Name:

\
AUSTRALIAN '~
7 ®

HEALTH PLANS
www.austhealth.com

Address:

Membership No:

Daytime Phone No:

Mobile No:

Email:

Please attach all original accounts / receipts and any Medicare receipts (if applicable)

Claim Form

Service Patient's Full Name
Date

Medicare Card
No. (if applicable)

Item No.

Type of Service

Amount ($A)
Claimed

Paid ($A)

(please circle)

Exampl .
1112008 John Smith

1234 56 789 0

23

GP Consultation

50.00

Yes /No

Yes / No

Yes / No

Yes / No

Yes / No

Yes / No

Yes / No

Yes / No

TOTAL

1. Is this claim the result of a workplace/public liability or motor vehicle accident? (please circle) Yes / No

2. If 'yes', the date of the accident was

/

3. Is the patient entitled to any form of compensation, damages or payment as a result of the accident? (please circle) Yes / No

4. If 'yes' please provide details below:

| hereby declare and warrant that all the above information provided in connection with this claim is true and correct. | authorize
the hospital and doctors and all medical service providers concerned with this claim to supply all information to IMAN Australian

Health Insurance.

Member's Name:

Signature:

AUSTRALIAN HEALTH PLANS
a division of IMAN International Pty Ltd
ABN 73 052 952 655 AFS Licence No. 246971

Date:

Suite 1, 39 Albany St, Crows Nest 2065
Postal Address: PO Box 570, Crows Nest NSW 2065
P (61 2) 8437 2888 F (61 2) 8437 2877
E info@austhealth.com
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