Office Use Only:

+ medicash

A positive approach to health

Please write carefully using BLOCK CAPITALS in a BLACK BALLPOINT PEN. Please ensure that you complete the
claim form in full. Failure to do so may result in a delay in processing your claim. Please refer to your policy schedule
and table of benefits when claiming to see the benefits and limits applicable to your plan and level of cover.

Medicash Policy Number Title: Mr /Mrs/Miss / Ms / Other (Please state)

Surname Forename(s)

Address

Postcode Date of Birth E-mail

Telephone No. Mobile No.

Surname Forename(s) Date of Birth

Declaration
| hereby declare that the information given by me in relation to this claim is complete and accurate and | give my permission to Medicash to make any
reasonable enquiries that it deems necessary to validate this claim.

N NB: To protect all members, Medicash will take action
Slgnature Date against anyone who makes a dishonest or false claim.

to accept liability to pay a claim, termination of your policy
or legal action.

X Such actions could include, but are not limited to, refusal

Company Stamp

Company Name

Company No. Payroll / Pension / NI No.

Date of Last Payment

] Optical [] Diagnostic Tests Amount of Receipt

[ Dental [J Chiropody Amount of Receipt

[] Consultanc
Y Amount of Receipt

[] Other (please state) _
e.g Physiotherapy Amount of Receipt

Amount of Receipt

If the treatment was given whilst you were abroad, please enter the dates of travel.

Departure Date Intended Date of Return




Title: Mr/Mrs/Miss / Ms/ Other (Please state) Forename(s)

Surname Date of Birth

[] Inpatient [ Accident [ Maternity [] Daycase

Number of Nights

Name of Accompanying Adult

Admission Date(s) Discharge Date(s) Number of Nights

Admission Date Discharge Date Number of Nights

Has the patient been on home leave? Yes/No Has the patient been on home leave? Yes/No

From To From To

From To From To

Authorised Signature Authorised Signature

Position Position

Hospital Stamp Hospital Stamp

Child 1: Forename(s) Surname Date of Birth

Child 2: Forename(s) Surname Date of Birth

Checklist:

* Have you signed and dated the declaration?

* Included your membership humber?

* Attached the relevant receipts or certificates?

* Have the hospital completed Parts 4 and 5
if applicable or attached the confirmation?

» Have you had your form approved and stamped
by your HR or Payroll Department?

0lddv/65€aanN



