
∫À¶ƒπ∞∫∏ ¢∏ª√∫ƒ∞∆π∞
À¶√Àƒ°∂π√ ∂ƒ°∞™π∞™ ∫∞π ∫√π¡ø¡π∫ø¡ ∞™º∞§π™∂ø¡

√ ¶∂ƒπ ∫√π¡ø¡π∫ø¡ ∞™º∞§π™∂ø¡ ¡√ª√™

∞Ι∆∏™∏ °Ι∞ ∂¶Ι¢√ª∞ ∞™£∂¡∂Ι∞™ (APPLICATION FOR SICKNESS BENEFIT)
¶ƒ√™√Ã∏ (ATTENTION):

1. ¶ÚÈÓ Û˘ÌÏËÚÒÛÂÙÂ ÙËÓ ·›ÙËÛË ·˘Ù‹, ‰È·‚¿ÛÙÂ ÚÔÛÂÎÙÈÎ¿ ÙÈ˜ ÏËÚÔÊÔÚ›Â˜/Ô‰ËÁ›Â˜ Ô˘ ·Ó·ÁÚ¿ÊÔÓÙ·È ÛÙÔ ›Ûˆ Ì¤ÚÔ˜ ÙË˜ ·›ÙËÛË˜.
Before you fill this application, read carefully the information/instructions written on the back.

2. ¶ÚfiÛˆÔ Ô˘ ÛÂ ÁÓÒÛË ÙÔ˘ ÚÔ‚·›ÓÂÈ ÛÂ „Â˘‰‹ ‰‹ÏˆÛË ‹ „Â˘‰Â›˜ ·Ú·ÛÙ¿ÛÂÈ˜ ÌÂ ÛÎÔfi Ó· ÂÍ·ÛÊ·Ï›ÛÂÈ Â›‰ÔÌ· ÁÈ· ÙÔÓ Â·˘Ùfi ÙÔ˘
‹ ÁÈ· ¿ÏÏÔ ÚfiÛˆÔ, ˘fiÎÂÈÙ·È ÛÂ ÔÈÓÈÎ‹ ‰›ˆÍË.
Any person who intentionally makes a false statement or false claims in order to secure a benefit either for him or for another
person, is subject to criminal prosecution.

À¶∏ƒ∂™π∂™ ∫√π¡ø¡π∫ø¡ ∞™º∞§π™∂ø¡
1465 §∂À∫ø™π∞

™ºƒ∞° π¢∞

ª∂ƒ√™ Ι (PART I) – ™∆√ΙÃ∂Ι∞ ∞Ι∆∏∆∏/∞Ι∆∏∆ƒΙ∞™ (APPLICANT’S INFORMATION)
√ÓÔÌ·ÙÂÒÓ˘ÌÔ (Name and Surname): ............................................................................................................................................

∏ÌÂÚÔÌËÓ›· °¤ÓÓËÛË˜: .................................... ∞Ú. ∆·˘ÙfiÙËÙ·˜: .................................... ∞Ú. ∞ÛÊ·Ï›ÛÂ ˜̂: ...................................
Date of Birth                                                        ID Number                                               Social Insurance No

∞Ú. ∂ÁÁÚ·Ê‹  ̃∞ÏÏÔ‰·Ô‡ (Aliens Number): .......................................  ∞Ú. ¢È·‚·ÙËÚ›Ô  ̆(Passport No): ..........................................

º‡ÏÔ (Sex):    ÕÚÚÂÓ  (Male)             £‹Ï˘ (Female)

√ÈÎÔÁÂÓÂÈ·Î‹ Î·Ù¿ÛÙ·ÛË (family’s condition):

∏ÌÂÚÔÌËÓ›· °¿ÌÔ˘ (Date of Marriage): .............................................................................................................................................

¢ÈÂ‡ı˘ÓÛË (Address): √‰fi˜/∞ÚÈıÌfi˜ (Street/Number): .....................................................................................................................

