aCCUuoO

insurance Claim form

Please read the information below before completing your claim. When completed post to PO Box 10075, Wellington 6143.
If you have any questions please call toll free on 0800 ACCURO (0800 222 876).

(Please use BLOCK LETTERS]

Applicant - Member details - i.e. contributor

Membership number DDDDD
Title Mr D Mrs B Miss B MSD Other B

Surname

First name

Member’s address

Number and street

Suburb and town

B Tick box if address changed since previous claim

If different from residential
address, please provide your
mailing address

Email address

Refund options (Tick one option only) If neither option is indicated, we will refund by cheque.

Option 1 D By cheque For direct credit refunds, please ensure
that the correct bank account details are
Option 2 B Direct credit to bank account listed and that you have ticked Option 2.
saniaceouncrwmoer || |0 U O UL
Bank/Branch Number Account Number Suffix

Name of person(s)
for whom benefit is claimed

First Name First Name First Name First Name
Are you entitled to any payment

in respect of this claim from a
Friendly Society, ACC, other
Health Insurer, etc. B Yes D No If “Yes’ please give details:

Declaration - this must be completed in all cases

| certify that all particulars shown on this form are true and correct, that this claim is made in
accordance with the conditions of my membership, that Accuro Health Insurance is hereby authorised
to obtain copies of any medical records which they may require and agree to submit to any medical
examination by a Registered Medical Practitioner appointed by Accuro Health Insurance if required.

Main Member’s name in full

Signature of Main Member Date

Your relationship to patient(s)

i.e. self, partner, dependant(s)




Important - please read carefully

1

w

Only original receipted accounts are acceptable in support of claims. Photocopies do not qualify unless they have been sent
to another source for claim and the other source must be identified. Together with the photocopies please return remittance
advice to us.

Claims are normally settled within 21 days.

. To be valid, claims must be sent within 12 months of incurring the charge. It would assist us if you hold your receipts until they

total $100, but they must be sent within the 12 months period.

. A separate claim form is not necessary for each occurrence or event.

Please attach here the original
itemised account(s) and evidence
of payment in date order.
PLEASE NOTE:

* Receipted accounts must be

. If your receipt is for more than one consultation please list the date and the amount charged for each occurrence or event.
. A certified copy of the full birth certificate must be supplied when lodging a claim for birth benefit.
A certified copy of full death certificate must be supplied when lodging a claim for bereavement grant.
. The account in support of an optical claim must be itemised and endorsed by the optometrist that the spectacles or contact
lenses are necessary because of a change of vision.
9. For Prescription Charges, the name of the drug and prescription number must be shown on the receipt.
10. No claim will be accepted where the cost was incurred outside of New Zealand.
11. Please ensure that you have correctly completed this form to prevent your reimbursement from being delayed.
12. Please be sure to quote your membership number.
13. All claims are payable to the main member.
14. Calculation of benefit shall be AFTER deduction of any recoveries recoverable from a third party or under any contract of
indemnity or insurance.
15. No Benefit shall be payable in respect of any excess service charge or surcharge.
Pursuant to the Privacy Act 1993 the following is brought to your attention:
a) This claim form collects personal information about you and those covered under your plan.
b) The information is collected to evaluate your claim.
c) The intended recipient of the information is Accuro Health Insurance.
d) The information is being collected and held by Accuro Health Insurance, PO Box 10075, Wellington.
e) The failure to provide this information may result in your claim being declined.
f) You do have the rights to access to, and correction of, this information subject to provisions of the Privacy Act 1993.
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attached and must show the
dates of the occurrences and the
name of the patients (eftpos and
credit card receipts or statement
of accounts without original
itemised invoice(s)/receipts(s)
are not acceptable).

Declaration on front of form must
be completed and signed by
main member.

Full details of nature of illness

or treatment received must be

stated in the column below.

Codes

AP Acupuncturist NP Homeopath OP Osteopath PF Physiotherapist - Follow up
KS Ambulance HC Hospital Cover Excess OT Occupational Therapy PY Podiatrist

FB Bereavement Grant KS Hospital, Surgery HS Mammogram RF Reflexology

MA Birth Benefit GP Laboratory Service NP Medical Herbalist NP Remedial Body Therapist
CH Chiropractor GP Medical Practitioner, HS Mole Mapping SL Sick Leave Without Pay

DT Denture Doctor, Nurse GP Musculoskeletal Clinic (SLWOP)

GP Dietician GL Optometrist, Optical NP Naturopath SZ Specialist - Initial Visit

HA Hearing Aid OR Oral Surgeon PD Prescribed Drugs SF Specialist - Follow Up

NH Home Aid OD Orthodontic - children only py Physiotherapist XR X-ray - Radiology

Details of claims:

Full details of nature of illness
or treatment received

Date of
occurrence

First name
of patient

Treatment provider
(Doctor’s name etc)

Fee
Code charged

If there is not enough space on this form please continue on the next page

Total amount charged | $




Details of claims: continued

First name Date of Treatment provider Full details of nature of iliness Fee
of patient occurrence (Doctor’s name etc) or treatment received Code charged
If there is not enough space on this form please continue on the next page Total amount charged $




Details of claims: continued

First name Date of Treatment provider Full details of nature of iliness Fee
of patient occurrence (Doctor’s name etc) or treatment received Code charged
Total amount charged | $

Level 5, 79 Boulcott Street

PO Box 10075, Wellington 6143

New Zealand

Freephone 0800 ACCURO (0800 222 876)

Email info@accuro.co.nz
Facsimile (04) 473 6187

WWWw.aCcuro.co.nz

Accuro Health Insurance is the trading name for
The Health Service Welfare Society Limited which is

incorporated under the Industrial and Provident Societies Act 1908
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