Please send this claim form and any additional information:
Paper claims email: claims@cbhscorp.com.au
Eclaims email: eclaims@cbhscorp.com.au
CORPO RATE By post: CBHS Corporate, Locked Bag 5098, Parramatta NSW 2124

Fax: 02 8604 3576
CBHS Corporate Health Pty Ltd ACN 85 609 980 896

Accident/Injury/Condition form

1. Customer details 2. Patient details
Member No. (if different to customer's details)
Surname Title Mr Mrs Miss Ms Dr

Given name(s) Surname

Street number Given name(s)

Suburb
uburty/Town Telephone ( )
State/Territory Postcode
Telephone ( )
3. The nature of your condition
4. Is your treatment related to an accident/injury/condition? No Go to Section B — Signature Yes

(Including domestic, sporting, vehicle or employment)

5. Details of accident/injury/condition

Date of accident / injury / condition / /
Place of accident / injury / condition

Describe how the accident / injury / condition occurred

When did you first seek treatment from a Health Care Provider for matters related to this accident?
Date / /

Name of Provider Type of Provider

6. Please answer the following questions:
You may be entitled to lodge a claim with Work Cover and all

Does your accident / injury / condition relate to the No Yes
J relevant treatment and claims should be forwarded to your

nature of your employment?
employer's Insurance Company or, in the event of a motor

Did the accident/injury/condition occur whilst at work? No Yes vehicle accident, sent to Third Party Insurance company.

Note: If the Insurance Company has rejected your claim

Pid yieur gccideht/injur\(/c'c?ndition oceur whilst No Yes please provide CBHS Corporate with a copy of the document
involved in sporting activities or training? which will enable CBHS Corporate to correctly assess your
claim.
7. 1 acknowledge that | must give all relevant information Signature

as requested by CBHS Corporate. | declare that the above
statement to be true and correct.

Telephone ( ) Date / /

View the CBHS Corporate Privacy Policy cbhscorporatehealth.com.au/privacy-policy



	Text Field 1: 
	Text Field 3: 
	Text Field 9: 
	Text Field 2: 
	Text Field 4: 
	Text Field 10: 
	Text Field 5: 
	Text Field 6: 
	TIT: Off
	TREAT: Off
	Text Field 31: 
	Text Field 32: 
	Text Field 33: 
	Text Field 34: 
	Text Field 21: 
	Text Field 22: 
	Text Field 23: 
	Text Field 24: 
	Text Field 25: 
	Text Field 26: 
	Text Field 27: 
	Text Field 28: 
	Text Field 29: 
	Text Field 30: 
	Text Field 11: 
	Text Field 17: 
	Text Field 18: 
	Text Field 35: 
	Text Field 36: 
	Text Field 37: 
	Text Field 38: 
	Text Field 39: 
	Text Field 40: 
	Text Field 41: 
	Text Field 42: 
	Text Field 43: 
	Text Field 44: 
	Text Field 45: 
	Text Field 46: 
	Text Field 47: 
	Text Field 48: 
	Text Field 49: 
	Text Field 50: 
	ACC-EMP: Off
	WIL-WORK: Off
	ACT-TRA: Off
	Text Field 15: 
	Text Field 61: 
	Text Field 62: 
	Text Field 63: 
	Text Field 64: 
	Text Field 65: 
	Text Field 66: 
	Text Field 67: 
	Text Field 68: 
	Text Field 51: 
	Text Field 52: 
	Text Field 53: 
	Text Field 54: 
	Text Field 55: 
	Text Field 56: 
	Text Field 57: 
	Text Field 58: 
	Text Field 59: 
	Text Field 60: 
	Text Field 12: 
	Text Field 13: 