∂ÓÔÚ›·/ÃˆÚÈfi (Parish/Village): ................................... ∂·Ú¯›· (District): ...................................... ∆·¯. ∫Ò‰. (Postal Code): .............

∆ËÏ. (Phone No): .................................. º·Í (Fax No): .................................. ÀËÎÔfiÙËÙ· (Citizenship): ........................................

∞Ó ¤¯ÂÙÂ ·ÛÊ¿ÏÈÛË ÛÂ ™¯¤‰ÈÔ ∫ÔÈÓˆÓÈÎ‹˜ ∞ÛÊ¿ÏÈÛË˜ ¿ÏÏË˜ ¯ÒÚ·  ̃‰ËÏÒÛÙÂ (If you are insured in another country please state):

(·) ÙË ¯ÒÚ·: ........................................... (‚) ·Ú. ÂÁÁÚ·Ê‹˜: ............................... (Á) ·fi: .......................... Ì¤¯ÚÈ: ..........................
      the country                                                  registration No                                           from                              till

(·) ÙË ¯ÒÚ·: ........................................... (‚) ·Ú. ÂÁÁÚ·Ê‹˜: ............................... (Á) ·fi: .......................... Ì¤¯ÚÈ: ..........................
      the country                                                  registration No                                           from                              till

ŸÓÔÌ· ™˘˙‡ÁÔ˘ (Husband’s/Wife’s name): ........................................................................................................................................

∏ÌÂÚÔÌËÓ›· °¤ÓÓËÛË˜: ........................................ ∞Ú. ∆·˘ÙfiÙËÙ·˜: ................................. ∞Ú. ∞ÛÊ·Ï›ÛÂˆ˜: ..................................
Date of Birth                                                                ID Number                                                Social Insurance No

∞Ú. ∂ÁÁÚ·Ê‹  ̃∞ÏÏÔ‰·Ô‡ (Aliens Number): .......................................  ∞Ú. ¢È·‚·ÙËÚ›Ô  ̆(Passport No): ..........................................

ÕÁ·ÌÔ˜(Ë)
Single

ŒÁÁ·ÌÔ˜(Ë)
Married

¢È·˙Â˘ÁÌ¤ÓÔ˜(Ë)
Divorced

™Â ‰È¿ÛÙ·ÛË
Separated

ª∂ƒ√™ ΙΙΙ (PART III) – ™∆√ΙÃ∂Ι∞ ∞¶∞™Ã√§∏™∏™ (∂MPLOYMENT INFORMATION)
1. ∂¿ÁÁÂÏÌ· (Ï‹ÚË˜ ÂÚÈÁÚ·Ê‹): ................................................................................................................................................

Profession (full description)

2. ¢ËÏÒÛÙÂ ·Ó Â›ÛÙÂ ÌÈÛıˆÙfi˜ ‹ ·˘ÙÔÙÂÏÒ˜ ÂÚÁ·˙fiÌÂÓÔ˜ (State whether you are employed or self-employed): .........................

3. ¢ÈÂ‡ı˘ÓÛË ··Û¯fiÏËÛË˜ (Employment address): √‰fi˜/∞ÚÈıÌfi˜ (Street/Number): ....................................................................

∂ÓÔÚ›·/ÃˆÚÈfi (Parish/Village): ................................ ∂·Ú¯›· (District): ................................... ∆·¯. ∫Ò‰. (Postal Code): .............

∆ËÏ. (Phone No.): .................................................................. º·Í (Fax No.): ..............................................................................

4. HÌÂÚÔÌËÓ›· ¤Ó·ÚÍË˜ ·ÓÈÎ·ÓfiÙËÙ·˜ ÁÈ· ÂÚÁ·Û›· (Date from which you were unable to work): ...................................................

5. HÌÂÚÔÌËÓ›· ‰È·ÎÔ‹˜ ÙË˜ ··Û¯fiÏËÛË˜ (Date of the employment suspension): .......................................................................

