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Right of transfer to individual insurance 
 
Insured persons resident in Switzerland are 
entitled to switch to individual insurance when 
they leave the group of insured persons or if the 
contract is cancelled. 
The insurance company grants coverage up to 
the amount of benefits insured to date, without 
any health examination, to such persons 
switching to individual insurance, in accordance 
with the conditions and rates valid in individual 
insurance. The state of health and the age upon 
entry in the group health insurance for daily 
allowance are decisive. 

  
There is no such right of transfer 

 in the case of a change of job and 
transfer to a daily allowance health 
insurance with the new employer ; 

 if the group daily allowance health 
insurance is placed with a new insurer 
and this insurer is obliged to maintain 
the same level of insurance coverage ; 

 for employees who have reached AHV 
retirement age. 

 
This right of transfer lapses three months after the 
person concerned has left the group of insureds 
or the contract has been cancelled. 
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Group health insurance for daily allowance 
 
 
Confirmation 
I hereby confirm that I have, upon termination of employment, been informed in writing on the right of switching to 
individual insurance. 
 
Surname 
___________________________________________________________________________________________________________________________________________________________________________________________________________ 
 
First name 
___________________________________________________________________________________________________________________________________________________________________________________________________________ 
 
Date 
___________________________________________________________________________________________________________________________________________________________________________________________________________ 
 
Signature 
___________________________________________________________________________________________________________________________________________________________________________________________________________ 
 
Name of insured company 
___________________________________________________________________________________________________________________________________________________________________________________________________________ 

 

Copy for the employee 

Copy for the company 


