
(Only complete white boxes, shaded boxes will be completed by the appropriate department of DKV Seguros.)
Branch Offi ce Line Number Order Client Nº  Effective date Expiry date 1st receipt.

Name of work centre Work centre code

(only complete for supplement application)
Branch Offi ce Product Policy Nº Order Effective date of supplement  

Policy Holder (capitals)
Surname or company name Name

ID nº Address Post Code

City/Town Province/County Tel Mobile Tel.

Fax Fecha nacimiento Means of contact: Tel mobile Fax E-mail E-mail-work

 
E-mail-work @ E-mail personal @

Male Female Nationality Code Employed Castilian Catalan Galician Basque German English
   0 Self 1 Salaried

Profession  

Substitutes the policy: Branch Offi ce Line Number Order 

      E.C.
Do you wish to receive detailed information of medical visits (only for DKV Integral  and DKV Modular) Yes No

Company codes

Period Charge Admin. Agency  Charge Agency Policy/Receipt

Payment account IBAN 

Refund  account IBAN

Health insurance modality you wish to take out

 DKV Integral Complet Plus Classic Élite
Optional module. Refund for gynaecology, obstetrics and paediatrics

 DKV Modular (Mark the selected coverage with an “X” Please select at least one health and one accident coverage)
Health Coverage:
 Primary Care Specialists and other means of diagnosis Hospital Care  Health care in the event of an accident
Accident coverage: Basic: 1 2 3 4 5

 DKV Mundisalud

Complet Plus Classic: A) total refund of medical expenses B) refund of hospital medical expenses

Elite Combinado Elección

 DKV Residentes Basic coverage Basic coverage + Repatriation Basic coverage + Repatriation + Best care

 DKV Top Health® Without excess 600 EUR Excess   1.200 EUR Excess

For all the modalities (Modular and Mundisalud with complete health coverage):  

Do you wish to select coverage in the DKV Health Care Network, paying an extra premium and 
the corresponding risk selection, alterations to health (illnesses or injuries) and /or medical conditions 
(pregnancy) prior to contracting the health insurance?

Total Premium . ,

HEALTH INSURANCE APPLICATION FORM

DKV Integral • DKV Modular • DKV Mundisalud 

DKV Residentes • DKV Top Health®

ESPACIO RESERVADO 
PARA LA ETIQUETA
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Take good care of yourself

NoYes

Inclusion

Exclusion

Modifi cacion

Yes No

0 No Yes1A 6-m Q M U



Insured persons  (Indicate code for each person for their sex and relationship)

Relationship Sex

Holder Male FemaleDaughterSpouse FatherSon Mother Other0 H M1 2 3 4 5 7

1) Surname Name

Sex Relationship DOB ID Nº Nationality Code

Day Month Year
Profession 

2) Surname Name

Sex Relationship DOB ID Nº Nationality Code

Day Month Year
Profession 

3) Surname Name

Sex Relationship DOB ID Nº Nationality Code

Day Month Year
Profession 

4) Surname Name

Sex Relationship DOB ID Nº Nationality Code

Day Month Year
Profession 

5) Surname Name

Sex Relationship DOB ID Nº Nationality Code

Day Month Year
Profession 

6) Surname Name

Sex Relationship DOB ID Nº Nationality Code

Day Month Year
Profession 

7) Surname Name

Sex Relationship DOB ID Nº Nationality Code

Day Month Year
Profession 

8) Surname Name

Sex Relationship DOB ID Nº Nationality Code

Day Month Year
Profession 



All pages must be completed in full. Include ailments, illnesses or consequences 
of accidents that you consider unimportant. Hyphens and crosses are not valid responses. 
If you need additional space include an extra sheet stating your name, the date and 
your signature.

Policy holder ID Nº

Datos personales del asegurado/asegurados

Order as expressed on page 2 of the application form

                     Insured Person 1 2 3 4 5 6 7 8 

Weight (kg)/ height (cm) / / / / / / / /

Consumption of tobacco (T), alcohol (A)  T A D  T A D T A D  T A D  T A D T A D T A D T A D
and/or drugs (D) (circle as appropriate .................. .................. .................. .................. .................. .................. .................. ..................
and state type and quantity) .................. .................. .................. .................. .................. .................. .................. .................

