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	1. Details of Resident/Patient making Request

	Forename/
Given Name:
	

	Surname/ 
Family Name:
	

	Address:
(including postcode)
	

						Postcode:	

	Have you lived in the UK for more than one year?  
	     Yes    	         No


	National Insurance (NI No)
	

	It may be necessary to contact other agencies to confirm residency.  Please state your consent to this request.
	     Yes    	         No


	Contact Telephone No:
	
	NHS Number:
	

	Date of Birth:
(dd/mm/yyyy)
	
	Male or Female:
	

	Registered GP or Dentist Name and Practice Address:
	













	1. Confirmation of Treatment for which Prior Approval was Provided/Not Provided 
(*please delete as applicable)

	Please provide the Unique Prior Approval Number if applicable as provided in the approval letter
	Unique Prior Approval Number:


	What intervention did you receive:

	     Drug                                                  Surgical procedure
     Medical Device                                 Therapy
     Assessment/Opinion and                 Other – please specify
       further management                     

	Cost of the Intervention.
	


	Diagnosis:
	


	Summary of the condition and the treatment received (Please provide supporting evidence eg clinic letters, scan reports etc) 
	










	Have you been treated for this condition in the UK?
	     Yes                                 No


	If yes, who managed your care and where?
	







	If not, please explain why.
	







	Were you on an NHS waiting list for this treatment/ surgery?  If so, where?
	







	What aftercare are you receiving back in Wales following the treatment/surgery received?  
	






	Was the treatment/surgery a continuation of current treatment funded via another route?  If yes, please provide details
	







	Having received healthcare in another EEA State, you stepped outside of NHS jurisdiction.  Consequently, it is 
the law of the country of treatment that will apply and therefore it is the your responsibility to be clear on who in 
the Member State of treatment is accountable for assuring your safety following your treatment.
NHS clinicians and commissioners cannot be held liable for any failures in treatments undertaken in another 
European country under the Directive. Their role is strictly limited to helping facilitate this if that is the patient’s 
expressed wish.   Please confirm you understand this statement and its implication:         Yes                   No



	2. Details of Clinician supporting request (must be a GP/ Consultant who is currently providing care for the patient)

	Name:
	



	Job Title:
	



	NHS Health Board, Trust or GP Practice:
	

	Correspondence address:
	








	Telephone No:
	

	Email: 
	

	Secretary’s Name:
	
	Telephone No:
	








	3. Details of European organisation providing treatment/surgery received

	Date of Admission:
(dd/mm/yyyy)
	
	Date of Discharge:
(dd/mm/yyyy)
	

	Company/treatment centre name:
	

	Company/treatment centre address:
	






	Telephone No:
	
	Fax No:
	

	Was the healthcare provided by: 
	     State provided healthcare facility                     Private healthcare facility

	Name of lead clinician responsible for your care:
	

	Company/treatment centre contact name in case of queries:
	



	Telephone No:
	

	Email address:
	



	Treatment/Surgery Received
	Details
	Cost

	Diagnostic tests
(eg blood tests, scans etc)
	




	

	Surgery/medical
	



	

	Devices
(eg hip/knee prosthetics etc)
	



	

	Pharmacy costs
(eg drugs charged for over and above the surgery costs)
	



	

	Length of stay
(eg how many days were you in a  hospital bed if not included in surgery/medical costs)
	
	

	Sundries
(any other costs incurred)
	




	

	TOTAL COSTS INCURRED
	
	

	Additional information or any other relevant information (please include any supporting evidence including evidence of follow up care received):


















	4. Invoice/payment information 
Please note: 
a.	Ensure that you attach and submit copies of all invoices and/or receipts to this form as failure to do so may result in your reimbursement being delayed;
b.	Reimbursement will be based on your local entitlement to NHS care and you will not be reimbursed in excess of what it would have cost to provide the treatment/surgery by your Local Health Board.

	Invoice no:
	
	Total Invoice Value:
	

	
	
	Invoice currency:
	

	Amount paid by resident/patient or representative:
	

	Total paid:

	



	Other costs information
Please note: 
a.	Reimbursement of travel expenses will be limited to your entitlement within NHS Wales.  The level of reimbursement will be the same as the travel costs between your home and your local health provider as per Section 7 of the “All Wales Procedure for Welsh Patients Accessing Treatment in Countries of the European Economic Area”;
b.	Insurance and repatriation costs are not reimbursed per Section 7 of the “All Wales Procedure for Welsh Patients Accessing Treatment in Countries of the European Economic Area”;
c.	Translation costs will not be reimbursed as per Section 7of the “All Wales Procedure for Welsh Patients Accessing Treatment in Countries of the European Economic Area”;
d.	Accommodation costs incurred prior to and following discharge from hospital will not be reimbursed as per Section 7 of the “All Wales Procedure for Welsh Patients Accessing Treatment in Countries of the European Economic Area”.
e.   All invoices from the healthcare provider must be made out directly to the patient receiving treatment. Invoices from third party brokers in the pursuit of business will not be accepted.

