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HOSPITAL CLAIM FORM

HOSPITAL NAME ..ottt e e ee s e e e e e eenes CLAIM NO: et
HOSPITAL ADDRESS ... .o Contributor’'s NHIF No: .............ooeiiiii,
HOSPITAL CODE ... e Contributor’'s IDNo: ..........coovveiiiii,

PART I: PATIENT’S PARTICULARS

1. Family NamMIES ...
2 Date of Birth..........cccocvvvernnnen, Lo L e
3 Patient/ContribUtOr's Tl INO: .. ... ettt et e e e et e e e s bb e e e e abneeeeans
4, PayMENT RECEIPT NO ... iiiiiiiie ettt e ettt e e st e e e st bt e e e sa b et e e e sa b bt e e e aabbeeeeanbbeeeeanbbeeeeabneeeeans
5 Patient’s relationship to CONTHDULON .........c.uuiiiiii e (Self, Spouse, Child)
6 If Child/Dependant, School/College AENAEM ...........oooiiiiiiiiii e

................................................................................................. TOWN o
PART II: HOSPITAL’S PARTICULARS
1. Patient’s Date of AAMISSION (DOA) ..ottt e e e e e e s bbb e e e e e e e s e bbb b e e e e e e e e e e nnnraees
2. Patient’s Date of DISCharge (DOD).......ccoiiiuiiiiiiiie ittt e e e e e bbbt e e e e e e s e bbb b e e e e e e e e e s nnnnnees
3. IN-Patient NO. (IP/NO) ..o Bed/Cot NO. ........ovvvvvvviiiiiiiniiiiiiininnns
4.

Rebate (Ksh) Number of Days Invoiced Total Bill (Ksh) | Amount Payable (Ksh)

PART lll: MEMBERS DECLARATION

I hereby certify that | have produced to the Hospital Authority my NHIF Contribution Card No. .........ccoovvvvvvvivinennnn.
duly paid up-to-date and that the particulars described in parts | and Il above are correct. | hereby authorize NHIF
to reimburse/pay the hospital as stipulated by the NHIF rebate and further give consent to NHIF medical personnel
to have unlimited access to my hospital records.

Member's Signature.........ooccuveeiiiie i DAL ..o
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PART IV: HOSPITAL DECLARATION

| certify that | have inspected the card MemMBEr NO. ..........uuiiiiii e e e e e e e s s reeeee s
Valid RECEIPENO ...cvvveeiiiieeeee e [/Certificate No. (CCP No.) Please arrange to pay the hospital
the sum of KSh ..., being the approved rebate of KSh ..........cccocveveiiiicciiiieee s
O e Days

Name of AUNOMZEA OFfICIAI .....coiii ittt e e e e e s e bbb e e e e e e s e s nbee e e e e e e e s s annbeaeeeeaens
DEeSIGNALION ....cooeiiiiiiieiiiiie et SIgNAtUre ....oevveeeiieeeeeeee e Date.....cccoccevveeiiiiinnnen,

Official Hospital Rubber Stamp

PART V: Attach copy of Discharge Summary (with hospital seal)

(D] Ior T =N 0o o [ (101 5 X K0 ) ) PSS PSP PPPPTPPP

PART V FOR OFFICIAL USE

| hereby confirm that the claim has met all the requirements and promise to ensure confidentiality of the patient’s
medical records accessed by me.

1. Quality Assurance Officer (8) FUITNGIME ...t
(b) Signature...........cooeeeeii Date.....ovvvveevriviiininininns
2. Compliance Officer (@) FUTNGME oo
(b) SIgNAUre.......eeeiiiiiieeieee e Date.....cccooeveeeiiiiiinn
3. Branch Manager (8) FUITNGIME ...ttt
(D) SIgNALUe....cciiiiiiiiiiieeee e Date.....cccooceveeeiiiiiiie