ª∂ƒ√™ ΙΙ – ™∆√ΙÃ∂Ι∞ ∂•∞ƒ∆øª∂¡ø¡ ∆√À ∞Ι∆∏∆∏ °Ι∞ ∆∞ √¶√Ι∞ ∞¶∞Ι∆∂Ι∆∞Ι ∞À•∏™∏ ∂¶Ι¢√ª∞∆√™
PART II – INFORMATION FOR THE APPLICANT’S DEPENDANTS FOR WHOM A RAISE OF BENEFIT IS CLAIMED

√ Ó Ô Ì · Ù Â  Ò Ó ˘ Ì Ô
N a m e  a n d  S u r n a m e

∞ÚÈıÌfi˜ ∆·˘ÙfiÙËÙ·˜/
∞Ú. ∂ÁÁÚ. ∞ÏÏÔ‰·Ô‡
ID No./Alien Reg. No.

∏ÌÂÚÔÌËÓ›·
°¤ÓÓËÛË˜

Date of Birth

º‡ÏÔ
Sex

™˘ÁÁ¤ÓÂÈ·
Relationship

Ã‹ÚÔ˜(·)
Widow

(This is a guidance Form. You should fill and submit the application which is in greek)



6. ∏ ·ÓÈÎ·ÓfiÙËÙ· Û·˜ ÚÔÎÏ‹ıËÎÂ ·fi ·Ù‡¯ËÌ·: ¡∞π / √Ãπ. ∞Ó “¡∞π”, Ó· ·Ó·Ê¤ÚÂÙÂ ÙËÓ ËÌÂÚÔÌËÓ›·, ÙËÓ ÒÚ· ÙÔ˘ ·Ù˘¯‹Ì·ÙÔ˜
Î·È ˆ˜ ÚÔÎÏ‹ıËÎÂ ÙÔ ·Ù‡¯ËÌ· (Your inability was due to an accident: YES/NO. If “YES” please state the date, the time and

how the accident was caused ........................................................................................................................................................

.......................................................................................................................................................................................................

.......................................................................................................................................................................................................

ª∂ƒ√™ IV  (PART IV) – ™Àª¶§∏ƒø¡∂∆∞Ι ∞¶√ ∆√¡ ∂ƒ°√¢√∆∏ (TO BE FILLED BY THE EMPLOYER)
(√È ÏËÚÔÊÔÚ›Â˜ ·Ú¤¯ÔÓÙ·È ·fi ÙÔÓ ÂÚÁÔ‰fiÙË, ·Ó Ô ·ÈÙËÙ‹˜ ‹Ù·Ó ÌÈÛıˆÙfi˜ Î·Ù¿ ÙËÓ ËÌ¤Ú· Ô˘ ¿Ú¯ÈÛÂ Ë ·ÓÈÎ·ÓfiÙËÙ¿ ÙÔ˘ ÁÈ· ÂÚÁ·Û›·) – (if the applicant was employed the day that his inability start)

1. ŸÓÔÌ· ÂÚÁÔ‰fiÙË: ................................................................................................................... ∞Ú. ªËÙÚÒÔ˘: .............................
Name of employer                                                                                                                    Register No

2. ¢ÈÂ‡ı˘ÓÛË ÂÚÁÔ‰fiÙË: ............................................................................... ∆ËÏ.: ................................ º·Í: ................................
Employer’s address                                                                                     Phone No                          Fax No

3. ∞ÔÏ·‚¤˜ ÙÔ˘ ·ÈÙËÙ‹ ÚÈÓ ·fi ÙË ‰È·ÎÔ‹ ÙË˜ ÂÚÁ·Û›·˜ ÙÔ˘ ÏfiÁˆ ·ÓÈÎ·ÓfiÙËÙ·˜: €........................ ÙËÓ Â‚‰ÔÌ¿‰·/ÙÔ Ì‹Ó·.
Applicant’s salary before the suspension of employment due to inability                                                 per week/per month

