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AMALGAMATED UNION OF PUBLIC EMPLOYEES

WISMA AUPE 

AUPE UNION MEMBERSHIP SERVICES LEVEL 3

295 UPPER PAYA LEBAR ROAD SINGAPORE 534929

TEL: 62808033 FAX: 62800854

HOSPITALISATION BENEFIT CLAIM FORM

(No liability is admitted by the issue of this form) 

ELIGIBILITY

All members of the Amalgamated Union of the Public Employees who have fully paid up subscription and Mutual Aid Scheme III payments at the time of hospitalisation.  Member must be hospitalised in a Government or recognised private hospital in Singapore.

For day surgery, hospital's bill must show a ward/bed charge. You may call us to verify before coming to make the claim.

To be completed and forwarded to the Union together with a certified copy of the medical certificate or hospital bill.

Proof of relationship (certified copy of birth certificate or marriage certificate) is also required if the claim is in respect of a member.

	1. Particulars of Member

(a) Name: ………………………………….. 

(b) NRIC No: ………………………………

(c) Date of Birth: …………………………..

(d) Address:…………………………………

      …………………………………………. 

 
	(e) Date Joined Union: ……………………..

 (f)  Tel (Home)…………………………….

       Tel (Office)……………………………. 

       Tel: (Handphone)………………………

       Email: …………………………………

	2. Particulars of Claimant other than Member
(a) Name: …………………………………..

(c) Relationship to Member:  ……………..

(e) Contact no: ……………………………. 


	(b) NRIC No: ………………………………

(d) Address:  ……………………………….

 ……………….…………………………….



	3. Hospital Admitted to: ………………………………………………………………………



	4. (a) Date Admitted: ……………………….
	(b) Date Discharged: ……………………..



	5. Nature of illness or injury: …………………………………………………………………..



	I hereby declare that the above statements are true and complete.

______________________________                 Date: _______________________

     Signature of Member/Claimant                                                              




When a notice of claim is filed after a lapse of 90 days from the date an Ordinary Member, General Member or Associate Member below the age of 65 years was discharged from hospital, no payment shall be made under the scheme.

CERTIFICATION BY UNION

	We confirm that the claim is in order and that the above member/claimant is eligible for the hospitalisation benefit under Scheme III.

___________________________                                            ____________________________

AUPE Claims Executive                                                          AUPE Claims Approving Officer 

   Processing Officer                                        




ACKNOWLEDGEMENT OF PAYMENT

	Number of days claimed:  …………………….

I acknowledge payment of $ ………………… 

-------------------------------------------------------                             ----------------------------------

  Name of claimant                                                                        Signature of claimant                                                                                    

Date: --------------------------------                                              

   


FOR OFFICE USE ONLY

	HB Rates: $ ___________________ per day

No of Days: ____________________

Amount Paid: $ _________________


	Remarks:

_____________________    ______________

  Authorised Officer (GSC)            Date




Updated as at 8 March 2010