Dioptres (right eye/left eye) / / / / / / / /

Health questionnaire

If you answer yes to any of the following questions, please complete the corresponding line in the table below giving full details. (state 
clearly the insured person concerned in each case)

1. Do you have, or have you had, any kind of illness, accident, congenital defect,  Yes No
 hereditary family illness, painful joints, or any symptoms or severe pain? 
 (Give full answer)

2.  Have you received, are you receiving, or are you about to receive any kind  Yes No
 of surgical, medical, pharmaceutical, rehabilitating or dietetic treatment 
 (eg. hypertension diet)?(state treatment, cause and dates) 

3.  Have you ever been, or are about to be, admitted to hospital?  Yes No
 (state type of test, motive, result and date) 

4.  Have you had, or are you about to have, any diagnostic tests?  Yes No
 (state type of test, motive, result and date)

Table of full medical details declared:

 INS . PER./Q Nº DATE START/END ORIGIN LOCATION TREATMENT TESTS AND RESULTS  CURRENT SITUATION

 EXAMPLE 2005 Back pains from Back Anti-infl ammatory drugs  TAC. Small slipped  Nothing, few back pains
   moving house  and rehabilitation disc 

 /

 /

 /

 /

 /

 /

 /

 /

 /

 /

 /

 

HEALTH DECLARATION

SPACE RESERVED  
FOR LABEL 



Preliminary clause

This contract is subject to Insurance Contract Law 50/1980 dated October 8. The control of the activities of the insurance company DKV 
Seguros y Reaseguros S.A.E. (henceforth  DKV Seguros) situated at Torre DKV, Avda. María Zambrano 31, 50018 Zaragoza corresponds to 
the Kingdom of Spain, and in particular to the Ministry of Economy via the General Directorate of Insurance and Pension Funds.

The Application, Health Declaration, the separate General, Particular and Special Conditions and the related Supplements or Appendices 
are integral parts of the contract. The transcriptions or references to legal precepts require no acceptance.

For the resolution of any confl icts that may arise with DKV Seguros, the policy holders of the insurance policy, benefi ciaries, affected third 
parties or representatives of any of these, can make their complaint in the following ways: 

 > Visiting any of DKV Seguros’ offi ces or sending the complaint by mail or fax to the Clients’ Attention Service at the address: Torre 
DKV, Avda. María Zambrano, 31, (50018 Zaragoza), telephone 902 499 499 - 913 438 596 - 934 797 539, fax 976 28 91 35, or via 
e-mail by sending it to: defensacliente@dkvseguros.es. The client can select the way and address to which he would like the reply 
to be sent. The complaint will be answered in writing within two months. The Regulations of DKV Seguros Clients’ Attention 
Service are available from DKV Seguros’ offi ces.

 > Once this term has lapsed and if the client is not fully satisfi ed with the proposed solution, he may visit the Commissioner for 
the Defence of Clients of Financial Services, situated at Pº. de la Castellana 44, (28046 Madrid), where on showing the previous 
procedure made to DKV Seguros, he will be able to make an offi cial  appeal.

 > In addition to the described complaints procedures, the client may also bring a legal claim before the corresponding Courts.

Protection of personal data 

The policy holder declares that he is aware, in an expressed and precise way, of the existence of a fi le belonging to DKV Seguros. This fi le 
comprises personal data for processing (including health data) provided in the health application and, where applicable, that of reports or 
medical examinations, besides that obtained during the validity of the contract in order to fulfi l its objectives.

The personal data will be processed for the following purposes:

a) For administrative purposes of the activities of the insurance company. This administration represents, among other functions, those 
 of the evaluation and limitation of the risk, the claims procedure, the payment of the premium, the payment of benefi ts, the
 administration of preventive plans and health promotion and additional services to the policy. To do so, personal data may be given 
 to those providing insurance services, to the co-insurer and/or re-insurer of the risk, to the mediator that intermediates in the negotiation
 of the insurance contract and to the fi nancial entities through which payments for the premiums and the compensation must be made
 Similarly, for statistical purposes or for fi ghting against fraud, personal data may be made available to insurance companies that form
 part of the DKV Seguros and also to fi les linked to the insurance sector.

b) To inform clients about products, preventive plans and promotion of health and services. To do so, personal data may be made available
 to other companies that form part of the DKV Seguros and /or to other companies linked to DKV Seguros, or which collaborate with
 them in the promotion and marketing of products and services that may be of the client’s interest.

