
ffi)
PIffid

lFridon @tticeri' filoUicul gti[ $ocitty
3e7e North Circular Road, Dublin D07TAC9. Phone: (01) 830 afl:|, 

Jffi:l:f:
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Making a Glaim (ofiice use only)

ln order to create a valid claim, please ensure all questions listed are fully answered, signatures inserted as
required and all invoices (original copies only) are attached to avoid the claim being returned for completion

Page 1 to be completed in full by the ilember or Guardian
Page 2 to be completed in full by the Hospital
Pages 3 and 4 to be completed in full by the Attending ConsultanUs

Membership Details (Member/Guardian must complete and sign this form)

1.1 Membership Number:

1.2 Patient Name:

1.3 Address:

1.4 Date of Birth:

. (Stafi Number as Policy No)

1.5 Telephone No:

lnjury Section (Must be completed in all instances)

@RequestforPrivateCare(tobecomp!etedbyPatienUGuardian)
3.1 Did you elect to be treated as a private patient? Yes f No f|

ln electing for pivate care, I authorise the consuftanUhospital concemed to supply all necessary information to my insurer

including, if requested, copies of my hospitaUmedical records. I also authortse my insurer to pay the appropriate benefits
for seruices provided to the hospital and consultants concemed. Charges which are not eligible for benefit will remain my
responsibili$ to seff/e directly with the hospital or consultant.

I have signed the PRIVATE TNSURANCE PATIENT FORIiI provided to me by the hospital and understood its
contents (Applles to Publlc Hospitals only)

I declare that the information completed above is true in every respect

SECTION 1