4. ¶ÏËÚÒÓÂÙÂ ÛÙÔÓ ·ÈÙËÙ‹ ÔÔÈÔ‰‹ÔÙÂ ÔÛfi Î·Ù¿ ÙË ‰È¿ÚÎÂÈ· ÙË˜ ·ÓÈÎ·ÓfiÙËÙ¿˜ ÙÔ˘: ¡∞π / √Ãπ
Do you pay any amount to the applicant during his inability: YES/NO

∞Ó “¡∞π” ·Ó·Ê¤ÚÂÙÂ (If “YES”):

(·) ¶Ï‹ÚÂÈ˜ ·ÔÏ·‚¤  ̃(Full salary): ÂÚ›Ô‰Ô˜ (periord) ·fi (from) ...................................... Ì¤¯ÚÈ (to) .....................................

(‚) ∞ÔÏ·‚¤˜ ÌÂ›ÔÓ ÙÔ Â›‰ÔÌ· (Salary minus benefit):  ÂÚ›Ô‰Ô˜ (periord) ·fi (from) ......................... Ì¤¯ÚÈ (to) ........................

(Á) ªÂÈˆÌ¤ÓÂ˜ ·ÔÏ·‚¤  ̃(Reduce salary): ÔÛfi (amount) €............................. ÙËÓ Â‚‰ÔÌ¿‰·/ÙÔ Ì‹Ó· (per week/per month)

ÂÚ›Ô‰Ô˜ (period) ·fi (from) ............................................................... Ì¤¯ÚÈ (to) .................................................................

∏ÌÂÚÔÌËÓ›· (Date): ............................................    ÀÔÁÚ·Ê‹ ÂÚÁÔ‰fiÙË (Employer’s signature): ...................................................

ª∂ƒ√™ V (PART V) – ™Àª¶§∏ƒø¡∂∆∞Ι ∞¡ √ ∞Ι∆∏∆∏™ ∂Ι¡∞Ι ∞À∆√∆∂§ø™ ∂ƒ°∞∑√ª∂¡√ ¶ƒ√™ø¶√ (TO BE FILLED IF THE APPLICANT IS SELF EMPLOYED)
∞Ó ¤¯ÂÙÂ ÓÔÛËÏÂ˘ÙÂ› ÛÂ ÓÔÛÔÎÔÌÂ›Ô ‹ ÎÏÈÓÈÎ‹ ·Ó·Ê¤ÚÂÙÂ (πf you have been treated in a hospital or a clinic state):

(·) ŸÓÔÌ· Î·È ‰ÈÂ‡ı˘ÓÛË ÓÔÛÔÎÔÌÂ›Ô˘/ÎÏÈÓÈÎ‹˜ (Name and address of hospital/clinic): ..................................................................

............................................................................. ∆ËÏ. (Phone No): .................................. º·Í (Fax No): .................................

(‚) ¶ÂÚ›Ô‰Ô˜ ÓÔÛËÏÂ›·˜ (Treatment period): ·fi (from) ................................................ Ì¤¯ÚÈ (to) .................................................

ª∂ƒ√™ VΙ (PART VI) – ∞¶∞™Ã√§∏™∏ ™À∑À°√À (SPOUSE OCCUPATION)
¢ËÏÒÛÙÂ Î·Ù¿ fiÛÔ Ô/Ë Û‡˙̆ ÁÔ˜ ÂÚÁ¿˙ÂÙ·È: ¡∞π / √Ãπ (State whether your spouse works: YES / NO)

