PLUTUS HEALTH, 60 NEWPORT ROAD, CARDIFF, SOUTH WALES, CF24 0YG
Tel: 01633 266 152 Freephone: 0808 178 1179 |

HOSPITAL IN-PATIENT CERTIFICATE

IT IS THE RESPONSIBILITY OF THE CLAIMING MEMBER OR REPRESENTATIVE(S) TO ENSURE ALL SECTIONS OF THE FORM
ARE CORRECTLY COMPLETED. BEFORE SUBMITTING TO THE HOSPITAL FOR CONFIRMATION. PLEASE NOTE THAT CLAIM
DETAILS MAY BE CHECKED WITH THE TREATING HOSPITAL PRIOR TO RELEASE OF PAYMENT.

HOSPITAL BENEFITS ARE PAID ON THE BASIS OF ONE ATTENDANCE PER HOSPITAL PER DAY.

Paliants TaILIEING: 0o ol vin i ip ey s st Mame e NUBRIal . ralie imin dla i il
BEdneeR e e = Tpe g - AR R SRS B R R SR o S
........................................................................ Date ol admisslon ... ..., 0ol vidiimess St iigadns
........................... Postegtle o n Dafe of LANSIEr": ... el S bt i
Telephone: e bd o o et e e e Batelofidischarge: ... ..o o i e
S R R e e T R e Bafedegeased: .00 .. .. (Bt TR
Bate it e s i e Date of claim if still an in-patient: ........................

*If transferred to a new hospital a new claim form will be needed

| confirm the above information is correct. Signature of Member....................
THIS FORM MUST BE STAMPED AND SIGNED BY THE ADMITTING HOSPITAL
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