CONFIDENTIAL MEDICAL REPORT
Caesarean section

This medical report should be completed by the patient’s obstetrician.	

Patient name:	 	<PT_TITLE> <PT_FIRSTNAME> <PT_SURNAME>
Patient address:		<POL_ADDR_LINE_1>
			<POL_ADDR_LINE_2>
			<POL_CITY>
			<POL_REGION>
			<POL_POST_CD>
Membership number :	<patient entity number>
Date of birth:  		<PT_DOB>
	
1.  Please state indication(s) for a caesarean section including the ICD 10 code(s).
												
												
												

2. Has the member had a previous caesarean section?	
Yes		No	
If yes, please provide details:
												
												
												
												
												

3. Has the caesarean section already taken place?	
Yes		No	

4. Please confirm the hospital details and the anticipated length of hospital stay following the procedure.
												
												
												

5. Please confirm 	
a) 	your fees for the caesarean section
												
b) whether  you charge a package price only (please include your fee if this is the case) 
												
c) your consultation charges if billed separately
												

Please note that we will fund an eligible caesarean section and one follow up consultation for members who have caesarean section benefit on their policy, subject to our fee maxima.

Declaration: I confirm that I am the patient’s obstetrician  
Name:											
Qualifications:					  					
Address:											
												
												
Telephone:											
Signature:						Date: 					


















PRUHM15508
Please ensure that you have completed all the necessary details of your practice below.  This will serve as your account.  If you would prefer to submit a separate invoice, please attach your account to this form.  

	MEDICAL PRACTITIONER’S DETAILS

	
Name:

Full postal address:


Telephone number:

GMC registration number:

To help us pay you more quickly, please complete the details below:


1. Name of account holder:

	

2. Bank sort code:	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	

3. Bank account number:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	

4.  Name of bank:						

	


	Signed: 
	
	Date:
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	Membership number:
<Membership Number>
	Event ID:
<Authorisation Number>
	Information requested:
<Caesarean Section Medical Report>



Please return this completed form to us:
· By post:    PruHealth
	    Medical Management
	    Stirling FK9 4UE

By fax:    0800 096 4222










CONSENT TO ACCESS A MEDICAL REPORT

We need a medical report to assess the eligibility of your claim.  Before we can ask any doctor or other healthcare provider that you have consulted to complete a report, we need your permission under the Access to Medical Reports Act 1988.

Your Rights
Your rights under the Act are as follows: 

1. You can ask to see the report before the doctor or other healthcare provider returns it to us.  If this is the case, we will tell them to keep the report for 21 days so that you can arrange to see it.  If you have not made arrangements to see the report within this time, they will send the report to us. 

2. If you choose not to see the report at this stage, you may ask the doctor or other healthcare provider for a copy within six months of it being sent to us.  We can send a copy of the report to them if you ask to see it at a later date. 

3. If you think that any part of the report is not correct or is misleading, you may ask the doctor or other healthcare provider to amend it.  If they refuse to make the amendments, you may ask him or her to attach a statement outlining your views, which will then accompany the report. 

4. Your doctor or other healthcare provider can withhold access to the report if he or she feels that it would cause physical or mental harm to you or others.  They will let you know if this is the case.

5. You do not need to give your permission but, if you do not, we may not be able to authorise payment for your treatment.  


If you have any questions about your rights under the Act, or questions relating to the process of getting, accessing or storing medical information please write to: The Senior Medical Officer, Prudential, Stirling, FK9 4UE
DECLARATION

This is our standard client agreement upon which we intend to rely. For your own benefit and protection you should read these terms carefully before signing them. If you do not understand any point please ask for further information.
· I agree to PruHealth asking any doctor or other healthcare provider that I have consulted about my physical or mental health to provide medical information so that you may assess my claim.

· I agree to this information being used in confidential management information for business analysis, in accordance with the Data Protection Act 1998 and other applicable data protection legislation.

· I have read and understood my rights under the Access to Medical Reports Act 1988.

· I agree that a copy of this consent shall have the validity of the original.


I DO NOT want to see the report before it is sent to PruHealth	

I DO want to see the report before it is sent to PruHealth 	


Signed: ____________________________

Name:  ____________________________

Dated:  ____________________________
