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Please complete and return to:  ADDRESS HPIS, Claims Department, 96 George Street, Croydon CR9 1BU 
                            EMAIL  claims@hpis.co.uk 
                            FAX   020 8688 9202 

 

CLAIMANT’S NAME 
 

POLICY NUMBER(S) 
   
ADDRESS   
  HOME TELEPHONE NUMBER 
   
POSTCODE  MOBILE NUMBER 

   
 

CLAIMANT'S STATEMENT  To be filled in by the patient/subscriber.  Please use a separate form for each Hospital stay. 

  Part 'A' 
Patient's Full Name       _____________________________________________________________________________         Date of Birth    ______________________ 

Date entered/attended Hospital   ______________________    Still in Hospital on   ______________________    Date Discharged   ______________________ 
Name of Hospital _____________________________________________________________________     No. of Nights in Hospital ___________________ 
Hospital Address    _____________________________________________________________________________________________________________ 
Ward(s) __________________________________________________    Give names of Doctors     ______________________________________________ 
Give details of condition/reason for hospital confinement/attendance     ____________________________________________________________________ 
___________________________________________________________________________________________________________________________ 
___________________________________________________________________________________________________________________________ 
Date of first symptoms  _____________________  Date medical advice sought      _____________________    lf childbirth-Date born _____________________ 
lf Surgical, specify precise operation(s) performed  ___________________________________________________________________________________ 
lf accidental injury state when, where and how it happened  ____________________________________________________________________________ 
________________________________________________________________________________________    Accident Date    ______________________ 
Specify any resulting fracture(s)      _________________________________________________________________________________________________ 
Specify any resulting permanent disability     _________________________________________________________________________________________ 
___________________________________________________________________________________________________________________________ 
Give details of any significant illnesses or medical conditions, past and present ____________________________________________________________ 
___________________________________________________________________________________________________________________________ 
Name of patient's family doctor  _____________________________________________________  Surgery Tel. No     _______________________________ 
Surgery Address  _____________________________________________________________________________________________________________ 
___________________________________________________________________________________________   Postcode    _______________________ 
 

WARNING – YOUR CLAIM CANNOT BE PROCESED WITHOUT PART C (PAGE 2) BEING COMPLETED 
 

Part 'B'     This section is to be completed by the Hospital Medical Records department before the claim form is returned   
 

What type of hospital / facility has this patient been treated in?  I certify that the above named was treated in this Hospital as an:- 
(Please give dates spent in each category)    In-Patient   Day Case/A&E 
Acute Hospital       Date Admitted/Attended    _____________________________________________ 
Mental Illness / Psychiatric Facility     Still In-Patient on   ___________________________________________________ 
Long Term Nursing Unit / Nursing Home     Date Discharged       ___________________________________________________ 
Rehab Centre / Hospital      Dates of Home-Leave      _______________________________________________ 
Community / Cottage Hospital         __________________________________________________________________ 
GP Led Hospital 
Convalescence Home 
Extended Care Home          
Hospice     

Official Stamp 
 
 
 
 

 
 
HOSPITAL NO      _____________________________ 

Under Doctors  _______________________________ 
___________________________________________ 

 
Authorised Signature                                         Position Held                                              Date 

 

 

______________________________________________________________                        ______________________________________________________________           _____________________________________ 



    

Part ‘C’ Declaration & Consent                              Page 2 of 2 
 
This must be completed in order that we can process the claim without delay 
 
Access to Medical Reports Act 1988 
 

The Access to Medical Reports Act 1988 allows you to: 
1. Withhold your consent to an application for a report from your doctor 
2. Consent to the application for the report and indicate that you do not wish to see the report first 
3. Consent to the application, but indicate that you wish to see the report before it is supplied 

If you would like to see a copy of the medical records provided to us, please tick the Yes box below.  Whether or not you wish to see the report 
before it is sent to us, you may ask your doctor to show you a copy of the report up to 6 months after it is supplied to us.  The practitioner may 
charge you a fee for this.  You have 21 days to make arrangements with your doctor to see the report before it is sent to us. 

 
 
 
 
 

 
 
 
 
 
 
 
 

 
 
 

I declare that the answers given are true and complete, to the best of my knowledge and belief. 
 
I give my consent to the company being provided with information concerning my physical and/or mental health or condition from my doctor, 
hospital or health professional. 
 
I authorise the company to disclose information concerning my physical and/or mental health or condition to any medical practitioner or 
claims agency appointed by the company in relation to this claim. 
 
I have read and I understand my rights under the Access to Medical Reports Act 1988 and I consent to the company seeking medical 
information, including copies of my medical records, from medical practitioner concerning anything which affects my physical or mental 
health.  I agree that a copy of the consent shall have the validity of the original. 
 

Signature of the Claimant ____________________________________________________ Date   _______________________ 
 

Do you wish to see the report before it is sent to us?             Yes             No 

 
 
 
 
 
 
 
 
 
 
 
 
 

Data Protection Act 1998 
 
Your personal information will be held and used in accordance with the Data Protection Act 1998.  We will not discuss your claim with anyone 
else without your consent, (including your spouse, any relative or friend, or legal advisor) unless you provide their name below.  For security 
we will ask them to verify their identity by confirming your date of birth, post code and policy number. 
 

Name ____________________________________________________ Relationship   _________________________________ 

Part ‘D’ Payment of Benefits 
 
If you are 2nd, 3rd or 4th insured and your claim is valid, for your convenience we will pay any benefit due directly into the bank 
account the premiums are collected from.  If this section remains blank, the 2nd, 3rd or 4th insured will receive a cheque rather than 
a bank transfer.  If you are the Main Policyholder (1st insured of the policy) there is no need to complete Part D. 
 

 
 
 

Upon receipt of a valid claim and for your convenience the payment will be made by transfer directly into the bank account the premiums are 
collected from. 
 
If you are NOT the policyholder, we will require your consent below to credit this account.  Should this not be your preference, please leave 
this blank. 
 

_________________________________________      __________________________________     _______________________ 
Print Name (Claimant)        Signature            Date 


