Informed Financial Consent

Completion of this form is:

* the doctor’s/provider’s estimate of all fees.

* the patient’s/guardian’s acceptance of those fees.

*  Westfund’s agreement to pay the stated benefits for nominated services in a hospital or day surgery unit
by the doctor and/or other providers named on this form.

Member, Patient or Parent/Guardian to Complete

Membership Number:

Member’s Full Name:

First / Middle / Surname

Member’s Address: P/Code:

Member

Patient’s Name:

First / Middle / Surname

Patient’s Address: P/Code:

Patient’s Relationship to Member: Patient’s Medicare Number:

Doctor to Complete

Doctor’s/Provider’s Name:
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Provider

Provider Number:

Description of Service/Procedure: (NOTE: In the event of unforeseen circumstances it may be necessary to arrange additional services, resulting in further charges.)

Provider Number:

Name of Facility: Admission Date:

Day Month Year

Provider

Service Service Providers Provider Numbers MBS Item Numbers .
Estimated Charge
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(refers to patient, and all information provided by Doctor)

Any financial interests in products or services recommended or given to the patient have been disclosed to the patient/guardian

Yes D Not Applicable D

Doctor’s Name (Print):

SIGNATUNE! Lottt Date:
Day Month Year
WESTFUND HOME OFFICE
WES Y ND 5 Railway Parade, Lithgow NSW 2790
T T T Phone: 1300 552 132 Fax: (02) 6352 3080 Email: enquiries@westfund.com.au
Healtheover {,oa e cownry Wesfund Ltd (ABN 55 002 080 864) is a not for profit registered health benefits organisation trading as Westfund.

1363 Westfund Holdings Pty Ltd (ACN 099 738 600) as trustee for Westfund Unit Trust (ABN 43 653 200 942) trading as Classic Eyewear, not a registered health benefits organisation.



Westfund to Complete

Amount Westfund agrees
to pay as known gap
fund benefit

Service Medicare
(List details under same Schedule Fee
numbers in previous table) (1 00%)

Patient out of
pocket expenses

Medicare Payment Statutory Benefit
(75%) (25%)

Statement of Benefits

Note: In the case of Multiple Procedures, Medicare may pay a lesser benefit resulting in a greater out of pocket amount. This is a determination
made by Medicare. Please consult your medical practioner and/or Medicare should you believe that more than one procedure will be involved.

Westfund agrees to pay, for the service(s) listed above, the Medicare, statutory and known gap fund benefits listed in Statement of Benefits.

Yes D Not Applicable D

Westfund’s Representative (Print name):

STGNATUIE! .ottt ettt b e s bt b s e st et s bt s aa e sab e san e e saneesaeeeane Date:

Day Month Year

Signature of Patient or Parent/Guardian

(refers to all information provided)

The above estimated costs have been explained to my satisfaction. | understand that the above costs are an estimate and subject to variation.
This is not a consent to, nor a request for, a procedure.

Yes D Not Applicable D

Patient’s Name (Print):

SIGNATUI! ..ottt e et e e ettt e e st e e et e e e et e e st e e aa e e e e es Date:
Day Month Year
INFORMATION AUTHORITY AND WARRANTY
I, hereby authorise any hospital, medical practioner or any other person who has attended me (or my dependant),
including any employer or accountant, to furnish to Westfund Ltd, or it’s representatives within:
0) All copies of hospital and medical reports/notes pertaining to this claim,
(i) All copies of my employment records pertaining to this claim and
iii) All information pertaining to my medical history, including any sickness, disease or injury, consultation, prescription or treatment,

pertaining to this claim.

| understand and agree that a photocopy of this authorisation shall be considered effective and valid as the original and | specifically authorise
it'’s use as such.

c
o
] | declare that the particulars outlined by me (or dependant) in this claim are true and correct in every detail and | acknowledge that Westfund Ltd
s relies upon the truthfulness of the particulars supplied by me in respect of this claim.
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a) Is this claim the result of an accident? Yes [] No [J

b) Are you eligible to recover any costs/damages from any other source? Yes [ ] No [ ]

eg. Third Party, Workers Comp, etc.
c) Were you a hospital in-patient? Yes [] No []
SIGNATUIE OF MEIMIDET ..ottt ettt ettt caeaes Date: / /

Day Month Year

Office Use Only

Verified by:

SIGNATUIE: .ottt sa e saa e s eaes Date:

Day Month Year