ª∂ƒ√™ VΙΙ (PART VII) – ∞Ι∆∏™∏ ∫∞Ι ¢∏§ø™∏ (CLAIM AND STATEMENT)
∞·ÈÙÒ Â›‰ÔÌ· ·ÛıÂÓÂ›·˜ ÁÈ· ÙËÓ ÂÚ›Ô‰Ô ·fi ................................................ Ì¤¯ÚÈ ............................................... Î·È ‰ËÏÒÓˆ
I am claiming for a sickness benefit for the period from                                          to                                                     and I declare

fiÙÈ ÙËÓ ÂÚ›Ô‰Ô ·˘Ù‹ ‰ÂÓ ÂÚÁ¿ÛÙËÎ· Î·È fiÙÈ ÔÈ ÏËÚÔÊÔÚ›Â˜ Ô˘ Â›Ó·È Î·Ù·¯ˆÚËÌ¤ÓÂ˜ ÛÙÔ ¤ÓÙ˘Ô ·˘Ùfi Â›Ó·È ·ÏËıÂ›˜.
that during this period I have not been working and that the information registered on this application are true.

* ∂Í·ÎÔÏÔ˘ıÒ Ó· Â›Ì·È ·Ó›Î·ÓÔ˜ ÁÈ· ÂÚÁ·Û›· / Í·Ó¿Ú¯ÈÛ· ÂÚÁ·Û›· ·fi: ........................................................................................
I am still unable to work/I started working since

°È· ÛÎÔÔ‡˜ ÂÍ¤Ù·ÛË˜ ÙË˜ ·›ÙËÛ‹˜ ÌÔ˘, ÔÈ ÀËÚÂÛ›Â˜ ∫ÔÈÓˆÓÈÎÒÓ ∞ÛÊ·Ï›ÛÂˆÓ Â›Ó·È ‰˘Ó·Ùfi Ó· Û˘ÏÏ¤ÁÔ˘Ó ‰Â‰ÔÌ¤Ó· ·fi ÙÚ›ÙÔ˘˜ Ô˘ Â›Ó·È Û¯ÂÙÈÎ¿
ÌÂ ÙÔ ·ÓÙÈÎÂ›ÌÂÓÔ ÙË˜ ·›ÙËÛË˜. ¶·Ú¿ÏÏËÏ· ÔÈ ÀËÚÂÛ›Â˜ ÌÔÚÔ‡Ó Ó· ÎÔÈÓÔÔÈÔ‡Ó ÚÔÛˆÈÎ¿ ÌÔ˘ ‰Â‰ÔÌ¤Ó· ÛÂ ¿ÏÏÂ˜ ˘ËÚÂÛ›Â˜, Û‡ÌÊˆÓ· ÌÂ ÙÈ˜
ÚfiÓÔÈÂ˜ ÙÔ˘ ÂÚ› ∂ÂÍÂÚÁ·Û›·˜ ¢Â‰ÔÌ¤ÓˆÓ ¶ÚÔÛˆÈÎÔ‡ Ã·Ú·ÎÙ‹Ú· (¶ÚÔÛÙ·Û›· ÙÔ˘ ∞ÙfiÌÔ˘) ¡fiÌÔ˘ ÙÔ˘ 2001.

For examination purposes, the Social Insurance Services may collect data from a third party, concerning the application object. Furthermore, the SIS may
give my personal data in other services according to the Processing of Personal Data (Protection of Individuals) Law 2001.

∏ÌÂÚÔÌËÓ›· (Date): ....................................  ÀÔÁÚ·Ê‹ ·ÈÙËÙ‹/·ÈÙ‹ÙÚÈ·˜ (Applicant’s Signature): ..................................................
—————————————————————————————————————————————————————————
* ¢È·ÁÚ¿ÊÂÙ·È ·Ó¿ÏÔÁ· ÌÂ ÙËÓ ÂÚ›ÙˆÛË (To be deleted depending to the case)

