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Part 1
T H I S  P A R T  T O  B E  C O M P L E T E D   

B Y  V h i  H E A L T H C A R E  S U B S C R I B E R

Plan P Hospital Claim Form
Non-Direct Payment

H O S P I T A L  D E T A I L S  ( F O R  C O M P L E T I O N  B Y  H O S P I T A L  S T A F F )

  Type of Ward  Please ‘X’ Name of Ward No. of Ward No. of Beds in Room 

Name of Hospital
  Private Room 1

Date of Admission Time Semi-Private Ward 2

Date of Discharge Time Public Ward 3

  Day Ward 4

G
uidelines to m

aking a claim
...  

1. 
This form

 is for use in respect of Plan P m
em

bers only.  

 
O

ther m
em

bers should use one of the alternative hospital  

 
claim

 form
s.

2. 
Please com

plete the form
 fully and ensure that the bill is  

 
securely attached to it. Failure to do this m

ay lead to a delay  

 
in the settlem

ent of your claim
.

3. 
Please do not send the bill to Vhi H

ealthcare w
ithout the  

 
com

pleted claim
 form

.

4. 
O

nly one claim
 form

 is necessary for each   

 
hospital stay.

5. 
Please ensure that the form

 is signed
 and

 that you q
uote  

 
your M

em
b

ership
 N

um
b

er.

A
s receipts w

ill not be returned, you m
ay w

ish to retain copies prior 

to subm
ission.

M E M B E R S H I P  D E T A I L S

Daytime Telephone Number

Evening Telephone Number

E-mail Address

Patient’s Name

Patient’s Date of Birth

Patient’s Relationship to Subscriber

Subscriber’s name and address  ( B L O C K  L E T T E R S )

Please quote your Membership no. here  



( P L E A S E  C H E C K  T H A T  Y O U  H A V E  E N T E R E D  Y O U R  M E M B E R S H I P  N U M B E R )

Name of Doctor first attended:

Address:

Date of first consultation:

Was this an Accident? Yes No

If yes, please give details:
Total amount of bill enclosed: €

Patient’s Name:

Patient’s Address:

Final Diagnosis:

Full Details of Treatment: - If surgery was performed please give a full description of all procedures, together with relevant dates.

P R O C E D U R E S D A T E S

H I S T O R Y  O F  I L L N E S S  ( P L E A S E  F U L L Y  C O M P L E T E  T H I S  S E C T I O N )

F O R  C O M P L E T I O N  B Y  T H E  D O C T O R  W H O  A T T E N D E D  T H E  P A T I E N T  I N  H O S P I T A L

Subscriber’s/member’s signature
YOU MUST SIGN HERE

Date

I declare that the foregoing statements are true in every respect. I authorise the doctors / hospital concerned to supply all necessary information to Vhi Healthcare including, if requested, copies of my hospital / 
medical records. I also authorise Vhi Healthcare to pay the appropriate benefits for services provided to the hospital and doctors concerned. I understand that details of these amounts will be included in my Vhi Healthcare 
statement of payment, and I will contact Vhi Healthcare directly with any queries. Charges which are not eligible for benefit will remain my responsibility to settle directly with the hospital or doctors concerned.

D A T A  P R O T E C T I O N  N O T I C E  -  The information you provide becomes part of the personal data held by Vhi and is automated. It is used for the payment of claims and for the provision and  

administration of health insurance products and related services. Full details of the Vhi’s use of personal data appear in the public register held by the Data Protection Commissioner. 

I hereby certify that the treatment specified, was necessitated by the illness described by me above, and that the full stay in hospital was justified by the patient’s medical condition.

C
P

H
6

Vhi Doctor CodeDate

Address

Consultant’s signature
YOU MUST SIGN HERE

AS RECEIPTS WILL NOT BE RETURNED, YOU MAY WISH TO RETAIN COPIES PRIOR TO SUBMISSION 
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