
1) Is this your first claim for this medical condition?   Yes    No 

2) Are you claiming for cash benefit?   Yes    No 

3) Please describe the medical symptoms or event you wish to claim for:

4) Diagnosis (if known):

5) Date you first noticed the symptoms?

6) Are you injured or ill as a result of an accident, (e.g. a road accident or an accident at work)or are you considering making a personal
injury claim against someone else?   Yes    No

7) Do you have any other insurance for this type of claim?   Yes    No 

8) Please list below the invoices for which you are claiming

CLAIM FORM - DENTIST

Completing the claim form 

• Please complete clearly in block capitals
• Please use a separate sheet to provide full details if necessary

Insured person’s/patient’s family name:

Insured person’s/patient’s first name(s):

Correspondence Address:	

Is this a recent change of address:   Yes    No 

Telephone number: Fax number:

Email address:

Nationality: Date of Birth (DD/MM/YY):

Membership number:

Group name (if applicable):	

Dates of 
treatment

Currency and 
amount paid

Preferred currency 
(we will do our best to oblige)

List of expenses for 
which you are claiming

Who would you 
like us to pay

Section A - needs to be completed by the patient or patient’s legal guardian

Claim Details
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Please send claim form to:

Expacare Claims Department 
11 Bracknell Beeches
Old Bracknell Lane West 
Bracknell
Berkshire
RG12 7BW
United Kingdom

Phone:  +44 (0) 1344 233900 
Email: claims@expacare.com
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CLAIM FORM - DENTIST

This section may only be completed by a dentist who is trained, qualified, and licensed to 
practice dentistry by the licencing authority of the country in which you receive treatment.

9) Please advise when the patient last had a dental inspection
where all necessary treatment was concluded?

10) What treatment has been received by the patient this visit?

11) Has all necessary treatment concluded? If not please list
planned treatment.

12) Signature of dentist.

Date (DD/MM/YY):

Telephone number:

Fax number:

Email address:

Name and Address

Practice stamp 

Section B - Dental claims - must be completed by the treating dentist.

If this is a claim for restorative treatment after an accident, we will 
write to you requesting the information we need.



• You must get our pre-authorisation before making certain claims. Please refer to your membership guide
• You must send us the claim form within 6 months of the start of the treatment
• We recommend that you phone us before you start any treatment, so we can confirm the extent of your cover and help guide you

through the claims
• Please complete a separate claim form annually for each unrelated medical condition and for each insured person
• For in-patient or day-patient claims please send us original invoices (together with proof of payment) with this form. Photocopies,

receipts and credit card statements will not be accepted. Out-patient claims can be sent to us via email at claims@expacare.com or
via the Members Online section of our website at www.expacare.com.

• Where an excess or co-insurance applies we will deduct this from any settlement due and show the calculations in our letter to you
• Please provide us with your email address. This will reduce any delay in corresponding with you and also allow us to keep you

updated with the progress of your claim.

RELEASE OF MEDICAL INFORMATION
Expacare Limited (the “Company”) together with its medical service and evacuation service suppliers (“Partners”) needs your authority for 
release of medical information about you. In addition, in certain circumstances, we may be requested by your employer (where it meets the 
cost of your insurance) or to any insurance broker (lawfully appointed by you or your employer) to provide information about your claim. 
We always ensure that any information we supply to any third party is proportionate and relevant to the claim which we, as the insurance 
provider, are administering. We will not provide information which is not appropriate or relevant to the claim we are administering.

AUTHORISATION
I hereby authorise any doctor of medicine, hospital or other person who has attended or examined me, to furnish the Company and 
or its Partners, any and all information with respect to sickness or injury, medical history, consultation, prescriptions, or treatment and 
copies of all hospital and medical records. This information is required by the Company and its Partners in order to confirm coverage 
for my medical condition and proposed treatment. Further, I authorise and request that the Company provide such information to my 
employer (if appropriate) that is pertinent and relevant to its role as the policyholder that meets the premium for the insurance by which 
you are protected and to which the claim relates.

INSURED MEMBERS DECLARATION
I declare that to the best of my knowledge and belief, the information given on this form is true and complete. I understand and accept 
that in the event of this claim form being fraudulent in whole as or in part, the policy will be invalidated and I will be liable for prosecution. 
I authorise and herewith agree that Expacare may forward data obtained from the claim form to the Insurer or its authorised Claims 
Administrator as the Insurance Company or any Reinsurer for the purpose of assessing the risk and handling the reinsurance.
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Important Claim Information - please read

I have read and understood the membership guide

I have read and understood the important claim information    

Signature:

Date (DD/MM/YY):

ALL sections must be completed. 
Failure to do so will delay the assessment of your claim

CHECKLIST:

Have you signed the Declaration? 

Have you completed Section A?

Has your treating doctor/dentist 
completed and signed Section B?

Have you enclosed itemised Invoices 
(together with proof of payment) for 
expenses that you are claiming for?

CLAIM FORM - DENTIST


