
APPLICATION FOR CASH BENEFITS 
(Self-employed workers) 
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ID number:  .................................................................................................................................................................................................... 

Surname:  ........................................................................................................................................................................................................ 

First Name:  ................................................................................................................................................................................................... 

Business address:  .....................................................................................................................................................................................

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

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

Home address:  ...........................................................................................................................................................................................

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

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

Date of full and effective work cessation:  ............................................................................................................................... 

Do you receive: 

- a retirement pension YES ☐  NO ☐ 

- a benefit payment under private insurance YES ☐  NO ☐ 
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Does your spouse have an occupational activity YES ☐  NO ☐ 

If yes, what:  .................................................................................................................................................................................................

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

Your spouse's ID number:  .................................................................................................................................................................. 

Annual earned income: .......................................................................................................................................................................... 

Name and address of their employer, or in the event of self-employment or a liberal profession, 

the place it is executed: 

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

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

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

I the undersigned,  .........................................................................................................................................................................................................  , 

swear on my honour that the information provided above is accurate. 

Drawn up in ....................................................  on  ...................................................... Signed 

"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 – 201908121666 

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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