
GloHealLh
tiospiLal tlairl l-ornr
Dirprf Pavmpnf

To make life easier for you, we have a difecl payment arrangement wilh a aqe number of hospila s and trealmenl cenlres, which means that
we will pay lhe participatinq hospilal or kealment centre directly All you have to do is lill out parls 2-5 of this claim form at lhe end of your

stay and we'll lake care of the rest. lf you have any questions please call us on 1890 744 744 0r email us al HappytoHelpGGloHealth.ie.

This section needs to be completed by the hospital administration staff.
Please use an'X'

HospiLal Name:

Admission Dale:

to mafk the re evanl boxes.

Admission lo Hospital

Ward Type

Private Room

Semi-Private Room

Public Ward

Day Ward

tcu/Ntcu

CCU

HospiLal Code:

Discharge Dale:

Ward Name/ Room Name/
es) Number Number

PART 1: HOSPITAL DETAILS

- please give details of the type of accOmmodation used during admission, includlng any types that afe lisled below

Please
X'Box(

T
x
tr
T
tr
tr

Trealment Setling -where the patient was not admitled to a ward please detail the trealment setting below

f l -, f .] 
-L l Inearre L l >r0ef00m ! nre ! Radiology Depr ! Consultant/GP Rooms I Mrnorln1uryUnit

Bed Number Number of
Beds in Room

Number
of Days

PART 2: P0LICY DETAILS

This section needs to be compleled by the policy holder or member.
Please use an 'X' to mark ihe relevant boxes

Your policy number:

Policy Holder's Name:

Policy Holdels Address:

{You will find lhis numbef on your GloHealth membership card)

Patienl's Name:

Patieni's Date of Birth:

Conlact Telephone No:



PART 3: HIST0RY 0F ILLNESS

This section needs to be completed by the policy holder or member.
Please use an 'X' lo rnafk lhe relevant boxes.

Name and Address of ihe doctof lhat you firsl attendedl F rst consurldrio care, [bT ll-Tt'l[ |

Have you had Lhis or a similar illness beFore? Yes [] lo I lf Yes, please give dale and deLais: ffiWm
Delails:

D d you e ect lo be a pflvale palient of the admrl!ng consultdnl? Yes n N0 I
ls your adm ssi0n/trealment felaled lo a C||nrcal Research Siudy? Yes! N0 f]
Was treatment as a result oF an accidenl? Ves ! ttto I

PART 4: INJURY DETAILS

For completion in all cases involving injury (even it no third party is involved)
Please use an 'X' lo mark the relevant boxes.

rnjuryDate: mW[!E
Br'ef cescriptron of row ihe rnluty tool'olace:

P are of njlry:

Insurance company name:

PIAB conlact name and feFerence numbef

Do you plan t0 make a legal claim against a thifd pafly (pafties)? Yes I No I
Name and address of solicitor (where applicable):

Phone N!mber:

PART 5: P0LICY H0LDER/ MEMBER AUTHORISATI0N
DATA PROTECTION

GoHeath Fn€ncia Seryces Lld, tfading as GloNeath s feg slered wth the 0llce of lhe Dala P.oiecion Commssorer lo act as a dala conlroller in featon to the
pefsona nForn'tation held aboLJt yoLr, and any other member on yoLJi po cy lfdef th: Dala Prolection Acis, 19BB and 2003 as amended trom ttme to t me The persona

iniormation yol have piovided wi I be !sed lo adm nisler, n'ranage and advise on insLJrance pfoducts and for claims and ihe operatlon 0f ant -ffaud policies on f na0cia

services provided bv Lts. ouf insurance undeNriters or other commercial partners n accordance wrih the Data Proteclion Acts. lve shall share thi5 infofmation wrth our

thitd pariy administrators, !ndeMrite6 and anyother commercialentity as iequircd lo provide lhe services.Wewillprocess this lnformalion and store it on our computer

