CLAIMS MUST BE SUBMITTED WITHIN
12 WEEKS OF TREATMENT

Please refer to our Rules, Terms & Conditions
for full details.

PLEASE PRINT, COMPLETE AND SEND THIS CLAIM FORM TO: WHCA, 9 St. Mary’s Street, Worcester, WR1 1HA

ENQUIRIES: Telephone: 01905 729090 FAX: 01905 729091 EMAIL: orchard@whcaorchard.com
TO BE COMPLETED BY THE MEMBER - for all claims BENEFIT CLAIMED (please tick)
Membership Number.............. Date of Birth ...................... 1. Dental
. . 2. Optical
SUMAME:. ... Mr/Mrs/Miss/Ms 3. Physiotherapy
FArst Names: .....ooviiniiii i e e e el 4. Osteopathy
) 5. Acupuncture
AQATESS: .o 6. Chiropractic
.................................................................................. 7. Hospital in patient
8. Hospital in patient child (family plan only
.................................................................................. 9. Hospital Parental Stay (famlly plan Only
Post Code.................. Telephone Number......................... 10. Recuperation Grant
- . L. 11. Maternity/Paternity Grant
Please indicate which Plan you are in (tick box) 12. Chiropody/Podiatry
Red Green Gold Family 13. Health Screening
14. Specialist Consultation Fee

IS THIS CLAIM FOR YOUR PARTNER/DEPENDENT CHILD YES/NO 15. Surgical Appliances

If YES please complete the following 16. Hearing Aids

S i 17.Day Surgery

LDy 0T 0 U< 18. Diagnostic Procedures (Gold Plan only
FOrename(S) ....o.vvviiiriititeteet e e 19. Complementary Therapies (Gold Plan)
. . . 20. Occupational Health Screening (Gold Plan)

Date of Birth ............c.cociiiint, Relationship to you.................. 21 Personal Accident Plan

TO BE COMPLETED BY THE MEMBER - for all claims

TO BE COMPLETED BY THE MEMBER for
MATERNITY/PATERNITY CLAIM only

Please attach an Original Receipt confirming payment, and which must show:-

f The date of the treatment
(A copy of the Full Birth Certificate must be

f The name of the person who received treatment/consultation provided with this claim form) Please complete

f Cost of treatment/consultation the following:-

f Nature of Treatment

f Name and Address of Practitioner with professional membership identity Name of Child ...
Declaration: - I wish to claim benefit as indicated. I have submitted an original Date of Birth ..o oo

receipt stating the name and address of the practitioner, the cost and nature of
treatment. | have read and abide by the rules of the WHCA

For In-Patient Claims:
Date of Discharge .............ccocvuiienne Was admission for Geriatric Care ~ Psychiatric Treatment Rehabilitation  (tick box)

Number of Nights Home Leave if applicable ........................o.c...

SIGNATURE OF AUTHORISED OFFICER Hospital Stamp

We certify that (full name of patient)............coooviiiiiiiiiiii e
Received treatment at the hospital on the dates shown

OFFICE USE ONLY
Employers Signature where applicable

Claim Reference NUMDETS ........o.uiitintitit ittt e e

Amount Paid ...................oco Date Date ..................

WHCA/Claim form



