
Membership Application
Personal Information

Yes, I would like to become a member of ZF BKK as of  __________________________.	  female   male   other

First Name	 Last Name	 Maiden Name

Date of Birth	 Place of Birth	 Country of Birth

Nationality Email Phone

Street / No.	 ZIP Code / City

Social Security Number

Family Coverage

I have children       yes   no

 My spouse / partner is insured with  ______________________________________

 Yes, I would like to include my family in my coverage at no additional cost (please send me the family questionnaire)

 Please apply for a Social Security number on my behalf
     (Please provide your place of birth and birth name)

My Status

 Employee

 Employee with Voluntary Insurance

 Apprentice

 I am on parental leave until _________________________

 Recipient of benefits from the Employment Agency 

     (Please attach your current approval notice.)

 Retiree

  (Please attach your current pension notice (including pension benefits).)

 Student

 Voluntarily Insured Person

 Self-Employed Person

 I am eligible for financial assistance

 Compulsory insurance   Voluntary insurance   Family insurance    Private insurance 

 Government-provided insurance abroad   Private insurance abroad

 There has been a change in status (see the back for more information)

For the past 12 months, I have had health insurance through:  ____________________________________ Name of health insurance provider

Arbeitgeber/-in

Company

Employed since

Street / No.

ZIP	

City

 I consent to ZF BKK and its long-term care insurance fund processing my contact information and other details and contacting me 
regarding benefits, premiums, and insurance matters, their own products, service improvements, and customer surveys.

Date and Signature

Your data will be processed in accordance with the provisions of the Social Code and to fulfill the legal obligations of our health insurance 
fund, and will be treated as strictly confidential. All information, statements, and notices also apply to our long-term care insurance fund. By 
signing this document, you consent to this. For more information on data protection—particularly regarding the protection of your rights, the 
legal basis (GDPR, BDSG, Social Security Codes) for processing, and our oversight—please visit http://www.zfbkk.de/datenschutz. 

You may revoke this consent at any time, in whole or in part, in writing to ZF BKK, 88043 Friedrichshafen, or via the online office. The legal 
basis is Article 6(1)(a) of the GDPR. Data will not be disclosed to third parties, except for the purposes stated and upon direct instruction. A
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The direct route to us — 
no detours at all.

Switching Made Easy – Here's How

If your professional or personal situation changes—for example, due to

	– a change in employer,
	– entering the workforce after graduation,
	– or receiving unemployment benefits

then you can switch to us immediately. The statutory 12-month commitment period does not apply.
The only important thing is that we must receive your membership application within 14 days of the start of your 
mandatory insurance coverage.

1
How to Sign Up for Membership
Choose your method:
	– online at online.zfbkk.de
	– by email to vertrieb@zfbkk.de
	– or by mail: 

ZF BKK
88043 Friedrichshafen

2
Receive a Certificate of Membership
Once we receive your statement, we will issue your membership certificate immediately.

3
Informing Employers
If you are an employee, please notify your HR department about the change in health insurance. 
We›ll take care of the rest.
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