
NATIONAL PRIVATE PATIENT HOSPITAL CLAIM FORM 

Private Health Fund 

1. PATIENT/FUND MEMBERSHIP DETAILS

Family Name of Patient 

Hospital Record Number

Title 

Given Names of Patient 

Membership number 

Relationship of 
Patient to Member 

Family Name of Member 

Level of Cover 

Patient’s Date 
of Birth & Age 

Given Names of Member 

Residential Address of 
Member 
Is this a permanent 
address? 

Telephone 

es 
Email 

H W M 

Full name of Admitting Medical Practitioner 

2. DECLARATION CONCERNING CLAIM

 PATIENTS

Hospital Name

Hospital Provider number 

HCF

0017360L

Morrison

Raymond

Mr

35479624

Self 19/08/1985

Morrison

Raymond

40 TOLEDO CCT  PORT KENNEDY WA 6172

0459570046

ray.morrison85@hotmail.com
✘

✘
✘

✘
✘

✘
✘
✘

24/02/2022 24/02/2022

Munjed  Al Muderis

✘
✘

✘

✘

✘

39 yrs

Macquarie University Hospital




