Claim for mouth cancer cover and

hospital cash
Supplementary Insurance/Denplan Emergency — Benefit F

Before completing this form please read the terms and conditions of your policy document.

To help us settle your claim quickly please answer all questions as accurately as you can
and write clearly in BLOCK CAPITALS using black or blue ink.

Office use only. Claim reference number.

If you've any questions please call a member of our
insurance team free from a UK landline on 0800 085 0960.

Please send your completed form, within 60 days of positive

Please make reasonable efforts to ask your treating Consultant to complete the information diagnosis where reasonably possible, to us at Insurance

required concerning any treatment and advice that you've received. If there is any difficulty

in doing this, do not delay in returning the form to us.

Department, Denplan Limited, Denplan Court, Victoria Road,
Winchester, Hampshire, S023 7RG.

Patient details

To be completed by the patient (or parent/guardian of a patient under 16 years)

Which Denplan product are you registered on?

Denplan Care Denplan Essentials Membership Plan Plans for Children

What is your Denplan registration number?

Denplan Emergency

Mr Mrs Miss Other Male Female Date of birth
First name
Surname
House name or number
Address
Town or city
County Postcode
Is this your permanent address? Yes No
Home phone number Work phone number
Email address
We may use this email address to advise you of confidential information regarding your insurance claim.
If you would prefer not to be contacted in this way, please don’t provide your email address.
Have you made any previous claims under this Supplementary Insurance/Denplan Emergency policy? Yes No

To be completed if claiming Hospital Cash Benefit

To be completed by the patient (or parent guardian of a patient under 16 years)

Date of admission to hospital
Date of discharge from hospital

Do you wish to claim for Hospital Cash Benefit? Yes No

If the treatment is covered under another insurance policy that you hold please provide the name of the other insurance company

Company name
Address

Policy number

Patient’s declaration

To be completed by the patient (or parent/guardian of a patient under 16 years)

| confirm that | am the patient (patient’s parent or guardian if under 16 years of age) and | declare that the information provided on this form is true and
complete. | hereby consent to and authorise the General Practitioner and/or any Specialist involved in my/the patient’s care to discuss treatment details and
discharge arrangements with Denplan Limited. | understand that Denplan Ltd, on behalf of the Insurers, reserves the right to appoint an examiner or make

such other enquiries as it considers appropriate before agreeing any claim.

| declare that the mouth cancer was not:
- diagnosed before | joined Denplan

- diagnosed within 90 days after the date | was provided with mouth cancer cover, or for which tests or consultations began within those 90 days

- caused as a result of chewing tobacco products, betel nut or prolonged alcohol abuse

Patient (parent/guardian) name Patient (parent/guardian) signature Date

INS14 / 01-10



Treatment section To be completed by the Specialist or referring General Practitioner

Please provide the name and address of the hospital where the treatment took place

Hospital name

Hospital address

Town or city
County Postcode

Where is the primary site of the cancer?

What was the date of diagnosis?

Is the patient’s mouth cancer related, in any way, to HIV infection or AIDS? Yes No
Does the treatment relate to tests or consultations for non-invasive tumours? Yes No
On what date did the patient first became aware of the symptoms?

Please describe the treatment provided

Please describe any further treatment that may be planned

Medical practitioner’s declaration

| declare that | am the patient’s Specialist (or General Practitioner), that the patient was referred to me by his/her General Practitioner,
and that the information given is, to the best of my knowledge, true and correct.

Name Signature Date

Title
Are you a Consultant Maxillofacial Surgeon? Yes No

If ‘No’ please give details

Denplan Limited, Denplan Court, Victoria Road, Winchester, S023 7RG, UK 7N

Tel: +44 (0) 1962 828000. Fax: +44 (0) 1962 840846. Email: denplan@denplan.co.uk

Registered in England No. 1981238. Registered address 5 Old Broad Street, London, EC2N 1AD, UK.

Denplan Limited is an Appointed Representative of AXA PPP healthcare Limited which is authorised and regulated by the Financial Services Authority. This information can be D e n I a n
checked by visiting the FSA register which is on their website www.fsa.co.uk or by contacting the FSA on 0845 606 1234. Denplan Limited is regulated by the Jersey Financial

Services Commission. This policy is underwritten by AXA PPP healthcare Limited. Denplan Limited only offers dental insurance from AXA PPP healthcare Limited and is a

member of the AXA UK plc group of companies of which AXA PPP healthcare is a member. Telephone calls may be recorded for security, regulatory and training reasons as well At the heart of dental care

as monitored under our quality control procedures.



