AGUHealth

Claim form

Complete your policy details

Health insurance policy number Daytime phone number

Given name/s Surname

Current postal address

Suburb State Postcode

Complete the details of your claim

| am claiming everyday Extras (e.g. ambulance, dental, optical, physio)

Is this related to  Is the account
compensation?  paid in full?

Yes| | No|[ |ves[ | No[ ]
Yes I:l No I:l Yes I:l No I:l
Yes I:l No I:l Yes I:l No I:l
Yes |:| No |:| Yes |:| No |:|
Yes I:l No I:l Yes I:l No I:l

Date Type of service Name of the provider

| am claiming medical services received in a hospital (e.g. doctors & specialists fees)

Date of admission Date of Name of the hospital Is this relatgd to Isthis ’Fhe result of
compensation?  an accident?

Yes I:l No I:l Yes I:l No I:l
Yes |:| No |:| Yes |:| No |:|
Yes |:| No |:| Yes |:| No |:|
Yes I:l No I:l Yes I:l No I:l
Yes I:l No I:l Yes I:l No I:l

How we will pay your claim

We will credit your direct credit account (if you have authorised GU Health to credit your account using a
Direct Credit Authority form).
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Read the following important information and sign this form

By signing this form, | declare that all information | have provided to GU Health, including all information in this form,

is true & correct. | authorise GU Health to use this information and any other information | have previously given

GU Health to assess and process my claim(s). | consent to GU Health contacting my previous health fund and/or service
provider to request information and/or personal and medical records to verify any aspect of the claim(s). | acknowledge
and provide consent for GU Health to use this information for other purposes related to this claim as outlined in the

GU Health Privacy Policy.

| confirm these services have not been claimed at Point of Service such as iSOFT or HICAPS and that this claim is
not subject to workers’ compensation, damages action, third party insurance or any other source.

| confirm that the services | am claiming were performed by the providers, and received by the persons as indicated
on the healthcare provider’s receipts.

Signature Date

My claims checklist

$ — |:| | have attached all the receipts and/or accounts for each item | am claiming.

I:l All the receipts/accounts | have attached are original, itemised in full, written in English, and are on
the provider’s official stationery or have the provider’s official stamp.

I:l | received the services within the last two years. (We do not pay claims made two years or more
after the services were received).

I:l I am claiming services from a provider recognised by the registered health insurer. (We do not pay
claims for the services of providers who are not recognised by us).

|:| I have claimed with Medicare for medical services | had in hospital and | have attached the top
portion of the Medicare Statement of Benefits and my receipts.

I:l | have indicated, where applicable, that the claim is related to workers’ compensation.

5 Z

Need help? Please return your completed form via

Visit guhealth.com.au/contact-us Online Services:
members.guhealth.com.au/Member/
Account/Login

The GU Health app:
download the free GU Health App

Privacy
GU Health is a business of nib health funds limited ABN 83 000 124 381. Copyright © nib health funds limited 2024.
For information on how we manage your personal information, including how you can seek access to or correct your
personal information, please refer to our privacy policy at guhealth.com.au/privacy-policy
guhealth.com.au

Claim form 2/2

nib382001_GU 1024


http://guhealth.com.au/contact-us
http://members.guhealth.com.au/Member/Account/Login
http://www.guhealth.com.au/mobile-apps
http://guhealth.com.au/privacy-policy
http://guhealth.com.au

	Claim form
	Complete your policy details
	Complete the details of your claimI am claiming everyday Extras (e.g. ambulance, dental, optical, physio)
	I am claiming medical services received in a hospital (e.g. doctors & specialists fees)
	How we will pay your claim
	Read the following important information and sign this form
	My claims checklist
	Need help?
	Please return your completed form via
	Privacy




Accessibility Report



		Filename: 

		644082-3 1024 NIB382001_GU GU Claim form D2 INTacc.pdf






		Report created by: 

		administrator


		Organization: 

		





 [Personal and organization information from the Preferences > Identity dialog.]


