
PRIORITY
MAIL CLAIM 

To make a claim:

■■ Read the Important Information on the back page of this claim form

■■ Write your Membership Number at the top of the claim form 
(the Membership Number is shown on your HCF Membership Card)

■■ Membership details   S E C T I O N  1

■■ Payment method    S E C T I O N  2

(only applicable if account has been paid by you)

■■ Claim details   S E C T I O N  3  A N D  4

■■ Accident details   S E C T I O N  5

■■ Sign and date the Declaration and Authority Section   S E C T I O N  6

■■ Attach all original accounts and/or receipts to this claim form

■■ Mail the completed claim form to your nearest HCF branch or to:
The Hospitals Contribution Fund of Australia Limited
GPO Box 4242 Sydney NSW 2001

Important Information

To ensure your claim is attended to promptly, please note:

Membership: Membership contributions must be up to date or your claim may not be paid.

Claims: • Ensure all requested information is provided with your claim. A checklist is provided on
the front page of this Claim form.

• Remember to lodge your claims within two (2) years of the goods and/or services being
provided otherwise your claim may not be paid.

• A claim may not be made for any goods and/or services until they are actually provided.

• Goods and/or services received while overseas are not claimable from HCF.

• Please ensure you have attached to this claim form the original account(s) and/or
receipt(s) from the provider. All accounts and/or receipts should show the name and
address of the provider, type of goods and/or service, date of receipt of the goods and/or
service, patient’s name, the cost of the goods and/or service. HCF must keep your original
account(s) and receipt(s) for audit purposes.

Optical Claims: Attach the prescription for glasses and contact lenses.

Medicare Gap In order to claim the Medicare gap for in-hospital services, you will need to attach the top
Claims: portion of Medicare Statement of Benefit to this claim form. This claim can only be paid

once the related hospital claim has been processed.

Direct Credit: Claims where the goods and/or services have already been paid by you can be paid directly
to your bank, building society or credit union account. This means you will receive your
refund sooner and avoid any delay in the clearance of the cheque by the financial
institutions. We will send a statement to you confirming the payment details.

Account details can usually be obtained from your account statement. If you are unsure
please check with your financial institution.

Cheque Cheques will be posted to you at your mailing address. If the account is unpaid, a cheque 
Payments: in favour of the nominated provider of the goods and/or service will be mailed to you.

Forward this cheque together with the balance owing on the account, if any, to the provider.

If you have any questions or you are in doubt about any aspect of your claim, our Customer Service Officers at
any of our branches will be pleased to help. Alternatively, you may phone the HCF Member Information Line
from anywhere in Australia for the cost of a local call.

We’re different.

The Hospitals Contribution Fund of Australia Limited. ABN 68 000 026 746.
HCF Life Insurance Company Pty Limited. ABN 37 001 831 250.

Head Office: 403 George Street, Sydney, NSW 2000.
Postal Address: GPO Box 4242, Sydney 2001. Telephone: 13 13 34.

E-mail: service@hcf.com.au  Internet: www.hcf.com.au
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If the account is U
N

PA
ID

, a cheque in favour of the provider/doctor w
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W
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itted to a hospital or approved day hospital?

Yes ■■
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o ■■
  

If ‘yes’, please advise: Period in hospital               /             /
to                /             /
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Is this claim
 the result of an accident?   Yes ■■

N
o ■■

      If ‘yes’, the date of the accident w
as               /             /
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I declare all inform
ation stated in this claim
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 and any supporting docum

entation to be true and correct. A
ll goods and/or services w
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n. N

o ancillary benefits are being claim
ed from

 H
C

F that have been, or w
ill be, claim

ed from
 M

edicare. T
he patient w

as
not aw

are of any sym
ptom

 related to the condition for w
hich benefits are claim

ed before joining H
C

F or transferring to current level of cover. I acknow
ledge that

H
C

F m
ay need to disclose details of this claim

 to third parties to establish the correct benefit entitlem
ent and I authorise H

C
F to contact the provider and to

access any inform
ation needed to verify and process this claim

. I acknow
ledge that H

C
F otherw

ise deals w
ith personal inform

ation of patients in accordance w
ith

the term
s of its privacy policy, w

hich is available on the H
C

F w
ebsite, or by request from

 H
C

F branches. I confirm
 I w

as a financial m
em

ber of H
C

F w
hen these

goods and/or services w
ere provided and I am

 authorised to sign the claim
 form

 as the contributor or contributor’s nom
inated partner on the policy.

Signature of M
em

ber
D

ate              /             /

D
E

C
L

A
R

A
T

I
O

N
 
A

N
D

 
A

U
T

H
O

R
I

T
Y

A
C

C
I

D
E

N
T

 
D

E
T

A
I

L
S

C
L

A
I

M
 
D

E
T

A
I

L
S

P
A

Y
M

E
N

T
 
B

Y
 
D

I
R

E
C

T
 
C

R
E

D
I

T

M
E

M
B

E
R

S
H

I
P

 
D

E
T

A
I

L
S

(if ticked N
O

, 
go to Section 4)


