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* Attach original 	
/ 

itemised accounts or 
receipts behind here 

It is an offence, under the Health Insurance Act 1973 to make a false or misleading statement. IA I' L• I L 	7 	Medicare benefits are only payable to the person who incurs the medical expense. 

Section 1. 	Claim and payment details Section 3. 	In -hospital services 
1. Patient's Medicare card number 1. Was the patient(s) an in-patient of a hospital or approved day hospital facility? 	Yes 	No 

2. What is the name of the person who paid for or is liable to pay for the medical expenses? If 'Yes', what was the name of the hospital? 

(TitIC e.g. Mr/M rs/Miss/Ms) (Familv name) 	 (Given name) 

__ 

Admitted 	 Discharged 

What were the dates of admission and discharge?  
(Pavnients will he addressed to this person. For benefits to he paid in favour of this person. the 

Section 4. Adding a newborn child 	You can add your newborn child to the above Medicare 
card by completing this section. In some circumstances you may he asked to provide identification 
documents. 

(Family name) 	 (('hild's given name) 	 (2nd initial) 

account must he paid for in full) 

3. What is your current mailin g  address? 

'c? 'ov4 	$j 	 I4f 

Posteode 	 21 
Sex Nil/F 	 l)ate of birth  

Is this your permanent mailing address? 	 Yes 	 No 

If 'Yes'. Medicare records will he updated to reflect this. 

What telephone number can you he 
contacted on during business hours? 	(° - ) 66 	 I 

Section 5. 	Claimant declaration 
I hereby claim Medicare benefits for the professional services to which this claim relates and I 

declare that: 

• 	I have paid for or am liable to pay the expenses for these services. 

• 	The services were not for the pUrpose of life insurance, superannuation or provident account 
schemes, admission to a friendly society, health screening, mass immunisation or connected 
with the patients employment. 

• 	To the best of my knowledge and belief all the information in this claim is true and correct. 

 CARD 
REF. 
No. 

PATIENT'S FIRST GIVEN NAME & INITIAL 
e.g. ROBIN 	 I G 

FOR SERVICES PROVIDED BY 
e.g. Dr. A. P. JONES 

______________________________ _________________ 
I 

I also authorise Medicare to contact the referring practitioner or the provider of the services if 

clarification of details on accounts/receipts is required for assessment purposes. 
Have any of the services being claimed been paid in full? 	 Yes 	No 

Signature of 
claimant: 	 Date: 	/  

If'Yes' ensure section 2 is completed. If 'No' a cheque will be made 
out to the doctor and mailed to the person specified in question 2 above, 

Section 2. 	Electronic Funds Transfer (EFT) details (The person who incurred the expense.) 

I)o you want the benefit to be deposited directly into a bank account via EFT? 	Yes 	No 

(This option is only available for paid accounts.) If No' then go straight to section 3. 

All documents supporting this claim will he retained by Medicare. 

Information regarding the Medicare Safety Net can he found on the reverse of this form. 

Agent's Authority 
Name the account is held in:  Only complete this section if authorising another person to collect cash on your behalf. 

BSB number 	(6 digits in total) 	 Bank account number 	(up to 10 digits only) 
Your agent will he asked to provide satisfactory personal identification. 

m m 	mm 
Address (If you are unsure of the BSB number, please contact the bank where the account is held.) 

Bank name: 	 Branch: Postcode 

A Statement of Benefit will only be issued automaticalI 	where in-hospital services are 
included in this claim and the benefit is paid via EVE If you need a statement for other
services, please tick this box. 

Agent's Signature Faaimant's Signature 

CLA l\1 F( ) 	- This form is I he appro ml form under seClicill 29B or the iIialth In..urw,ct' it it 1 '1 73, For pa%rnenl by electronic rccnds tr,cnsfer (Eli). cheque, or cash to cn ant lcor,ed age 0 . 	 PCi 05/95 



Enquiries 	 L - 
Any enquiries about Medicare may he made by telephoning the national eiiq uirics on 132 011 (for the cost of a local call). 

