
PLEASE USE BLOCK LETTERS
Please refer to your Membership Plan when claiming benefits. Please make 
sure you complete your member Number as your claim could be delayed.
Please see reverse for hospital claims

FRAUDULENT CLAIMS: In the interest of our MEMBERS, detection of fraudulent claims could result in legal action.

Date of birth member NUMBER
YOU CAN USE YOUR member NUMBER TO VISIT
www.healthshield.co.uk AND CHECK YOUR BENEFIT ALLOWANCES ONLINE

			                                                                  				   Postcode 

Full postal address

contact email address (please use block letters)

2 receipt based claim details 

5 member's authorisation and signature
I give my consent to all processing of personal and sensitive data. 
I declare that all the information included is accurate, true and complete to the best of my knowledge and belief. 
I agree that Health Shield can confirm the details with the healthcare provider.

your signaturedate

please tick if you don't wish your direct credit notification to be sent by email

for office use only

SurnamePlease circle Forename(s)

Mr, Mrs, Ms, Miss, other

3 method of benefit payment

(A) cheques to be made payable to 
(if different from the member)

how do you wish this payment to be made? ( ✓ tick as applicable) cheque
see (A)

express direct credit
see (B)

SurnamePlease circle

bank/building society name account number sort code

Forename(s)

(B) complete this section to be paid by direct credit (if you have already provided these details then there is no need to 
fill them in again unless your account details have altered)

Mr, Mrs, Ms, Miss, other

4 for dental accident claims only (this section must be completed by your dentist)

cause of accidentDate of accident

patient's name

Signature of dentist

1 member’s Personal Information

A SAMPLE RECEIPT IS SHOWN ON THE REVERSE OF THIS FORM

contact telephone number

official stamp of dentist

please ensure that you enclose all the relevant, original receipts with this claim form. If you have had a series of 
treatments the receipt must show the date and cost for each treatment.

For hospital claims please see the reverse of this form

for dental accident claims please also see section 4

i am claiming for:

IF APPLICABLE, I ENCLOSE A COPY OF MY
NEWBORN BABY'S FULL BIRTH CERTIFICATE

Please enclose the receipt from the dentist confirming the treatment has 
been caused by a direct blow to the head

employment company details (if applicable) pay or employee number (if applicable)

you Partner child date of birth benefit amount paid date of treatment medical reason for treatment

DD MM YY DD MM YY

you Partner child date of birth benefit amount paid date of treatment medical reason for treatment

DD MM YY DD MM YY

you Partner child date of birth benefit amount paid date of treatment medical reason for treatment

DD MM YY DD MM YY

you Partner child date of birth benefit amount paid date of treatment medical reason for treatment

DD MM YY DD MM YY

DD MM YY

DD MM YY



the member must fill in section 6. THIS MUST THEN BE CHECKED, SIGNED AND STAMPED AT THE HOSPITAL, REGISTERED 
TREATMENT CENTRE OR HOSPICE. alternatively, please enclose proof of your hospital stay by sending your 
inpatient letter. PLEASE ALLOW 2 TO 3 WEEKS WHEN CLAIMING THESE BENEFITS.

position of authorised official

6 hospital claims

✓	 (tick as applicable)

was admitted as an inpatient          was admitted as a day-surgery patient

admissions date admitted date discharged
number of day case/
overnight stays

patient's hospital 
number if known

1st admission

2nd admission

has the patient been on  home leave? yes no

yesand was given anaesthetic? name of parentno

if 'yes', state dates

has the patient previously been admitted for this condition? yes no

i certify that the patient was admitted on these dates for the following medical condition(s) detailed below

CLAIMS CHECKLIST

signature of authorised official

OFFICIAL STAMP OF HOSPITAL, registered treatment centre or hospice

PATIENT'S Surname PATIENT'S Forename(s)Please circle

As part of our on-going quality control programme, calls may be monitored or recorded. The paper in this literature is made from sustainable certified forests. BCF A/JANUARY2011

Health Shield Friendly Society Ltd
Electra Way, Crewe Business Park
Crewe, Cheshire
CW1 6HS

Mr, Mrs, Ms, Miss, other

date

PLEASE RETURN TO sample receipt FOR GUIDANCE
PLEASE RETURN THIS FORM, ALONG WITH ALL NECESSARY 
ADDITIONAL INFORMATION AND RECEIPTS TO HEALTH 
SHIELD. WE AIM TO TURNAROUND ALL receipt based 
CLAIMS WITHIN two working days. PLEASE NOTE, THE 
RETURN HEALTH SHIELD ADDRESS IS POSITIONED FOR A 
STANDARD WINDOW ENVELOPE, IF YOU WISH to USE one.

Health Shield Friendly Society Ltd., Electra Way, Crewe Business Park, Crewe, Cheshire, CW1 6HS.
Telephone: 01270 588555 Fax: 01270 251366 Opening hours: 8.00am to 6.00pm, Monday to Friday Email: info@healthshield.co.uk Website: www.healthshield.co.uk

Established in 1877. Authorised and regulated by the Financial Services Authority.

Parent accompanying child OVERNIGHT

OFFICIAL STAMP OF G.P. SURGERY. HOSPITAL, REGISTERED CLINIC OR SERVICE

how many weeks pregnant

Date of SCAN

patient's name

Signature of AUTHORISED OFFICIAL

7 for MATERNITY - ANTENATAL APPOINTMENT and adoption CLAIMS ONLY

THIS SECTION MUST BE COMPLETED BY THE G.P. SURGERY, HOSPITAL, REGISTERED CLINIC OR SERVICE if claiming maternity - antenatal. 
if making a claim for adoption of a child aged three or younger please attach a copy of the adoption papers.

✔	Have you signed and dated Section 5?
✔	Have you included your membership number?
✔	HAVE YOU COMPLETED SECTION 3?

✔	�Have you attached the relevant receipts, certificates
or papers?

✔	IF RELEVANT, HAS THE HOSPITAL CHECKED AND SIGNED SECTION 6?

HPC registered
123 High Road, Anytown, 

AA1 1AA
Tel: 01234 000000

Physiotherapy Clinic

Name and qualifications 
of practitioner

Name of person who had 
treatment

Details of treatment 
including date, description 
of treatment and cost

mr an other, 11 high st, 
anytown, a1 2hs

03/07/10 treatment £20.00
10/08/10 treatment £20.00
14/09/10 treatment £20.00

receipt paid in full
07/10/10

DD MM YY DD MM YY

DD MM YY DD MM YY

DD MM YY

DD MM YY