	Description
	Cost

	
	

	TOTAL COSTS INCURRED
	



	Total costs claimed

	
	Cost

	TOTAL AMOUNT CLAIMED FOR REIMBURSEMENT
	






	5. Resident/Patient declaration

	a.	I confirm that the information provided above is accurate, complete and in accordance with the entitlements under the “All Wales Procedure for Welsh Patients Accessing Treatment in Countries of the European Economic Area”. 
b.	I, the patient, give full permission to the Health Board to contact the Overseas Treatment Centre and/or my GP/Dentist directly to verify any information provided on this form.
c.	I confirm that no costs being claimed for treatment, as stated above, were incurred for commercial gain by business intermediaries acting as third party brokers.
d.	I confirm that I have not received or applied for funding from private healthcare insurance for this treatment or that the insurance company has not reimbursed the Treatment Centre directly for this care.

	Resident/Patient’s Signature:
	

	Please print name in BLOCK CAPITAL LETTERS:
	
	Date:
	

	If reimbursement is being claimed by someone other than the patient eg parent/guardian, please complete the details below:

	Relationship to the Resident/Patient:
	

	Signature of representative:
	

	Please print name in BLOCK CAPITAL LETTERS:
	
	Date:
	

	Address of representative:
	




	Contact telephone no of representative:
	



Depending on your place of residency, please return the request to:
	Health Board
	Post
	Email, Fax & Telephone

	Aneurin Bevan University Health Board 
	IPFR Co-ordinator, Aneurin Bevan University Health Board, Llanfrechfa Grange, Room 43, Llanfrechfa Grange House, Cwmbran, NP44 8YN 
	ABB.IPFR@wales.nhs.uk 
Fax: 01633 623817 
Tel: 01633 623449 

	Betsi Cadwaladr University Health Board 
	IPFR Team, Betsi Cadwaladr University Health Board, Block 22, Glan Clwyd Hospital, Sarn Lane, Bodelwyddan, LL18 5UJ 
	BCU.IPFR@wales.nhs.uk 
Tel: 01745 448788 ext 7930 Fax: 01745 448 211 

	Cardiff & Vale 
	Cardiff and Vale IPFR, Commissioning Team, Public Health Division, 2nd Floor, Woodland House, Maes-y-Coed Road, Cardiff, CF14 4HH. 
	CAV.IPFR@wales.nhs.uk 
Fax: 02921 836454 
Tel: 02921 836535 

	Cwm Taf Morgannwg University Health Board 
	IPFR Co-ordinator, Cwm Taf Morgannwg University Health Board, Ynysmeurig House, Navigation Park, Abercynon, CF45 4SN 
	Cwmtaf.IPFR@wales.nhs.uk 
Fax: 01443 744889 Tel: 01443 744821 

	Hywel Dda University Health Board 
	IPFR /RMC Manager, Springfield Building 
Withybush General Hospital, Fishguard Road 
Haverfordwest, Pembrokeshire, SA61 2PZ 
	hdd.ipfr@wales.nhs.uk 
Fax: 01437 772402 
Tel: 01437 834486 

	Powys Teaching Local Health Board 
	IPFR Co-ordinator, Commissioning Team, Powys Teaching Health Board, Bronllys Hospital, Bronllys, Brecon, Powys, LD3 0LU 
	monitoring.powyslhb@nhs.net 
Fax: 01874 712685 
Tel: 01874 712690 

	Swansea Bay University Health Board 
	Individual Patient Care Services Manager, Swansea Bay University Health Board, 1 Talbot Gateway, Baglan Energy Park, Port Talbot, SA12 7BR 
	planning.office@wales.nhs.uk 
Fax: 01639 687675 
Tel: 01639 683615 

	Welsh Health Specialised Services Committee (WHSSC) 
	IPFR Team, Welsh Health Specialised Services Committee (WHSSC), Unit G1, The Willowford, Treforest Industrial Estate, Pontypridd, CF37 5YL 
	whssc.ipc@wales.nhs.uk whssc.ipc@nhs.net 
Fax: 02920 869534 
Tel: 01443 443 443 ext 78123 





Reimbursement Form Guidance Notes
This form is to claim reimbursement of:

*	Approved prior approval applications once treatment is completed.  This needs to be done within six months of the date of approval of treatment.  If you do not submit your claim for reimbursement before this deadline a new application may have to be submitted;
*	Retrospective claims where prior approval was not required to be sought and the patient meets the entitlement criteria.  This needs to be done within three months of treatment completion/discharge.

Please note that the Health Board will only reimburse according to the modality that normally would have been applied in the host system (please see Section 6 of the “All Wales Procedure for Welsh Patients Accessing Treatment in Countries of the European Economic Area”).

Please ensure that you have filled in the form clearly and as fully as possible; not every question needs to be answered for every case but please put ‘not applicable’ rather than leaving a section blank.

Section 1 – This section is to assist the Health Board in establishing the entitlement of the patient using their residency and to provide the patients contact details.
Section 2 – Provides confirmation of the treatment received in respect of an approved prior approval application (to validate what was approved against what is actually being received) and in the case of retrospective reimbursement to provide detail of the treatment/surgery received.
Section 3 – This section provides the clinical contact information where the Health Board can obtain further information to understand local clinical thresholds for treatment.
Section 4 – This sets out the detail of where the treatment/surgery was provided and a breakdown of the costs incurred.
Section 5 – This section requires a breakdown of the costs incurred for treatment and any other costs for which you may be entitled to be reimbursement.
Section 6 – Patient declaration for reimbursement, signature and date on completion of form.

If you would like our help to complete this form please contact the PAR Team on: 02921 836535. 
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