How to claim 
• A claim forimi does not need to he completed for paid accounts presented at a Medicare customer service centre for cash or LII. 

if you have already paid I he account the receipt must be attached. You can obtain payment: 

(a) in cash up to a specified limit at a Medicare customer service centre. Please present your Medicare card when claiming: iii 

(h) by EFI' directly into a nominated hank account (Note: If your hank rejects the EFF a cheque will he issued to the claimant through the post): or 	 - 

(c) by cheque tilrouuh the post (do not send in your Medicare card). The cheque will be issued in the claimant's name and posted to the claimant's address as shown on this 	 4 
claim form. Claims should be addressed to (;.P.O. Box 9822 in your capital city. (Note: Payment by EFI offers a faster pilynleilt time than by cheque.) 

• If you have not paid tile account. a cheque will be issued in the practitioners name but posted to you for forwarding to tile priletitiomler with any balance due. 

Gap benefits 
Medicare benefits are based on the Schedule fee for the service rendercd.The difference between the Medicare benefit and Schedule fee is called the gap. People who li:ive hospital insurance with a 
registered health benefits fund and incur medical expenses in hospital can claim benefits from the fund for the gap amounts. pros'ided Medicare benefits are payable for tile services. People claiming 
Medicare benefits for in-hospital services will be provided with a statement of benefits, which can be used to support a claim on their private health lund for gap benefits. Alternatively, for 
participating pri\'ate health funds, under a Two Way Agency arrangement claims for gap benefits can be forwarded, on your behalf. directly to your fund. Complete a (iap/anciliiarv claim form 
available in Medicare customer service centres and attach to your Medicare claim. 

The Medicare Safety 
1 he Medicare Safety Net is designed to protect all people who frequently see the doctor and have high medical expnses. 
The Safety Net does not apply to in-hospital services. 
When gap payments made by an individual, or it registered family, reach it threshold amount in a calendar year. Medicare will refund I t)0% of the schedule fee for the remainder of that year. The 
Safety Net threshold amount is indexed to tile ('P1 and is adjusted annually. For details of the current Medicare Safety Net tllreshold contact vour nearest Medicare customer service centre or 
telephone Medicare enquiries on 132 (III. 
For further details on the Medicare Safety Net ask for a hrocllure at a Medicare customer service centre or telephone 132 UI I 

Excluded services 
Listed below are some of the services for wilich Medicare benefits are not payable: 

• a medical exanlinatmon for the purpose of life insurance, a superannuation or provident account scheme or admission to rilenlbership of a friendly society: 
• a service rendered by or on behalf of tile ('onlmollweaith. a State. a locai governing body or an authority estabiisilcd by ii law of tile (;onlnlOfl\Veilith, a State or a law of an internal lerritor and 
• a service where the medical expense is the responsihilit\ of the enlpiover of the patient, mass immunisation progranls, health screening services not reasonably required for tile maflagenlent of the 

patients medical condition. 

Privacy note 
The information provided by you on this form and the attached aecoumlts or receipts will be used to pay your claim. Its collection is autilorised by law and may be disclosed to the Department of 
Healtil and Family Services or a person associated with the claim. Enrolment information will be used to maintain a record of entitled persons for the (jovernment programs administered by tile 
Fleaith Insurance Commission, and by law may be disclosed to the Department of \etcrans Affairs, l)epartnient of Social Security and Comnlonw';mllb Srvirr I)eliery Agency. 
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MEDICARE EFT STATEMENT ONLY 	NSW PHONE 132 011 
050700 	 000779 	 RUN 128, 07/07/00 PROVIDER DETAILS 

0587612A DR K 0 HROMEK 

8 294 

MR P HAMILTON 
1/50 PATERSON ST 
BYRON BAY NSW 2481 

CARD NO 2223 93681 3 
BSB NO 082-489 
NATIONAL - TRADING 
BYRON BAY 33 JOi'4SON T 
A/C NO 509751472 
A/C NAME P I P HAMILTON 

PATIENT NAME 	 PROV NO DATE NO ITEM 	CHARGE SCH FEE BENEFIT EXP 

HAMXLTON,PETER I 	 0587612A 030700 1 	23 	30.00 	26.45 	22.50 

	

TOTALS 	30.00 	 22.50 

	

TOTAL EFT AMOUNT 	 $22.50 

/ 



' MCC-OO1 

CAID:3. . 

