EDGARS B
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Hospital Cash Plan Claim Form

NB: ALL QUESTIONS MUST BE ANSWERED CONTACT DETAILS....ccoiiiirrrnnnmiiciiieeeeeennannieieeeeeeees

1. FUl Name Of INSUF@d.....cuuueueeiiiiiiiiitiiecieeieiieeeneneceeeeeessennssseeeessssnnsnnnssees
2. Policy NUmMber / Cell NUMDBEN.....uuuueiiiieeeieeeccccceeeeeeeecceeeeeeessnnneeeeees
3. Patient / Dependant HospitaliS@d.......cceeeeeeueerrreniireerennieeeenennieeeennnneenes
T/ e [ [ =1 PP
5. Indicate reason for hospitalisation( Tick )

(@) illness| | (b) accident [ |

LT C) DY T=I-No L1 1116 (=T o PN
(D) Time Of AQMISSION.c.iuiieeieereereereceeceecascessssssssessessesssssssssssssassassessessessens

8. () Date diSCharged....... o eeeiieeiiieiiitceetcertcreecertceeeeeeeaeeeeneeeenensennnnes
(b) TIME Of DiSCRArge...cieeeeiiiireceetteteeeeerteeeeeerneneeeeeaneneeeeesssssessesnnnnnnns
9. (a) Name of discharging doCtOr.. .. iiiiiieiiiiireccereerccceereeeeeeeeeeeeeeenes
(b) His/Her AHFOZ NUMDEL......cciiiiiiiiiiiiiiieeeeeeeeenenneceeeeeseeeeeeeeeesesessssssnes
L[0T N F=Y 0 V=3 )l (e XY o] = | PO
11. Medical aid provider, if aNY.. e ccieeeiieieeeceeeereeeeeeereeeeeeereeeeeeeesnaneens

Documents required to process Claim

1) Doctor's confirmation of stay in hospital 2) ID which includes passport, driver's license, National ID, Birth
Certificate for children 3) Confirmation of medical aid, if applicable. (Copy of medical aid card will suffice)
4) Hospital Statement or Final Bill

Insurance Fraud is a Crime
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FBC Insurance

You Matter Most



Hospital Discharge/Review Script

(To be compeleted by the Doctor/ Sister in Charge)

Patient’'s Name.....cccuuueereiereierreceneceennennens Hospital NO....uueeveerreienecnnnnnns

Date of AdMIisSSiON....cuueeeveeeciernecrennnennnnes 8 1o V=T
Date Of Transfer/Discharge......uuueeceeeeeeeeeeeeennnnnnn. § 1] 0 V=T
If Transfer, Transferred t0.. .. ceeeeiiereiereiiereierreceeeneeeeneessersneessesssssssnnns

T g b= 1 D F= Ve [ Lo XY £ RN
INVESTIGAtiONS / TOSES.cieeeeieeeeeeereerrrrrrrrrrannreereereeeeeseeeeeeeeeeeeeeeeeeesesesesssssssssns

Hospital Stamp

Payment Details

Bank Name & BrancCh......ciueeueiiiieeenieiiiienneeeeteenneeeeeennseeeeeesssnseeessssssseesssnnes
Account Holder's Name.........ciiieeeniiiiiieeiiceireeneeeteenneeeeeesnseeeseesssseseesssnnes
ACCOUNT NUMDEE (ZWL..cuueiiteieiieeiieiiennieirenneeteenneetenneeeenseesssnssessnsesssannones
ACCOUNT NUMDEE (USD).c.uiituiieiieenieiitnnieireneetenneerenseeesnneesssssessassessssnnnsees

Note: All sections must be compeleted. This form must be stamped by
the hospital for it to be considered valid

Underwritten by
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