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MEDIHELP
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CLAIM FORM

Important Notes

«To assist us in processing your claim effi ciently and speedily, please complete this form
fully, clearly and legibly.

« Please complete Sections A, B, C, Dand E.

- The attending doctor should complete Section B.

« All claims should be submitted within 6 months from the starting date of the treatment.
- Please attach all original bills, retaining photocopies for your personal reference.

« A separate claim form should be used for each patient and each medical condition.

« Processing of your claim may be delayed if the information provided is incomplete.

SecTioN A
PATiENT DETAILS

Title Mr./ Mrs./ Ms.

Name & Surname:

Policy Number:

Date of Birth:

Adresss:

Postcode:
(if applicable)

Country:

Telephone:

E-mail:
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SecTioN B
MebpicAL DETAILS

all section must be completed by the doctor in overall charge of the patient’s treatment

Medical Practitioner’s details:

Name:

Adress:

Qualifications:

Diagnosis:

Onset date when symptoms firs noticed by patient:

When did the patient first see a doctor?

Details of treatment:

Details of operation:

Details of medication:

Hospital dates: Admission date: Discharge date:

Name and address of admiting hospital: Reference number:

Name:

Adress:

Telephone:

Fax:

Email:
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SecTion C
CAsH BENEFIT

The hospital should complete this section if you have stayed in hospital overnight without charge, and your plan includes a

Cash Benefit. PP :
| confirm that form here: :
. . : . 1 (o]
was in hospital frc;zn hos pita\ needs 10 stampP this clam
: The

and this hospital did not charge for accommodation

Section D
PAYMENT DETAILS

Who would you like us to pay? (please tick one only) Doctor / hospital O Main member O Patient O

Payment by Electronic Funds Transfer to a bank account
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’ SWIFT / BIC code *: } }

’ Sort code (UK only):

’ Account number / IBAN:

’ Account name / payee:

’ Currency for the transfer:
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*In order to process your payment as quickly and securely as possible, we strongly recommend that you provide both your IBAN and the
SWIFT code of your bank branch. Your bank will be able to provide you with this information if necessary.

We recommend that bank transfers are made in the currency of your bank account. If you have asked us to pay the provider, and an annual deductible applies to your cover, the
deductible will be collected using your direct debit or credit card.

SecTioN E
DECLARATION

I/We confirm the facts stated on this form to be true and accurate to the best of my / our knowledge. I/We give authority
to the insurers or their representatives to contact my/our Medical practitioners for any additional information required in
connection with this claim.

Signed
Date
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