/. 

Dear Claimant 

Before we can process the enclosed documents, we need you to fulfil the requirements as indicated 
below by "I". 

Sign the claim fbrm. 

Include the hospital accommodation details on the claim form. 

Complete the enclosed claim form. 

Attach the receipts to the paid account/s. 

EU Attach detailed accounts 

LIII Provide original accounts/receipts. Xhcrnauvc1) your copies should be certified by the 

l)ractiti01e1'/s). 

LIII Attach Statements of Benefits to the enclosed receipts, for substantiation purposes. 

LII ................................................................................................................................................... 

When you have done this, please return the claim for us to finalise. 

Ii we are able to process part of your claim, an assessment advice/cheque will be mailed separately. 

Our Enquiries stafi will be pleased to assist you with any questions you may have about this letter. The 
number to call is shown below 

Yours faithfully 

(for) Manager Medicare 
NW/ACT 
Euc. 

Medicare, GPO Box 9822 in your Stare Capa 
Enqu!ries 132011 - At! cats to lots rumhe are charged at local call rates 

Cd HEALTH INSURANCE COMMISSION 
IdminisleN Medicare for all Australias 



It is an offence, under the Health Insurance Act 1973 to make a false or misleading statement. 

A 	I ( 	7 	Medicare benefits are only payable to the person who incurs the medical expense. 

ach 
se

cina I' 
ite4iid accounts or 

- 

Section 1. 	Claim and payment details 

1. Patient's Medicare card number 

Section 3. 	In -hospital services 

1. Was the patient(s) an in-patient of it hospital or approved day hospital facility? 	Yes 	No 

2. What is the name of the person who paid for or is liable to pay fur the medical expenses? If 'Yes', what was the name of the hospital? 
(Title e.g. Mr/Mrs/Miss/Ms)(Family name) 	 (Given name) 

(Pavnients will he addressed to this person. For benefits to be paid in favour of this person. the 

H_________  
Admitted 	 Discharged 

What were the dates of admission and discharge?  

Section 4. Adding a miewborn child 	You can add your newborn child to the above Medicare account must he paid for in lull) 

3. What is your current mailing address? card by completing this section. In some circumstances you may be asked to provide identification 
documents. 
(Family 11 rn') 	 -- 	 (Childs given name) 	 (2nd initial) 

Date of birth  

Postcode 

Is this your permanent mailing address? 	 No 
If 'Yes'. Medicare records will be updated to reflect this. 

_______________________________ 
What telephone number can you he 
contacted on during business hours? 	( 	) 

Section 5. 	Claimant declaration 

I hereby claim Medicare benefits for the professional services to which this claim relates and I 
declare that: 
• 	I have paid for or am liable to pay the expenses for these services. 

- 
• 	I he services were not for the purpose of life insurance. superannuation or provident account 

schemes, admission to a friendly society, health screening, mass irnniunisatioii or connected 
with the patient's eniplovment. 

• 	To the best of my knowledge and belief all the information in this claim is true and correct. 

I also authorise Medicare to contact the referring practitioner or the provider of the services if 
clarilication of details on accounts/receipts is required for assessment purposes. 

 CAR D ['At'll:i\TS FiRST GtVEN NAME & INITIAL 
e.g. ROBIN 	 I G 

FOR SERVICES t'ROVtDED BY 
e.g. Dr. A. I JONES 

- 	- 
A) i7 

Have any of the services being claimed been paid in full! 	 'Yes 	No 

Signature of 
claimant: 	7' 	 Date:  

If Yes' ensure section 2 is completed. If 'No' a cheque will he made 
out to the doctor and mailed to the person specified in question 2 above. 

Section 2. 	Electronic FundsTransfer (EFT) details (The person who incurred the expense.) 

I. Do you want the heiiebii to he deposited directly into a t)iiilk account, via I F F? 	Yes 	No 
(This option is only available for paid accounts.) lfNo' Iheit go straight to section 3. 

