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MEDICAL TREATMENT REIMBURSEMENTS FORM
Please complete clearly in block capitals. Please email us on medicalteam@medexia.com if you need any help 
filling the form.
Please remember these important points filling in your claim form:

Fill in one form per medical condition.

Return this form to us within 14 days of the first treatment date.

Always send us the original invoices with this form. Photocopies, receipts and credit card statements 
will not be accepted.

A. Patient Details

If the patient is a dependant under the age of 18, the main member must fill in section A to G for the patient.
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Title:     Mr                  Mrs

Miss
        Ms
	Other:

	Family Name:
	First Name (s)

	Sex:      Male                                Female
	Date of birth (dd/mm/yy):

	Membership Number:

	Company:

	Correspondence Address:

	Town:

	Country:
	E-mail:

	Telephone:
	



B. Main member details (if different from section A Patient details, above)
	Family Name:
	First Name (s):

	Membership Name:


C.
Payment details
Have you personally had to pay costs for the treatment that you are claiming for?        
         Yes               No

If yes, and you are personally seeking reimbursement, please tell us how you wish to be reimbursed (please tick one):

	          1. Bank transfer. Please fill in this information for bank transfer payments:

                (Please note that this is the quickest and safest method of payment)


	Name of your bank:
	Account number:

	Address of your bank:

	Name of account holder:


	        2.Cheque 


E.
Claim details
	Date of treatment
	Invoice date
	Invoice reference
	Amount (including currency)

	
	
	
	

	
	
	
	

	
	
	
	


	 Patient’s/member’s signature:
	Date (dd/mm/yy)
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F.
Medical information (except dental)

This section must be filled in by the medical practitioner, specialist, consultant, therapist

Note to the medical practitioner, specialist, consultant, therapist: Please give this form back to the patient 
after you have filled it in. For dental treatment, please use section i (over the page) 
1.  Contact details
	Name of medical practitioner, specialist, consultant, therapist:

	Qualifications:

	Telephone number:                                                                       


2.
Referrals

a) Was the patient referred to you?        Yes

            
No

	Name of referring practitioner:
	Qualifications:

	Address:

	Telephone number:
	


b) Have you referred the patient?          Yes

            
No

	Name of specialist/consultant to whom you referred the patient:

	Qualifications:
	Date of referral (dd/mm/yy):


3. Symptoms
a) Has the patient suffered from the same or similar symptoms before?    Yes

            
No

	If yes, please give dates: 

	b) On what date did the patient first notice these symptoms (dd/mm/yy)?

	c) On what date did the patient first present these symptoms to you (dd/mm/yy)?

	d) Please give full details of the symptoms needing treatment:

	


4. Investigation requested
	Please give details:

	


5. Diagnosis:
	Diagnosis of medical condition, if known                                                        

	Treatment proposed:

	Is a follow up visit needed?    Yes                    No                              If yes, when (dd/mm/yy)?




6. Type of condition
In your opinion, is this condition     Acute?                     Chronic?               Acute episode of a chronic condition?

7. Type of complementary treatment recommended (if relevant):

    Physiotherapy                   Osteopathic                     Chiropractic                    Homeopathic
     Acupuncture            Chinese medicine

    Number of sessions needed
8.
Hospital admission
Has the patient been admitted to hospital for this condition?            Yes

    No

	If yes, please give admission date (dd/mm/yy):                                        And discharge date (dd/mm/yy):


9.
Cosmetic treatment
In your opinion, is the treatment for cosmetic reasons?
Yes

            
No

10. Declaration     

I declare that to the best of my knowledge and belief the statements made on this form are full, true and complete.

	Medical practitioner’s/ specialist’s/consultant’s/ /therapist’s signature & Stamp

	Date (dd/mm/yy):
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G.
Dental treatment

This section must be filled in by the dental practitioner.

Note to the dental practitioner. Please give this form back to the patient after you have filled it in. 
1.  Contact details
	Name of dental practitioner:

	Qualifications:

	Telephone number:                                                                       Fax number:


2.  Symptoms

a) Was the patient suffering from dental pain when they first visited you?             Yes

            
No

b) Has the patient suffered from the same or similar symptoms before?                 Yes

            
No 
	If yes, please give dates: 

	c) On what date did the patient first notice these symptoms (dd/mm/yy)?

	d) On what date did the patient first present these symptoms to you (dd/mm/yy)?

	e) Please give full details of the symptoms needing treatment:

	


3.  Treatment

a) In your opinion, was the dental treatment                                      Routine?                    Emergency?

b) Please fill in the dental chart by using the abbreviations below:

	Dental Chart

	
	                                         Right
	Left
	

	Treatment
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	Treatment

	Finding
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	Finding

	Upper jaw
	18
	17
	16
	15
	14
	13
	12
	11
	21
	22
	23
	24
	25
	26
	27
	28
	Upper jaw

	Lower jaw
	48
	47
	46
	45
	44
	13
	42
	41
	31
	32
	33
	34
	35
	36
	37
	38
	Lower jaw

	Finding
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	Finding

	Treatment
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	Treatment



If the treatment was NC or RC, was a precious or semi precious metal used?        NO             Yes             If yes, what?                           

If the treatment was NC or RC, was a precious or semi precious metal used?        NO             Yes             If yes, what?                                                 

4.
Declaration     

I declare that to the best of my knowledge and beliefs, the statements made on this form are full, true and complete.

	Dental practitioner’s signature & Stamp:

	Date (dd/mm/yy):
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Symptoms/condition needing treatment:
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Practice stamp:





Send your claim to:


Medexia Limited						T: 01-7749475


221, Ikorodu Road,						E: � HYPERLINK "mailto:info@medexia.com" ��info@medexia.com�, � HYPERLINK "mailto:medicalteam@medexia.com" ��medicalteam@medexia.com�


GPO 1156, Lagos.						W: www.medexia.com 
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