Summary


The checker found no problems in this document.



		Needs manual check: 2


		Passed manually: 0


		Failed manually: 0


		Skipped: 0


		Passed: 30


		Failed: 0





Detailed Report



		Document




		Rule Name		Status		Description


		Accessibility permission flag		Passed		Accessibility permission flag must be set


		Image-only PDF		Passed		Document is not image-only PDF


		Tagged PDF		Passed		Document is tagged PDF


		Logical Reading Order		Needs manual check		Document structure provides a logical reading order


		Primary language		Passed		Text language is specified


		Title		Passed		Document title is showing in title bar


		Bookmarks		Passed		Bookmarks are present in large documents


		Color contrast		Needs manual check		Document has appropriate color contrast


		Page Content




		Rule Name		Status		Description


		Tagged content		Passed		All page content is tagged


		Tagged annotations		Passed		All annotations are tagged


		Tab order		Passed		Tab order is consistent with structure order


		Character encoding		Passed		Reliable character encoding is provided


		Tagged multimedia		Passed		All multimedia objects are tagged


		Screen flicker		Passed		Page will not cause screen flicker


		Scripts		Passed		No inaccessible scripts


		Timed responses		Passed		Page does not require timed responses


		Navigation links		Passed		Navigation links are not repetitive


		Forms




		Rule Name		Status		Description


		Tagged form fields		Passed		All form fields are tagged


		Field descriptions		Passed		All form fields have description


		Alternate Text




		Rule Name		Status		Description


		Figures alternate text		Passed		Figures require alternate text


		Nested alternate text		Passed		Alternate text that will never be read


		Associated with content		Passed		Alternate text must be associated with some content


		Hides annotation		Passed		Alternate text should not hide annotation


		Other elements alternate text		Passed		Other elements that require alternate text


		Tables




		Rule Name		Status		Description


		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot


		TH and TD		Passed		TH and TD must be children of TR


		Headers		Passed		Tables should have headers


		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column


		Summary		Passed		Tables must have a summary


		Lists




		Rule Name		Status		Description


		List items		Passed		LI must be a child of L


		Lbl and LBody		Passed		Lbl and LBody must be children of LI


		Headings




		Rule Name		Status		Description


		Appropriate nesting		Passed		Appropriate nesting







Back to Top
	Text Field 121: 
	Text Field 120: 
	Text Field 119: 
	Text Field 118: 
	Text Field 117: 
	Text Field 116: 
	Combo Box 24: []
	Char 4_2: 
	Date_2: 
	Text Field 115: 
	Text Field 103: 
	RB-1a: Off
	RB-2a: Off
	Date_3: 
	Text Field 114: 
	Text Field 104: 
	RB-1b: Off
	RB-2b: Off
	Date_4: 
	Text Field 113: 
	Text Field 105: 
	RB-1c: Off
	RB-2c: Off
	Date_5: 
	Text Field 112: 
	Text Field 106: 
	RB-1d: Off
	RB-2d: Off
	Date_6: 
	Text Field 111: 
	Text Field 107: 
	RB-1e: Off
	RB-2e: Off
	Date_11: 
	Date_12: 
	Text Field 1012: 
	RB-3a: Off
	RB-4a: Off
	Date_14: 
	Date_13: 
	Text Field 1022: 
	RB-3b: Off
	RB-4b: Off
	Date_16: 
	Date_15: 
	Text Field 1014: 
	RB-3c: Off
	RB-4c: Off
	Date_18: 
	Date_17: 
	Text Field 1015: 
	RB-3d: Off
	RB-4d: Off
	Date_20: 
	Date_19: 
	Text Field 1021: 
	RB-3e: Off
	RB-4e: Off
	Date_22: 
	Check Box 38: Off
	Check Box 39: Off
	Check Box 40: Off
	Check Box 41: Off
	Check Box 42: Off
	Check Box 43: Off