* All documents supporting this claim will he retained by Medicare. 
Information regarding the Medicare Safety Net can he found on the reverse of this lorni. 

Agent's Authority 
Only complete this section if authorising another person to collect cash on your behalf. 

- 	.. 
2. Name the account is held in: 	 / / 	' 	 '.-'--..----.-. 

. BSB number 	(6 digits in total) 	 Bank account number 	(tip to If) digits onl) 
Your agent will he asked to provide satisfactory personal identification. 

Agent's Name_________________ 

Address (If you are unsure of the BSB number, please contact the hank where the account is held.) 

Postcode 	 I 4. Bank name: 	 /, 	 Branch: 

5. A Statement of Benefit will only be issued automatically where in-hospital services are 
included in this claim and the benefit is paid via FliT. If you need a statement for other 
services, please tick this box. 

Agent's Signature Claimant's Signature 

CI.Al1 FORM - Iiiis fonii is liii' :lPi)roe(i Foriii uniter se'iion 21111 4 if the I/ak/i In,surancc ,j,( 197$. For panIeni by electronic fiiiids transrer (EFt), cheque, or cash 141 an auihorised agent. 	 PCI 05195 



Enpiries 	 - 
'Ky enquiries about Medicare niay he made by telephoning the national enquiries on 132011 (for the cost ola local call).  

ow to claim 	- jox 
. A claim form does not need to be completed for paid accounts presented at a Medicare customer service ce!jtre -f'i cash or En  

	

If you have already paid the account the receipt must be attached. You can obtain payment: 	- 	- 	
'. 

( ( ff(tL 

(a) in cash up to a specified limit at it Medicare customer service centre. Please present your-Medicare card when claiming: or 

(h) by EFT directly into a nominated bank 	 your bectshe EFT a cheque will he issued to the claimant through the post); or 

(c) by cheque through the post (do not send nour Medicare card). The cheque wilt he issued in the claimant's name and posted to the claimant's address as shown on this 
claim form. Claims should be addressely G.P.O. Box 9822-in your capital city. (1otc: Payment by EFT offers a faster payment time than by cheque.) 

If you have not paid the account, a cheque Will he issued in the practitioner's name h 1 posted to you for forwarding to the practitioner with any balance due. 

Gap benefits 
Medicare benefits are based on the Schedule fee for the 	viccrendered.Thdifference between the Medicare benefit and Schedule fee is called the gap. People who have hospital insurance with it 

registered health benefits fund and incur medical expenses in hospital can claim benefits from the fund for the gap amounts, provided Medicare benefits are payable for the services. People claiming 
Medicare benefits for in-hospital services will he provided with a statement of benefits, which can be used to support a claim on their private health fund for gap benefits. Alternatively, for 
participating private health funds, under a Two Way Agency arrangement claims for gap benefits can be forwarded, on your behalf, directly to your fund. Complete it (iap/aneilliarv claim form 
available in Medicare customer service centres and attach to your Medicare claim. 

The Medicare Safety 
The Medicare Safety Net is designed to protect all people who frequently see the doctor and have high medical expenses. 
The Safety Net does not apply to in-hospital services. 
When gap payments made by an individual, or a registered family, reach a threshold amount in a calendar year. Medicare will refund 100% of the schedule fee for the remainder of that year. The 
Safety Net threshold amount is indexed to the CPI and is adjusted annually. For details of the current Medicare Safety Net threshold contact your nearest Medicare customer service centre or 
telephone Medicare enquiries on 132 011. 
For further details on the Medicare Safety Net ask for a brochure at a Medicare customer service centre or telephone 132011. 

Excluded services 
Listed below are some of the services for which Medicare benefits are not payable: 
• a medical examination for the purpose of life insurance, a superannuation or provident account scheme or admission to membership of it friendly society: 
• a service rendered by or on behalf of the Commonwealth. it State, a local governing body or an authority established by a law of the ('omnionwealth, it State or a law of an internal Territory: and 
• a service where the medical expense is the responsibility of the employer of the patient, mass immunisation programs, health screening services not reasonably required for the management of the 

patient's medical condition. 

