
"In accordance with Law no. 1165, as amended, you have the right to access and amend the personal information relating to you. For more information on the processes implemented, 

you can consult the "Data Protection" section on the www.caisses-sociales.mc website." GA – 201908081269

CERTIFICATE OF EMPLOYMENT 
(to be completed by the insured) 

The undersigned insured person (name and first name):  .......................................................  ID number:  ............................................. 

Declares on their honor that on the date of treatment: 

  I have conducted my occupational activity with the employer(s):

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

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

I have interrupted my work on  ...........................................................................................................................................................................

for the following reason  ......................................................................................................................................................................................... 

(dismissal, redundancy, illness, maternity, unpaid leave, etc.) 

In both cases, give the number of hours worked during the month preceding the date of treatment ...................................... 

I receive compensation, allowance or pension for: 

(Please tick the box(es) that correspond to your situation) 

Unemployment Disability Retirement Workplace 
accident Other situation 

     

I hereby certify that the information provided on this statement is true and accurate. 

Drawn up in  ................................................  on ...................................................... Signed by the insured person

Service Prestations Médicales - 11, rue Louis Notari – 98000 MONACO 
Accueil : Bureaux n°10 et n°11 

Tél.: (+377) 93 15 44 18 – Fax : (+377) 93 50 60 34 -  prest-medicales@caisses-sociales.mc
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