The policy holder is obliged to inform the other insured persons and benefi ciaries that their personal data has been collected for processing 
by DKV Seguros.

To exercise your rights to access, modify, cancel or oppose your personal data, you should contact DKV Seguros (Departamento Legal),  
Apartado  de Correos 8021 (50018 Zaragoza) or via e-mail on arco@dkvseguros.es.

Authorisation of access to health information

Henceforth and during the validity of the contract, the insured persons authorise DKV Seguros, with the aim of evaluating, defi ning, 
updating and administering the risk, anticipate the illness and promote health, to check the data necessary regarding their state of health, 
from present or past insurance contracts, and medical reports provided by professionals and health care centres that they have attended.

Similarly, according to Articles 16.3 and 18 of the Law of Insurance Contracts during the validity of the contract, the insured persons 
authorise the medical services of DKV Seguros to collect, directly from professionals, data or medical information, with the sole purpose 
of negotiating, settling and auditing the insurance contract.  Health care professionals that have examined, advised and treated the 
insured persons are specifi cally released from their professional code of secrecy and are authorised to provide DKV Seguros with precise 
information, even when the insured persons have died.

Ratifi cation and closing of the insurance contract

By means of his signature, the policy holder ratifi es and expresses his conformity with all the statements given in the insurance application 
whose content he is aware of, understands and accepts. He also recognises having received the relative preliminary information for the 
particular nature of the insurance policy. The policy holder ratifi es, particularly, the clauses relating to the treatment and protection of 
personal data and authorisation of access to health information, confi rms the state of health of the insured persons -stated although not 
having been supplied personally by himself- and declares that neither concealment nor circumstances exist that can infl uence the evaluation 
of the risk covered by DKV Seguros or the rejection of the coverage requested.

In addition, he declares that he is aware that DKV will not cover any service derived from or related to health states prior to the contracting 
of the policy that are not refl ected in the health declaration. 

 , of 201 Policy holder’s signature

PRELIMINARY INFORMATION FOR THE POLICY HOLDER



Dental health questionnaire (only for Top Health and Residentes).

If you answer yes to any of the following questions, please complete the table below.

1. When did the patient receive his last dental treatment? What was it for?

 Date Motive

Insured person nº 1

Insured person nº 2

Insured person nº 3

Insured person nº 4

Insured person nº 5

Insured person nº 6

Insured person nº 7

Insured person nº 8

2. Has the patient received, in the last 3 years, regular preventative check-ups? Please indicate treatment.

 Yes No

Insured person nº 1

Insured person nº 1

Insured person nº 1

Insured person nº 1

Insured person nº 1

Insured person nº 1

Insured person nº 1

Insured person nº 1

3. Are you waiting to receive, or have planned to receive any dental treatment. What kind of treatment?

 Yes No

Insured person nº 1

Insured person nº 2

Insured person nº 3

Insured person nº 4

Insured person nº 5

Insured person nº 6

Insured person nº 7

Insured person nº 8

Present dental state (table of numbered teeth and references to damage)

A = missing

B = damaged or imperfect

C = replaced or repaired

SPACE RESERVED  
FOR LABEL

 Nº insured person 1 2 3 4 5 6 7 8 

 Tooth/damage / / / / / / / /

  / / / / / / / /

  / / / / / / / /

  / / / / / / / /

  / / / / / / / /

  / / / / / / / /

The policy holder/insured person declares that the data supplied regarding the insured persons’ state of health is truthful and that no 
concealment or circumstances exists that may affect the calculation of the risk covered by the company or the rejection of the coverage 
requested. 

Signed in on 20 Policy holder’s signature

Upper left 
maxiliar

Lower left 
maxiliar

Upper right 
maxiliar

Lower right 
maxiliar


