CashBack Cilaim Form

Membership number:

HEEEEEEN

Office use only:

PPP HEALTHCARE

1. Policyholder's Name and Address -7 0

Please write carefully using BLACK BALLPOINT PEN
within the boxes in BLOCK CAPITALS. Please ensure that
you complete all relevant sections and sign the declaration
in section 6. Failure to do so may result in & delay in
processing your claim. We do not accept faxed or
photocopied receipts. Alf claims will be assessed for
eligibility against the terms and conditions which are found
in your policy handbook.

Fer help completing this form piease contact your Personal
Advisory Team.

For ¢claims for dental accident benefit, claim forms are
available from your Personal Advisory Team,

For accidental loss of sight or hearing we will also require a
medicai report from your specialist or General Practiticner.

i 2. Claimants Details 771

Gomme 1T 1 L 1 1 1 1

l Forename [ I l J | 1 i

[3Benefits Claimed - T

Please tick the box by any benefit you wish to claim. You can use this claim form for up to six receipts — if you wish to claim for more please
complete & separale form, Please ensure you enclose all the relevant original receipts with this form.
Al receipts must clearly show the name and address of your practitioner and detail each treatment separately.

Dentai treatment Acupuncture Diagnostic tests Accidental death benefit
Cptical benefit Homeopathy Hearing aid Accidental loss of sight
Physiotherapy Chiropody Specialist allergy testing Accidental loss of hearing
Osteopathy Podiatry Ambulance service

Chiropractic Specialist consultation Health check

Details of receipts attached

Please ensure you aiso complete the relevant sections overteaf for the following benefits

T . . A . . \ Surgery as an out-patient or
Hospital in-patient {section 4) Intensive Care in-patient {section 4) day-patient (section 4)

; . Psychiatric in-patient treatment j ital in-pati
Hospital parental stay (section 4) (seséﬁon ) p ‘é‘gécm’g% g?gﬁi?i in-patient
Child birth benefit (section 5) Muitiple births — twins (section 5) Muitiple births — triplets {section 5)

For accidental death benefit claims please provide a certified copy of the death certificate and & grant of probate/letter of administration

it applicable.

Please detail attached receipts below
Benefit Benefit Benefit
Provider Provider Provider
Amount Amount Amount
Date Date Date
Benefit Benefit Benefit
Provider Provider Provider
Ameunt Amount Amount
Date Date Daie




4 Hospital Care Cover " oot R e ]
Please provide either a proof of hospital stay and complete the details of the stay in this section or arrange for a member of staff at the hospital
to fully complete this section.

|
L]

Patient Surname [ I I l i | | I E I I l I I 5

Patient Forename i i E I I l ’ | ] l Date of Birth{ l /

Patient Address

Reascn for hospital
admission

Please tick as appropriate

[n-patient Day-patient Out-patient surgery Proof of hospital stay attached

Admission datefs)| | /[ | If{ | | D T T

pischargedates) || |/ [ do T 1 T Vel T T

Hospital stamp

Please provide the dates for any pericds of leave during the stay:
L b LT Jel T /] |
L L L T T T T[]
L b e L T ]

If the patient was over three months old, under 11 years and was accompanied by a parent please provide the following:
| Parents Surname HEENEEN RN,
| Parents Forenarne NN .

/

/
/

t certify that the above details are true and correct.

[ Name L P T 1 [ L [T T T T T[]
__Position A R .

Hospita! representatives signhature Date

S Bithofachild 0 i s e s e e

Please provide a certified copy of the birth certificate or adoption papers.

et sumeme | | L L [ D T T T T T 1 T T T 1 T 177
rorane [T T [ | | T T [ ] omasn[ ||/ [ [ ]/ [ 1]
owr smne T T [ [ 1 T T 11 [ T T T I T 1T T 1
Forename | | | | | T T ] T ] mvaeotmm[ [ |/ [ ] ]
onigs swreme | | f [ [ | | [ [ [ T [ T T [T T T T [ T 1]
porename | | | [ [ [ [ [ [ ] vaeotmnn] [ 1/ | [ ] ]

Please tick if the multiple births were a resuit of in-vetro fertilisation or assisted conception

6. Declaration and signature 55 b T D e e e I

I hereby declare that the information given by me in relation to this claim is compiete and accurate and ! give my permission for
AXA PPP healthcare to make any reasonable enquiries that it deems necessary o validate this claim.

Policyholder’s signature Date

AXA FPPP healthcare, PO Box 532, Winchester, S023 7RG
AXA PPP healthcare limited. Registered Office: 5 Old Broad Street, London EC2N 1AD, United Kingdom.
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