Privacy note 
The information provided by you on this form and the attached accounts or receipts will be used to pay your claim. Its collection is authorised by law and may he disclosed to the Department of 
Health and Family Services or a person associated with the claim. Enrolment information will he used to maintain a record of entitled persons for the Government programs administered by the 
Health Insurance Commission, and by law may he disclosed to the 1)epartment of Veterans' Affairs, I)epartinent of Social Security and Commonwealth Services I)elivery.  Agency. 

fM/C No. 	 MANUAL ASSESSMENT 
Ref. 	 . . 	 UAIEOFSERvRE 	 -. 

Patient s hrsl Name 	 Item 	 Provider t'o. 	 (harge 	 Schedule I-ce 	 Benefit 	 Referral 
No. 	 ,hl v..., 

Office Use Only 



r Stephen M Moore 	 69 Ui Si', LISMORE NSW 2480 

IMEI) SC, M13 115 (lIONS ENSW. FIIACP 	 PH (02) 6622 2326 
F1tx (02) 6622 2342 

CONSULTANT PHYSICIAN 	 PN 471263B 

Invoice 	NVOE# 1969 

PFTI R I lAM!! :r( )N 
PATI ENT 	I mit 1/ 50 l'attcson Street 

BYRON BAY 24I  

1)R KARL TIROMILK 
REFERRED BY PN. 57612A 

26.5.99  

DATE ITEM NUMBER 	 SERVICE 	 FEE 

26/05/99 	110 	 - 	Initial Consultation 	 1 4 S 

Total 	I 
dr  M1 14.35 

, 

I 



Statement of Benefit 
1 kI ru J i 	PLE'\E RE AIR TOR TAXAHON PURPOSES 

r 	PI-t.tD IN FAVOUR OF PROVIDER 	 NSW PHONE 132 011 
250930 	 018023 1/1 RUN 195, 09/10/00 PROVIDER DETAILS 

0081601E (R p p LAIRD 

6 294 

Mu P HAMILTON 
1750 PATERSON 
BYRO4 BAY NSW 

MEDXCIVE CARDNUMBER 2 
PATIENT NME 

hAM1LIUN,VEItk 

Sr 
2481 

23 93681 3 
PROV NO DATE 

01)18 020600 

ii:tuiitai 
NO ITEM 	CHARGE SCH FEE BENEFIT EXP 

1 1151)3 	106.65 	106.3 	)..GN 

TOTALS 	10605 	 00.00 

TOTAL CHEQUE AMOUNT 	 380.00 

EXPLANATION OF CODES 

+ 	INPATIENT SERVICE - MAY BE ELIGIBLE FOR PRIVATE FUND GAP 86NEFIT 

F 9WRP THIS STATEMENT AND CHEQUE TO DR P P LAIR 0 TOGETHER WITH ANY BALANCE DUE 

PATIENT NAME PROV NO DATE No ITEM CHARGE 	SCH FEE BENEFIT EXP 

HAM1LTON.PLZTER 1 00816018 020800 1 11503 106.65 	106.65 80.00+ 

TOTALS 106.65 80.00 

TOTAL CHEQUE AMOUNT $80.00 

EXPLANM ION OF CODES 

+ 	INPATIENT SERVICE - MAY BE ELIGIBLE FOR PRIVATE FUND GAP BENEFIT 

/ 



PAUL P. LAIRD 
B.Sc. (Med.), MB., B.S. F.R.A.C.P. 

CONSULTANT PHYSICIAN 

99 URALBA STREET 
LISMORE 2480 

POSTAL ADDRESS: 	 TELEPHONE: 
P.O. BOX 38 	 (02) 66214465 
LISMORE N.S.W. 2480 	 FAX (02) 66222981 

PROVIDER NUMBER 081601B 
P.P. LAIRD PTY.LTD. 
A.C.N. 002 910 456 

Mr P. HAMILTON 
1150 Paterson Street 
BYRON BAY 2481 

Receipt 

20/11/2000 

Receipt N°: 5214 

Being for 

Ace 	Date 	Services/Patient 	 Fee 	Paid 

6968 	2/8/2000 	11503, Sleep Study 	 $106.65 	$80.00 

HAMILTON,Peter 	 $80.00 	S80.0() 

Previous credit: 	 $0.00 

Cheques: 

Received with thanks. 

