] PHAROS

] MEDICAL PLAI

CLAIM FORM
SURNAME INITIALS DATE CHANGE OF ADDRESS
Please complete only if address has changed
MEMBERSHIP NUMBER FUND NAME

CLAIM DETAILS

Please attach supporting documents

PATIENT

PAYABLE TO

Name of Supplier Amount

First Name

Member | Supplier

TOTAL

Note: Only claim forms signed and presented to Pharos Medical Plan™,
by a valid member, will be processed.

I hereby certify that the above claims are bona fide, true and correct.

MEMBER SIGNATURE:

Pharos is proudly administered by Private Health Administrators™
Cape Town: P O Box 5636, Cape Town, 8000 Tel: 021446 6500, Fax 021 446 6501, Welkom: Tel 057 356 0060 Fax 057 356 0061
Gauteng: P O Box 826, Randburg, 2125 Tel 011 348 8900 Fax 011348 8999, Durban: P O Box 343, Westville, 3630 Tel 031267 5000 Fax 031267 5169

Client Services: 0860 227 464 E-Mail: pharos@pha.co.za



