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LatrObe SIMPLIFIED BILLING

DOCTOR CLAIM FORM

20021

HEAD OFFICE: 32 McDONALD STREET, MORWELL, VICTORIA, 3840
TELEPHONE NO: 1300 362 144 FACSIMILE NO : (03) 5128 9289

SECTION 1 - Practice and Patient details

HOSPItalised at: ....ooieieiiiiieeieeeee e

Practice NAME: .........coveiviiiiiiieeieciecee ettt Practitioner: ........cccceeeveeveeeieeeeeieeeeenenne Prov NO: ..o

Declaration: 1 declare that -

(i) The services listed below or as detailed on the attached account/s were provided by me or on my behalf. The
services were rendered to the patient whilst a private in-patient of a hospital or approved day hospital facility.

(ii) By forwarding the attached accounts I agree to bill Latrobe Health Services directly for the services detailed.

(iii) 1t is acknowledged that the collection of any patient balance (i.e. the difference between medical benefits payable by
Latrobe Health Services and the total fee) shall be my responsibility.

(iv) The patient has been advised of the expected patient balance on the anticipated services prior to the procedure.

SECTION 2 - Account details (If an account is submitted with this claim form SECTION 2 does not need to be completed)

MBS/MBAC | Description of Service Number of Date of Provider . Full charge
Item No.: patients seen Service No. mgﬂi‘g?i gfﬁgﬂt
/o $
I $
/o $
I $
/o $
TOTAL $
SECTION 3 - Referral details
Period: (please circle) | 3 months 6 months 12 months 18 months Indefinite Referral date: / /
Referring provider: Provider No:
Address: Postcode:

SECTION 4 - Applicable Service Conditions

Ve ve Related Services
Compensation related? Yes No
Part of a multiple procedure? Yes No
Referred within the Hospital? Yes No
Is this “not normal aftercare”? Yes No
Considered “not for comparison”? Yes No
Self determined? Yes No
Performed on separate sites? Yes No




