
REIMBURSEMENT MEDICAL CLAIM FORM
Public Service Commission [PSC]

1. Insured Member : ………………………….. EDP No: ………………..

2. Phone Contact No: ………………………....

3. Name of Patient : …………………………… Relationship:…………...

4. Name of Physician : ………………………… Date Treated: …………..

5. Diagnosis : ……………………………………………………………………..

6. Cost Incurred:

Overseas Claims : ……………………….

Doctors Fees : ……………………….

Pharmacy Bills : ……………………….

X-Ray and Lab Charges : ………………………

Specialist Fees : ……………………..

Dental : ………………………

Optical : ………………………

Maternity : ……………………..

TOTAL AMOUNT PAID : $...................

7. Important:
i) Are all Original Receipts Attached Yes No
ii) X- Ray & Lab Charges – Please attach referral letter

from your Doctor Yes No
iii) Specialist Referral – Please attach referral letter

from your Doctor Yes No
iv) Optical/Dental– Please attach Opticians Report Yes No

Insured Members Signature : …………………………. Date : …………………...

2nd Floor, 231 Waimanu Road Suva. P. O. Box 14468, Suva.



Phone: 331 1055 Fax No: 330 3475