Credit card: 

Cash: 

Total payment this receipt: 

Balance still outstanding 
(on 20/11/2000): 

$0.00 

$80.00 

$80.00 

$0.00 

toy- 



It is an offence, under the Health Insurance Act 1973 to make a false or misleading statement. I 	(TI! I (! 	1 g 	Medicare benefits are only payable to the person who incurs the medical expense. 

* Attach original 
itemised accounts or 
receipts behind here V 

/ 

Section 1. Claim and payment details 	 Section 3. in-hospital services 

Patient's Medicare card number 	 H H H [ 	fl 	H fl 1. Was the Patient(s) an in-patient of a hospital or approved day hospital facility? Yes H No H 
What is the name of the person who paid for or is liable to pay for medical expenses? 	 2. If 'Yes', what was the name of the hospital? 	 - 

(Title e.g. Mr/Mrs/Miss/Ms)(Family name) 	 (Given name) 	 - 
Admitted - 	Discharetd 

- 	---- 	-- - 	 -- ---- 	] 3. What were the dates of admission and discharge?  
(Payments will he addressed to this person. For benefits to be paid in ltvour of this person, the  
account must be paid for in full) 	 r Sp'finn 4 	Ad(linu n'whrn hHi1 	 I,) 	 ,.k;l,t ..,h... k.... 

What is your current mailing address? 

Is this your permanent mailing address? 

If 'Yes'. Medicare records will he updated to reflect this. 

What telephone number can you be 	 - 
contacted on during business hours?  

( ,P PATIENT'S FIRST GIVEN NAME & INITIAL 
No. 	e.g._ROBIN 	 G 

- Postcode 

Yes fl No 

FOR SERVICES PROVIDEL) BY 
e.g. Dr A. P JONES 

. . 	 . 	 ,,.,,... 	 S 	 JS 'us i 	 I5III 	 IL Sltfl)V L IVL¼UILdI L 

card by completing this section. In some cilcuilistances you may he asked to provide identification 
documents. 
(Family name) 	 (Child's given name) 	 (2nd initial) 

Sex M/F 	 Date of birth  

Section 5. Claimant declaration 

I hereby claim Medicare benefits for the professional services to which this claim relates and I 
declare that: 

F • I have paid for or am liable to pay the expenses for these services. 

• The services were not for the purpose of life insurance, superannuation or provident account 
schemes, admission to a friendly society, health screening, mass immunisation or connected 
with the patient's employment. 

• To the best of my knowledge and belief all the information in this claim is true and correct. 

I also authorise Medicare to contact the referring practitioner or the provider of the services if 

No 	
clarification of details on accounts/receipts is required for assessment purposes. 7. Have any of the services being claimed been paid in full? 	 Yes 

If 'Yes' ensure section 2 is completed. If 'No' a cheque will be made 
out to the doctor and mailed to the person specified in question 2 above. 

Section 2. Electronic Funds Transfer (EFT) details 	 - 	- 
Do you want the benefit to be deposited directly into a financial institution 	Yes 	NC) account via EFT? (This option is only available for paid accounts.) 
If 'No' then go straight to section 3. 

Name the account is held in: 

t 
I3SB number (6 digits in total) 	 Financial institution account number (dig

up

its

o  

on

9

ly) 

iiifl 
(If you are unsure of the I3S13 number, please contact the financial institution where the account is held.) 

Financial 
institution:  	Branch: 	 - 

A Statement of Benefit will only be issued automatically where in-hospital services are 
included in this claim and the benefit is paid via EFT. If you need a statement for other 
services, please tick this box. 

Signature of 
claimant: 	 Date: 	/ 

(The person who incurred the expense.) 

* All documents supporting this claim will be retained by Medicare. 
Information regarding the Medicare Safety Net can he found on the reverse of this form. 

