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Guidelines to making a claim...

1. This form is for use in respect of Plan P members only.
Other members should use one of the alternative hospital
claim forms.

HEALTHCARFE

2. Please complete the form fully and ensure that the bill is
securely attached to it. Failure to do this may lead to a delay
in the settlement of your claim.

3. Please do not send the bill to Vhi Healthcare without the
completed claim form.
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HISTORY OF ILLNESS

Name of Doctor first attended:
Address:
Date of first consultation:

Was this an Accident? Yes O No O

If yes, please give details:

Total amount of bill enclosed: €

I declare that the foregoing statements are true in every respect. | authorise the doctors / hospital concerned to supply all necessary information to Vhi Healthcare including, if requested, copies of my hospital /
medical records. | also authorise Vhi Healthcare to pay the appropriate benefits for services provided to the hospital and doctors concerned. I understand that details of these amounts will be included in my Vhi Healthcare
statement of payment, and | will contact Vhi Healthcare directly with any queries. Charges which are not eligible for benefit will remain my responsibility to settle directly with the hospital or doctors concerned.

Subscriber’s/member’s signature =
YOU MUST SIGN HERE
(PLEASE CHECK THAT YOU HAVE ENTERED YOUR MEMBERSHIP NUMBER)

Date

DATA PROTECTION NOTICE - Theinformation you provide becomes part of the personal data held by Vhi and is automated. It is used for the payment of claims and for the provision and
dministration of health i e products and related services. Full details of the Vhi’s use of personal data appear in the public register held by the Data Protection Commissioner.

FOR COMPLETION BY THE DOCTOR WHO ATTENDED THE PATIENT IN HOSPITAL

Patient’s Name:
Patient’s Address:

Final Diagnosis:

Full Details of Treatment: - If surgery was performed please give a full description of all procedures, together with relevant dates.

PROCEDURES

AS RECEIPTS WILL NOT BE RETURNED, YOU MAY WISH TO RETAIN COPIES PRIOR TO SUBMISSION |_

| hereby certify that the treatment specified, was necessitated by the illness described by me above, and that the full stay in hospital was justified by the patient’s medical condition.

Consultant’s signature .
YOU MUST SIGN HERE =) Date Vhi Doctor Code
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