
Home Help / Home Care Statement  

 Insured person 

 Surname    Name   

   
 Client number     

 

 Information on person providing the help 
 Surname    Name   

   
 Address     

 

 Bill
 Month Year   Compensation per hour in CHF

   
 
 Note:   A fully completed form makes it easier for us to prepare the statement. Please provide a detailed description for 

each day. Thank you.
 
Date Home help 

(Please describe, e.g. cooking, 
laundry, cleaning, shopping, etc.)

Home care
(Please describe, e.g. getting 
dressed, personal hygiene, chan-
ging bandages, etc.)

Expenditure of time

DD.MM.YY
from

hh:mm
to

hh:mm h/min Total

Total hours / minutes

Total amount in CHF
  
For home help: The undersigned confirm that they are not close relatives oft he insured person.

 Amount received
 Place / date   Signature of person providing help

  

Please return to:
CSS, Leistungsprüfung, Postfach 2568, 6002 LuzernFo
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