
             Policy No:  ___________________________ 
 

Insured: Downer EDI Ltd / Employer:  _________________________________  Cost Code:  ___________         
 
Insured Person/Employee’s Name:_____________________________________________________________________________ 
 
Address:________________________________________________________________  State:___________  Postcode:_________ 

 
Telephone: (__)___________________    Fax: (__)_________________  E-mail (IMPORTANT) _____________________________ 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Medical Expenses 
Claim Form 

INFORMATION & WARRANTY: 
I,__________________________________________, hereby authorise any hospital, physician or other person who has attended to me, to furnish International Services Network with: 
 
(i) All copies of my hospital and medical reports/notes; 
(ii) All information pertaining to my medical history (any sickness or disease or injury, consultation, prescription or treatment). 
I agree that a photostat copy of this authorisation shall be considered as effective and valid as the original and specifically authorise its use as such. 
I declare and warrant that the particulars contained in this form are true and correct in every detail and acknowledge that International Services Network relies upon the truthfulness of the 
particulars supplied by me in respect of the claim. 
     Signature______________________________    Date ______/______/_______  

IMPORTANT POINTS: 
1. This Form must be fully completed and signed. 
2. Attach copies of all accounts and receipts (retain your 

originals) 
3. Please complete a new section for each patient or condition 

treated. 

4. Forward documents to ISN; keep a copy for your records. 

CLAIM SETTLEMENT è  Bank Draft in the following currency _________  OR    Direct to Bank Account Details Below 
Bank/Financial Institution:_________________________________________________ 
Address:______________________________________________________________________________________ 
Account Name:__________________________________________________________    Branch (BSB) Number:___________________________  
Account Number:________________________________________________________   SWIFT Code:___________________________________ 

CLAIMANT 1:  Name of Patient:_______________________________________ D.O.B:  ____/____/____ Nature of Condition:____________________________________ 
Date of Injury or Commencement of Illness: ____/____/____ Description of Circumstances:________________________________________________________________________________ 
Is there any entitlement to compensation under Workers Compensation, Government Law or Other Insurance? Yes      No         If answered Yes, please provide details below. 

Has this or similar condition been suffered previously?     Yes/ No (If yes, please give details and dates, including name and address of your treating doctor)  
___________________________________________________________________________________________________________________________________________________________ 
 

Date of Service Treatment Received Currency Amount Assessment OFFICE USE ONLY 
Comment 

Exchange 
Rate 

Settlement 

 
 

       

 
 

       

 
 

       

 
 

       

 
 

International Services Network 
CAN 61 091 997 938 
Level 2, 280 George St 
Sydney NSW 2000 - Australia 
Ph: +61 2 8256 1791                                                       
Fax: +61 2 8256 1775 
www.isn.au.com  



 
 

 

CLAIMANT 2: Name of Patient:_______________________________________ D.O.B:  ____/____/____ Nature of Condition:______________________________________________ 
Date of Injury or Commencement of Illness: ____/____/____ Description of Circumstances:___________________________________________________________________________________ 

Is there any entitlement to compensation under Workers Compensation, Government Law or Other Insurance? Yes      No    If answered Yes, please provide details below. 
Has this or similar condition been suffered previously? Yes/ No (If yes, please give details and dates, including name and address of your treating doctor) 
 

 

Date of Service Treatment Received Currency Amount Assessment OFFICE USE ONLY 

Comment 
Exchange 

Rate 
Settlement 

 
 

       

 
 

       

 
 

       

 
 

       

 
 

       

 
 

       

CLAIMANT 3: Name of Patient:_______________________________________ D.O.B:  ____/____/____ Nature of Condition:______________________________________________ 
Date of Injury or Commencement of Illness: ____/____/____ Description of Circumstances:___________________________________________________________________________________ 

Is there any entitlement to compensation under Workers Compensation, Government Law or Other Insurance?   Yes       No   If answered Yes, please provide details below. 
Has this or similar condition been suffered previously? Yes/ No (If yes, please give details and dates, including name and address of your treating doctor) 

_______________________________________________________________________________________________________________________________________________________________ 
_______________________________________________________________________________________________________________________________________________________________ 
 

Date of Service Treatment Received Currency Amount Assessment OFFICE USE ONLY 
Comment 

Exchange 
Rate 

Settlement 

 
 

       

 
 

       

 
 

       

 
 

       

 
 

       

 
 

       



 

International Services Network Privacy 

Statement and Authority 
 
 

 

We have always valued your privacy. From 21 December 2001 we are bound by the 
Privacy Act 1988 when we collect and handle your personal information.  

 

About your information 

International Services Network (ISN) is an outsourcing processing claims centre and we collect 

personal information that is necessary to provide and manage our service, as a third party 
administration and claims processing centre to our clients.   

 
We disclose personal information to third parties when necessary to assist us and them in 

providing and managing this service. This may include agents, brokers, contractors, insurers, 

reinsurers, loss assessors, medical practitioners, insurance intermediaries, insurance reference 
bureaus, credit reference agencies, our and your advisers, persons involved in the claims handling 

process, Government authorities, courts, tribunals or other dispute resolution bodies. We limit the 
use and disclosure of any personal information provided by us, to them, to the specific purpose for 

which we supplied it.   
 

You authorise International Services Network to collect, use and disclose your personal information 

for these purposes. You also give express authority for International Services Network to, where 
applicable collect, use and disclose your personal information that amounts to sensitive information 

under the Act, as required to provide and manage the relevant product or service. 
 

If you do not agree to the above we may not be able to provide you with our services. If you wish 

to request access or correction to the information we hold about you, opt out of receiving materials 
we send or request a copy of our privacy policy then contact the Privacy Manager, International 

Services Network Pty Ltd, Level 2, 280 George Street, Sydney NSW 2000. 
 

 

 
  

I/we understand and agree to the above. 
 

 
 

 

 
 

 
Name:………………………………………          Signed by:  ...................................................  
 # On their own behalf and on behalf of other insureds 

Date: ……../………/………    
  

 # As authorised representative for  
 

 ..................................................................... 
 

 (# delete if not applicable) 
 

 


