
Department Place, Date 

Tel.: 

E-Mail: 

Dienstleistungszentrum Personal 
des Landes Schleswig-Holstein 
- Entgelt - 
Speckenbeker Weg 133 
24113 Kiel 

Processor No. Personnel No. 

Please enter or mark with a cross where appropriate  

To be filled out by the employee himself! 

Surname, Maiden name Gender (M or F) 

First name(s) (please underline the name you are known as) E-Mail:

Date of birth Place of birth Country of birth Nationality 

since when, if applicable 

Single Married 

  civil partnership 

Widowed  Devorced 

living apart 

Children (e.g. biological child, adopted child, stepchild, foster child, grandchild) 

Surname, first name(s), date of birth family law position 

Surname, first name(s), date of birth family law position 

Surname, first name(s), date of birth family law position 

Address

Street House number Add. Information 

Postcode, Place Country 

Bank Details (name of the bank) 

BIC IBAN

Health insurance details 

I was last insured with the following health insurance company: 

I was/am insured with the following private insurance company: 

I am entitled to financial assistance I am entitled to my own financial assistance 

I want to be insured with the following health insurance company (membership certification is included/will follow as soon as possible).*    

I have never been insured with a health insurance company to date and will not exercise my right to choose. 

I have the following social security number (a copy of my social security card is attached) 

My tax ID ref is: 

Main employer Additional employer Tax Class Tax examption

for dependate children  

Religion 

Tax examption  € monthly  € p. a. 

* I am aware that I must submit the membership certification within 14 days
after the start of the obligation to insure. 

Return a copy of this form to Human Resources after 
processing by the Dienstleistungszentrum Personal 

Signature of employee 

AP 202 - 05/2018

Extract Personnel  
documentation Wages division 
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