
Certificate No:

Surname:		  First Name(s):

Address:

Home Tel:		  Mobile:

Fax:		  Date of Birth:

Email:

Would you like to receive general correspondence by email?	 YES	 NO

Do you hold any other medical insurance?	 YES	 NO

Insurer’s Name:		  Policy No:

Insurer’s Address:

Claim Form

Please ensure that all sections are completed in full and BLOCK CAPITALS.
Please note that the issuance of this claim form is in no way an admission of liability. 

Section A - Claimant’s Details
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Section B - Circumstances of the Claim

Please attach any additional details on a separate sheet 

V. 20180818

If you are claiming for an accident		  Date occurred:

Where did the accident occur?

How did the accident occur?

Was a third party responsible?	 YES	 NO

Third party’s name:		  Tel:

Third Party Address:

If you are claiming for an illness

Please describe symptoms suffered:

Date first noticed symptoms:

Have you ever suffered symptoms like this before the present episode?	 YES	 NO

If ‘YES’ please give dates:

Has the condition been diagnosed?		  YES	 NO

When was the condition diagnosed?

What is the diagnosis?

Have you seen any other doctor for advice/treatment of these symptoms?	 YES	 NO

If ‘YES’ provide contact details: 



Insured	 Date	 Name of Provider	 Description of Service	 Cost	 Claimed Amount

If you cannot provide full details in the spaces above, please provide any additional information on a separate sheet.

Who would you like to be paid?	

Primary Insured:	 Other:	

If ‘Other’		  Your details for Bank Transfer:

Name:		  Bank Name:

Address:		  A/C Holder’s Name:

		  Bank Address:

		  Swift/Bank Routing No:

		  Account or IBAN No:

		  Currency in which you would like settlement:
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Section C - Amounts Claimed

Section D - Payment Details

I declare that the information provided in this claim is, to the best of my knowledge, a fair and accurate reflection of the circumstance of my claim.
I understand that any misrepresentation will result in my cover being cancelled in full, without refund of premium. I understand that legal proceedings will be 
brought against me in the event of any proven fraudulent application for benefit.

Data Protection, Fraud Prevention and Detection
In order to administer your claim, this information will be used by Expatriate Healthcare, its appointed representatives and their group companies. It may 
be held on computer and or in manual files for administration and risk assessment purposes. We may disclose your personal data and sensitive data to, and 
may request information from other insurance companies for underwriting, claims handling and fraud prevention purposes. If you give us false or inaccurate 
information and we suspect fraud we will record this and pass this information to fraud prevention agencies.
By returning this form, you consent to our processing of your sensitive personal data for the above purposes. You also consent to our transferring of your 
information to countries which do not provide the same level of data protection as the UK, if necessary for the above purposes. If we do make such a transfer 
we will, if appropriate, put a contract in place to ensure your information is protected.
Where you have provided information about another person, you confirm that they have appointed you to act for them, to consent to the processing of their 
personal data, including sensitive data, to the transfer of their information abroad and to receive on their behalf any data protection notices.

Signed:		  Dated:
	 (If claimant is under 18, parent or guardian must sign)

Section E - Declaration & Permission
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Section F - Access to Medical Reports

Before we can apply for a medical report from a Doctor who had cared for you, we need your consent by signing below. Before doing so, however, you should 
read this note carefully.
You do not have to give your consent but, if you do,you can say whether you wish to see the report before it is sent to us. If you do not give consent, this may 
affect our ability to assess your claim.
If you say you do not wish to see the report, we do not have to notify you if we apply for one. However, if, before such a report is sent to us, you change your 
mind, you can write to the Doctor saying you wish to see it, you will then have 21 days to contact the Doctor about arrangements for you to see the report.
If you say you wish to see the report, we will tell you at the same time as we write to the Doctor, and we will tell him you wish to see the report. You will then 
have 21 days to contact the Doctor about arrangements for you to see the report. Whether or not you say you wish to see the report before it is sent to us, the 
Doctor must let you see a copy for up to six months after it is supplied, if you ask. If you ask the Doctor for a copy of the report, he can charge you a reasonable 
fee to cover his costs.
Once you have seen a report before it is sent to us, the Doctor cannot submit it until he has your consent. You can write to the Doctor, asking him to amend 
any part of the report which you consider to be incorrect or misleading, and have attached to the report a statement of your views on any part where you and 
the Doctor are not in agreement and which the Doctor is not prepared to alter.
The Doctor is not obliged to let you see any part of a report if, in his opinion that would be likely to cause serious harm to your physical or mental health or 
that of others, or would indicate the Doctor’s intentions towards you, or if disclosure would be likely to reveal information about you, or the identity of another 
person who has supplied information about you, unless that person has consented or the information relates to, or has been supplied by, a health professional 
involved in caring for you.
In such cases, the Doctor must notify you and you will be limited to seeing any remaining part of the report. If it is the whole report, which is accepted, he must 
not send it to us unless you give your consent.

