CAISSES SOCIALES DE MONACO

CERTIFICATE OF ABSENCE
for the payment of daily allowances

To be completed by the employer

The undersigned employer: Ne°
certifies that Mr/Ms Registration N°
stopped work on / / due to:
|_ returned to work on / / |_ Has not returned to work
The salaries (one-off bonuses included) and employment corresponding If the employer has requested the
to the periods prior to the work interruption amount to: direct payment of the daily
allowances amount
Month Salary Hours Recipient N°

e in the previous month

e during the month the employee stopped work

The employer also certifies that this interruption ... (*)related to an accident, which
occurred at work or the journey between the place of work and home.

Drawn up in Monaco, Signature and stamp of the employer

(*)to be completed by IS or IS NOT

To be completed by the insured

Number of dependent child(ren) in the household:

If the work interruption lasts for a period of less than 15 days, submit this certificate to the C.C.S.S. when
you return to work.

If the work interruption lasts for a period of more than 15 days, submit this certificate of absence to the
C.C.S.S. every two weeks and when you return to work.

"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 - 201908121461

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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