andman!a|rec0rd5yStef,]sToa5s]5tinp|eVentinq,de|e.|nga0d/0rplo|ectnqoUfcUstomeEandoUf5e|Vesfromihelta|d|taUd,We|llayseyo!
5ea|che5ofoUro|othe|companies,lecofds'asWea5tho5eoFoiherhea|thinstrrei5fyOL]qiVelsfa|
WeWi|ecordth5Wemaynce|taincrUm5tancesetherdi|ect|yo|ind|ec|y5harey0U|per5ondn|oimatonW|hotherin5U|e6andpaicpaten
I ke that opeiated by the r sh Insurance Fedefalon which alows ior lhe shaf nq of niorn'ration belween nsliers in odef to check dga nst non disclosures Ffom t me to

time, we may fecord your telephone calls f0r train ng dnd verificaiion purposes lt yo! wo!ld like a copy 0i the iniormalion we hold dboul you. please wrile t0: GloHealth

Financial Servtes Limited. P0 Box 12218, Dublin 18. A fee of €6.35 shou d be enclosed with your iequest for youf daLa. Should you disrover any etrors 0r omissions n the
peBonaldata heid byus,0rwish to change any of the uses ofthe data please contact us GloHealth would like to use your deta s lo keep yo! ifformed 0f other products

or serv ces offered by us or any third pady with whon we may arfafge such serylces. f yoLr would ralhef not receive th s tnformalion, ard have nol alrcady infofmed us

of lh s please el Lrs know Yolr details may a so be r-rsed lof these plrposes afler yoLrf po tcy has e apsed.

CONSENT

I decLare that at the iime I received medrcal ireatment lwas a pafty to a heallh lns!rance conkact and under my GloHealth plan was entitled lo ihls treatment I declare

that the treaiment was recommended by my doctor. including any referrdl v a accident and emeigenc)1 and thal I was referred to the appropfiate cons!ltant for furlhe.

tfeaimeni]aLrthod5ethedociors/consUltants/hospi|a]whocaifiedoutthi5tfeatenttorUinishG
WthanynFofmationrqUe5ted,]nc|!d]|qacce55tomyh05pta|/rnedcalec0id5,Wheteth5]snetessarinle|ationtoanyc|amfo|||eatment0rsef
or my named dependants lauthofiseGofleathlomakedircctpaymenttotheexlenlspeciFedbymyGloHealhPlanlothedoclofs/c0ns!lanls/hospila asapproprate
fOrthesefVce5cairedoUtand]]stedonthiScaimFOrm|con||mthathaVele.dandLJndefstOodtheDa|aP|otectorrSia|ementabOVeVeify|hede|a5o||heacco|f|5
submilted on my beha I by lhe do.lof/hospiial/consultantas a k!e and accurate .eflecti0n of lhe treatment I received. !nderstand that lhe details of these amo!nts
wil be ifcluded ln my GloHealth statement of paymert and I w ll have the opportunity lo contart GloHeaLth dirertly wiih any queries I undetstand that any charqes not

covered under my G oHea th plan will remain my responsibility, or lhal of ihe named dependart who rece ved the treatment. to settle d rectly with the doctors, consultant

0. hosottal concerned lundedake to 610Health to include my hosp tal and medlcal expenses to the extent ot ihe limlts of my cover.s pad of my claim aqainst a thid
paVWheleG|oNea|thhasd5cha|qedtheseeXpenseS'andtoinFormmy5o|icitoiofPe|5onan]!fyAsseSsmen|Boafd|oih5eFFec|WhenpUl5t.]inganyc|ai.|decaiethat
to the besi of my knowledge, the lnfofmal on prov ded on lh s form s accLliale, tr!e and complele.

DECLARATION

I confirm thai al the details, answers and nformation given in th s form are trLJe, accurate and complete I ronfirm that I am giving my permiss on to you to use lhe

inFormaiion I have given on lhis form for the pueoses set out In the D.ta Protection Section above

Your Signature (/or- nr-st s cn fete) 

-
0"t., FTilMr|[l!