I do not wish to see any medical report	 I do wish to see the medical report

Signed:		  Dated:
	 (If claimant is under 18, parent or guardian must sign)

Section G - Medical/Dental Certificate   TO BE COMPLETED BY YOUR DOCTOR/DENTIST 

Please attach any additional details on a separate sheet 

(i) Patient’s Details

Patient’s Name:	 Patient’s Date of Birth:

When was current episode first suffered?

What are the symptoms?

Date of diagnosed condition:

What is the diagnosis?

Underlying cause:

Has this previously been suffered from? (including associated conditions)	 YES	 NO

Dates of previous episodes:

Are there any contributing conditions that attribute/cause this condition?	 YES	 NO

If yes please give details:

How long have you been the patient’s usual practitioner?

If less than 6 months, please provide name and address of previous practitioner:

Name:

Address:
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Section G - Medical/Dental Certificate   TO BE COMPLETED BY YOUR DOCTOR/DENTIST 

Please attach any additional details on a separate sheet 

What was the date the patient first consulted any medical practitioner? 

Please detail the treatment:

Please detail the medication prescribed:

What is the likely treatment period?

What is the prognosis?

Please detail diagnostic test performed: (and attach results)

If referred to you; please detail name and address of referring physician:

Name:

Address:

(ii) Pregnancy

Date of LMP:	 Date pregnancy confirmed by Doctor:

	 Expected due date:

Was the pregnancy a result of assisted conception?	 YES	 NO

Has the patient had a previous elective caesarean?	 YES	 NO

(iii) Dental

What was the reason for the consultation?

If accidental damage;how was it caused?

Composition of Crown/Fillings: (if applicable)

(iv) Doctor/Dentist Details

Full Name:

Address:

Tel:	 Fax:

Email:

Signature:	 Dated:

Official Stamp:



If this form is not completed in full, is illegible or does not have attached the necessary supporting documentation (original bills,etc) it will be returned to you 
which will result in delay. The cost for the completion of this form, or the provision of any additional information or documentation that we require to support 
your claim, is solely your responsibility.
Please note that all non-emergency in-patient treatment, day-patient treatment or claims in excess of €1,000 are required to be agreed by us in writing, before 
any treatment is received. This is to enable us to validate your claim before you incur changes and ensure that you don’t receive any unexpected surprises after 
the fact.
Please ensure that:

You have attached all ORIGINAL medical bills and prescriptions	 Sections A - E have been completed in full by YOU

You have signed to agree to both Sections D and E	 Your DOCTOR/DENTIST has completed and signed Section F

Laboratory and Diagnostic reports are attached (where applicable)

If you are claiming for Alternative Treatment or Physiotherapy, please attach a referral letter from your Specialist

Surname:	 First Name(s):

Correspondence Address:

Home Tel:	 Mobile:

Fax:

Email:

Please return the claim form, with all supporting material, to:

Expatriate Healthcare Claims Department
Delmon House
36-38 Church Road
Burgess Hill
West Sussex, RH15 9AE
United Kingdom

www.expatriatehealthcare.com	 5

Section H - Important Notes

Section I - Parent’s/Guardian’s Details
Please complete this section if you are dealing with this claim on behalf of the claimant 
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