Bahnhofstrasse 13, P.O. Box, 7302 Landquart
taggeld@oekk.ch, 058 456 10 22

Record of illness
Insured person
First name:	 Last name:

Date of birth:	 Policy no.:

SI number / AHV number:	 Telephone:

Street, town / city:	 Address, postcode:

Liable for withholding tax:	  yes	  no

Employment
Are you currently employed?	  yes	  no	 If yes, at what percentage?

If yes, in which profession?

Date on which you fell ill 	  	

Inability to work
Work suspended due to illness?	  yes	  no

If so, from when?

Information for the person suffering from illness 

Record of illness: You retain this record of illness during your treatment. Please have the doctor treating you confirm 
every doctor’s visit on the record of illness . After completing treatment, give the record of illness to your employer. 

Obligation to pay benefits: This record of illness does not represent any acknowledgement of an obligation to pay 
benefits.

Change of doctor: Please notify ÖKK if the doctor treating you changes. 

Inability to work: Your doctor records the inability to work on the record of illness . Persons partially able to work must 
observe the full working time. The doctor will certify any exceptions (see box at bottom left*).
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ÖKK Kranken- und Unfallversicherungen AG
Daily Allowance Benefits 
Bahnhofstrasse 13, P.O. Box, 7302 Landquart
taggeld@oekk.ch, 058 456 10 22

Doctor entries:

Date Inability to work Signature

of visit Degree

Valid 

from to of doctor

* Possible notes on partial ability to work

1)	 % i.e Hours/day at %

2)	 % i.e Hours/day at %

3)	 % i.e Hours/day at %

Date Inability to work Signature

of visit Degree

Valid 

from to of doctor

Medical treatment ended on Medication obtained from:
(Name and address of pharmacist)

To be sent to: Person suffering from Illness  ÖKK
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ÖKK Kranken- und Unfallversicherungen AG
Daily Allowance Benefits 
Bahnhofstrasse 13, P.O. Box, 7302 Landquart
taggeld@oekk.ch, 058 456 10 22

Authorisation
Insured person
First name:	 Last name:

Date of birth:	 Policy no.:

SI number / AHV number:	 Telephone:

Street, town / city:	 Address, postcode:

Liable for withholding tax:	  yes	  no

Employment
Are you currently employed?	  yes	  no	 If yes, at what percentage?

If yes, in which profession?

With regard to verifying and processing the claim dated           , the person who has suffered an illness hereby authorises

	—  the doctors/therapists/medical personnel providing treatment;
	—  �all involved social security providers;
	—  �involved personal liability, Illness and daily sickness allowance insurers;
	—  private pension funds (pillar 3);
	—  police/courts;
	—  authorities, e.g. tax administration, social security offices, residents’ registration office;
	—  ÖKK’s cooperation partners (mandated experts and case managers);
	—  ÖKK’s independent medical examiners; and
	—  �ÖKK Case Management 

(hereinafter referred to as the “authorised parties”)

from the date on which this document is signed for the duration of claim processing, for a maximum of 36 months,

to provide employees from ÖKK’s Daily Allowance Benefits department (hereinafter referred to as “ÖKK DAB”)

with information and to give them access to all documents, in particular medical files, if and to the extent that this is 
necessary to verify and process the above-mentioned claim (incl. verification and performance of efforts by the person 
suffering from the illness to reduce the damage). The below-signed person hereby releases the above-mentioned per-
sons and institutions from their obligation to maintain official and professional secrecy or any other confidentiality and/or 
secrecy obligations.

Furthermore, he/she authorises ÖKK DAB to process data and to forward data in the same respect to the above-menti-
oned authorised parties, to the extent that this is necessary to verify and process the claim.

The below-signed person confirms that he/she has read and understood this declaration of consent. Specifically, he/she 
is aware of the identity of possible data processors as well as the type, scope and purpose of data that could be processed. 
In addition, he/she is aware that he/she may revoke consent for the data to be processed and request information from 
ÖKK about the purpose of the data processing at any time. He/she will receive such information from employees of ÖKK 
DAB or ÖKK’s Operational Data Protection Officer.

Place and date:	 Signature of insured person:

Copy for ÖKK (please return to ÖKK within 3 days)
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