¶§∏ƒ√º√ƒΙ∂™/√¢∏°Ι∂™ (INFORMATION/GUIDELINES)
1. ∏ ·›ÙËÛË ·˘Ù‹ Ú¤ÂÈ Ó· ˘Ô‚ÏËıÂ› ÙÔ ·ÚÁfiÙÂÚÔ Ì¤Û· ÛÂ ∂π∫√™π ªπ∞ ∏ª∂ƒ∂™ ·fi ÙËÓ ËÌ¤Ú· Ô˘ ··ÈÙÂ›Ù·È ÙÔ Â›‰ÔÌ·.
2. ª·˙› ÌÂ ÙËÓ ·›ÙËÛË Ú¤ÂÈ Ó· ˘Ô‚ÏËıÔ‡Ó Ù· ·ÎfiÏÔ˘ı·:

(·) π·ÙÚÈÎfi ÈÛÙÔÔÈËÙÈÎfi ÛÙÔ ÔÔ›Ô Ó· Î·ıÔÚ›˙ÂÙ·È Ë Ê‡ÛË Î·È Ë ‰È¿ÚÎÂÈ· ÙË˜ ·ÓÈÎ·ÓfiÙËÙ·˜ ÁÈ· ÂÚÁ·Û›·.
(‚) ¶ÈÛÙÔÔÈËÙÈÎfi ÊÔ›ÙËÛË˜ ÁÈ· Î¿ıÂ ¿Á·ÌÔ ÂÍ·ÚÙÒÌÂÓÔ ·È‰› ÙÔ˘ ·ÈÙËÙ‹ ËÏÈÎ›·˜ ÌÂÙ·Í‡ 15 Î·È 23 ¯ÚfiÓˆÓ ·Ó Â›Ó·È ÎfiÚË ‹ ÌÂÙ·Í‡ 15 Î·È 25

¯ÚfiÓˆÓ ·Ó Â›Ó·È ÁÈÔ˜.
(Á) ¶ÈÛÙÔÔÈËÙÈÎfi ˘ËÚÂÛ›·˜ ÁÈ· Î¿ıÂ ¿Á·ÌÔ ÁÈÔ ËÏÈÎ›·˜ Ì¤¯ÚÈ 25 ¯ÚfiÓˆÓ Ô˘ ˘ËÚÂÙÂ› ÙË ıËÙÂ›· ÙÔ˘ ÛÙËÓ ∂ıÓÈÎ‹ ºÚÔ˘Ú¿.
(‰) π·ÙÚÈÎfi ÈÛÙÔÔÈËÙÈÎfi ÁÈ· ·Ó¿ËÚÔ ¿Á·ÌÔ ·È‰› ¤Ú·Ó ÙˆÓ 15 ¯ÚfiÓˆÓ Ô˘ Â›Ó·È ÌfiÓÈÌ· ·Ó›Î·ÓÔ ÁÈ· ÂÚÁ·Û›· Î·È Û˘ÓÙËÚÂ›Ù·È ·fi ÙÔÓ ·ÈÙËÙ‹.
(Â) ¶ÈÛÙÔÔÈËÙÈÎfi Á¤ÓÓËÛË˜ ÁÈ· Î¿ıÂ ÂÍ·ÚÙÒÌÂÓÔ ·È‰› ·Ó Ë ·›ÙËÛË ˘Ô‚¿ÏÏÂÙ·È ÁÈ· ÚÒÙË ÊÔÚ¿.

1. The application must be submitted within twenty one days from the date which the benefit is claimed.
2. Together with the application, the following should be submit)

(a) A Medical Certificate specifying the nature and the duration of the work inability.
(b) A School Attendance certificate for each dependant single child. For girls aged between 15-23 years old. For boys, aged between 15-25 years old.
(c) A Military service certificate for each single dependant son, up to 25 years old, doing his service in the National Guard.
(d) A medical certificate for a disable, single child over 15 years old who is permanently incapable of working and is supported from the applicant.
(e) A Birth certificate for each dependant child if the application is submitted for the first time.

(ŒÓÙ˘Ô À.∫.∞. 3–008)


