Complete this form to make a hospital, medical, extras
or ambulance claim

Your details

rt membership number Given names

Family name Date of birth (dd/mm/yy)
Home telephone number Work telephone number Mobile telephone number

Email address

Postal address (only complete this if we don’t already have your current postal address)

State Postcode
What would you like to claim?
Given name of the person Has this account
Date of purchase, who received the product, Name of the healthcare practitioner who already been paid
service or treatment  service or treatment Date of birth provided the product, service or treatment in full?
/o /o Yes No
/o /o Yes No
/o /o Yes No
/o /o Yes No
/o /o Yes No
/o /o Yes No
/o /o Yes No
i /o Yes No

Is the condition for which benefits are being claimed one for which the patient has, or at any time had, a right to claim damages/benefits
from any other source, for example third party, workers compensation, repatriation, persons liable at law or school accident insurance?
If yes, please attach details.

Yes No

Only complete this question if you’re making a hospital or medical claim
Was the condition for which benefits are being claimed, or any symptoms thereof, in evidence at the time of or before joining rt health fund?

Yes No




How would you like your benefits to be paid?
1. By deposit into your bank account

This option is available when you have already paid for the products, services or treatments you are claiming and is the fastest way
for us to get your benefits to you. Complete your account details below.

If you have already nominated an account for claims payments to be credited into — and if you would like this claim to be paid
into that account — there’s no need for you to complete your details again.

Name of your bank, building society or credit union

BSB number Account number

Account name

Please tick if you would like all future claims benefits to be paid into this account.

2. By cheque

If you have already paid the account, a cheque will be issued in your name. If you have not already paid the account, a cheque will

be issued in the practitioner’s name.

Declaration

| declare that all information on this form is true and correct. All products, services or treatments were received by the person named,
and administered by the provider named. | authorise rt health fund (or its agent) to obtain information from the provider about any
products, services or treatments claimed, or (in the case of new rt members) to contact my previous health fund.

Name (please print)

Today’s date

(The primary member is the person in whose name the
membership is held. An ‘authorised person’ is someone the
primary member has previously given permission to manage the
membership via a partner authority, third party authority or power
of attorney. You can download a form from our website if you
would like to set up a partner or third party authority.)
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O/
® Please attaCh original receipts for the products, services
or treatments you are claiming. Remember to keep a copy
for your records as we retain all original documentation.
e |f you are claiming glasses, contact lenses or pharmaceuticals,
please attach a copy of your prescription.
e |f you are claiming artificial aids (such as a nebuliser or
blood glucose monitor) please attach a letter from your
doctor stating the need for the appliance.

Send your completed form to us by:
e emailing to help@rthealthfund.com.au

e faxing to 1300 887 123

e posting to po box 1100 burwood north nsw 2134
e dropping in to one of our member care centres.

If you have any questions our member care team
is here to help. Call us on 1300 886 123.

railway + transport health fund Itd (abn 93 087 648 744) is a registered health benefits organisation. id.rtclaim 0510/2041
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