
Claim no

Date Received

Personal Details of Policy Holder	 Email address 

Full Name	 Membership Number

Full Home Address	 Date of Birth           /        /

	 Place of Work

	 Position held	

Telephone Home (0   )		  Work (0   )	

Names and dates of birth of people for whom reimbursement is being claimed:

Name	 Date of Birth	 Name	 Date of Birth	 Name	 Date of Birth

PLEASE NOTE

All claims will be paid directly into the bank account provided by you below (Cheques are no longer issued)

My Bank Details: 

PRIVACY ACT Pursuant to the Privacy Act 1993 the following is brought to your attention:

(a)	 This claim form and any supporting documents collect personal information about you and is collected to effect the claim you make.
(b)	 The intended recipient of the information is The Education Benevolent Society Incorporated who collect information for their own 	

requirements. It is held by The Education Benevolent Society Incorporated whose office is at 84-88 Dixon Street, Wellington.
(c)	 The collection of this information is required pursuant to the common law duty to disclose all material facts relevant to the claim and is 

mandatory.
(d)	 If you fail to provide this information it may result in your claim being declined or rejected.
(e)	 Your rights of access to, and correction of this information is subject to the provisions of the Privacy Act 1993.
(f)	 While for the most part we are able to treat this information as confidential between you and us, there are circumstances in which the 	

practices of the insurance industry may require us to disclose this information for statistical purposes (however you are not identifiable).
(g)	 In signing the claim form, you and any applicant authorise The Education Benevolent Society Incorporated to give or obtain from your own 

records, other insurers or other parties any information relating to any insurance held or any claim made by you.

DECLARATION - THIS MUST BE COMPLETED IN ALL CASES

1.	 I have contributed continuously to EBS since

2. 	I am a member of 	 (name of union)
     	NB. Trainee Teachers must advise exact date joined.

3. 	The dependants and/or my partner are registered.

4. 	The events under claim are subject to reimbursement from another source.	 YES/NO
    	  (e.g. medical insurance, ACC, linked and approved EBS Hospital Cover Provider)

    	Name of other source:
   
    	Payment advice received from this source is attached.	 YES/NO

5. 	I understand that this claim will be treated in confidence and in accordance with the terms and conditions current at 
the time the events under claim occurred.

                                                         
6. 	All particulars stated on this form are correct and I hereby authorise the Society to make further investigation if 

required.

NOTE: The claim will be returned unprocessed if any details have been omitted. ALL SECTIONS MUST BE COMPLETED.

SIGNATURE OF APPLICANT		  Date



Details of all claims

Receipts/Receipted accounts for all events must be securely attached to this claim. These must
show the date of each visit, the name of patient, and the name of the practitioner who provided
the treatment. Prescription receipts must show prescription number. 
*Any costs related to events that occurred more than 12 months prior to the date a claim is received by EBS 
shall be declined.

SPECIALIST/TESTS/XRAYS ARE TO LEAD ON TO AN OPERATION:    YES/NO

Receipts in order of family member please.	 NOTE: FULL DETAIL OF NATURE OF
	 ILLNESS OR TREATMENT RECEIVED MUST BE STATED

Please continue on a separate sheet if necessary	 TOTAL $ ==========	

Under the Insurance Companies (Ratings and Inspections) Act 1994, The Education Benevolent Society Inc. (EBS Health Care) is not required
to have a rating as it provides health insurance only, and has elected not to be rated.

OFFICE USE ONLY:

	

Address: P.O. Box 11-045, Manners Street, Wellington. Phone: 04 802 4200,  0800 800 441  Fax: 04 384 9009
Website: www.ebs.org.nz   Email: contact@ebs.org.nz

Attach receipts/
receipted accounts
here in order listed.

	 Date of	 Name of	 Name of Doctor	 Nature of Illness or Treatment Received	 Amount 	 Office
	 Visit	 Patient	 etc		  Paid	 use only