Agent's Authority 
Only complete this section if authorising another person to collect cash on your behalf. 
Your agent will be asked to provide satisfactory personal identification. 

Agents Name  

Address 

Postcode 

Agent's Signature 	 Claimant's Signature 

CIJtIM FORM - This fornt is the approved forum tinder section 208 of the Health /nv,,rwweAc: 1973. For puvillent by electronic fItII(tS transfer (EFT), cheque, or cash to an authorised agent. 	 I'CI 111() 



Enquiries 	 — 

Any enquiries about Medicare may he made by calling Medicare enquiries on 132 011. 	 j_•1 ,.g 
how to claim 	 N 

• 	A claim furm does not need to he completed for paid accounts pi'escnte(l at a Medicare customer service centre for cash or EF'l'. 	 ~A OK  
If von have already paid the account the receipt must be attached. You can obtain payment: 	 NO 
(a) in cash up to a specified limit at it Medicare customer service centre. Please present your Medicare card when claiming: or 

b ) by EFT di rectiv into a ni imi nated financial institution account. 	(Note: If your financial i 1st ii in ion rejects the I Vl it cheque will be issued to the clai loam through the post : or 
(c) by cheque through the post (do not send in your Medicare card). The cheque will he issued in the claimants name and Posted  to the claimant's address as shown on this 

claim farm. Claims should be addressed to G.P.O. Box 9822 in your capital city. (Note: Payment by EI -'T (liters it faster payment time than by cheque.) 
• 	If von have not paid the account, it cheque will he issued in the practitioners name but posted to you for forwarding to the practitioner together with any balance due. 

Gap benefits 
Mc(licarc benefits are based on the Schedule fee for the service rendered. The difference between the Medicare benefit and Schedule fee is called the gap. People who have hospital insurance with it 

registered health benefits fund and incur medical expenses in hospital can claim benefits from the fund for the gap amounts, provided Medicare benefits are payable for the services. People claiming 

Medicare benefits for in-hospital services will be provided with a statement of benefits, which can he used to support a claim on their private health fund for gap benefits. Alternatively, for participating 

private health funds, under it Two Way Agency arrangement, claims for gap benefits can he forwarded. on your behalf, directly to your fund. Complete it Gap/anciltiary claim form available in Medicare 
customer service centres and attach to your Medicare claim. 

The Medicare Safety Net 
The Medicare Safety Net is designed to protect all people who frequently see the doctor and have high medical expenses. 

The Safety Net does not apply to in-hospital services. 

When gap payments tiiade by an individual, or a registered family, reach a threshold amount in it calendar year. Medicare will refund lOt )'/ of the schedule lee for the remainder of that year. The Safety 
net threshol(1 amount is indexed to the Cl'l and is adjusted annually. For details of the current Medicare Safety Net threshold contact your nearest Medicare customer service centre or call Medicare 
enquiries on 132 DII 

For further details on the Medicare Safety Net ask for it brochure at it Medicare customer service centre or call 132 01 

Excluded services 
Listed he!ow are some of the services for which Medicare benefits are not payable: 

• 	a medical examination for the purpose of life insurance, a superanntiation or provident account scheme or admission to membership of a friendly society: 

• 	it service rendered by or on behalf (if the Commonwealth. it State. a local governing body or an authority established by it law of the Commonwealth. it State or a law of an internal Territory: and 

• 	a service where the medical expense is the responsibility of the employer of the patient, mass immunisation programs, health screening services not reasonably rcqttired for the management of the 
patient's mcdical condition. 

Privacy note 
The infarmatioti provided by you on this form and the attached accounts or receipts will he used to pay your claim. Its collection isauthorised by law and may be disclosed to the l)epartment of,  
Health and Aged Care or a person associated with the claim. Enrolment information will he used to maintain a record of entitled persons for the Governnietit programs administered by the I - health Insurance 
Commission, and by law may he disclosed to the Department of Veterans' Affairs. Department of Family and Community Services, Commonwealth Services Delivery Agency and Department of 
Immigration and Multicultural Affairs. 
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