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= BFG HS ISODET REGISTRATION FORM — fin dept
Details of Service Person / Head of Household (HOH) REF HS-FIN-38-12
Surname / DOB
Forename
Rank Service No
Unit
Parent End of
Unit Tour date
Service Army /RAF/Na‘/:y /MarineS Exchange Officer Y/N

Contact Information
Unit Address Home Address
(if Unit address not appropriate)

Tel No (Day time)
Work
Tel No (Day time)
Home
Please enter one of the above contact telephone numbers

Fax No

E Mail

Details of Family Dependants
Surname Forename/s DOB School border Y/N

BFHS (G) use only
Date registered

Signed

RETURN TO;
ISODET Billing Clerk, Payments section, HQ BFGHS, BFPO 40
OR Fax to; Mil — 948 67 2420 Civ - 02161 908 2420



Form BFGHS FINOID - Ver 3.2 Dec 08

ISODET MEDICAL INVOICE AUTHORISATION FORM

Restricted Medical once completed

Fi e onl
| Account code
All Parts of this form MUST be completed SopEEctde
SERVICE PERSON / HOIll DETAILS:
Rank Service No DOB
Surname Forename
Unit BFPO
Exchange Officer YES or NO
PATIENT DETAILS:
Surname Forename DOB

AUTHORISING SIGNATURE
I hereby certify that the above mentioned individual is entitled to treatment at public expense.

HOH Signature:

Name & Rank/Appt:

PART THE FOLLOWING INFORMATION WILL NOT BE PASSED TO A 3%° PARTY

MEDICAL FACILITIES USED:

BRIEF DESCRIPTION OF MEDICAL CONDITION:

CAUSE
Exercise / Adventure Training [ ] Self Harm ]
Sporting Activity [l Stress Related ]
Fight / Brawl O Alcohol Related ]
Pregancy / Birth O Road Traffic Accident (RTA) O

OTHER PLEASE SPECIFY




BFGHS FINOIF — Ver 3.2 Dec 08

ISODET MEDICAL AUTHORISATION FORM
REFUND - FOREIGN CURRENCY nc euro)

Restricted Medical once completed

All Parts of this form MUST be completed
SERVICE PERSON / HOII DETAILS

Rank Service No ' DOB
Surname Forename
Unit BFPO
Exchange Officer YES or NO
PATIENT DETAILS:
Surname Forename DOB
PART 2 PAYMENT DETAILS: BEGHS use only
Account code
AMOUNT CLAIMED: Address code
How would you like your claim refunded to you (please circle)?
DIRECT BANK TRANSFER If this is your first claim through BFGHS you must complete form

BFGHS FINO2A to set up a payment account code as well as
completing this form.

CHEQUE Please state in the box below the address where you would like
your cheque sent.
Address:

Original copies of the invoice / ‘ )
prescription (if applicable) and a

receipt of payment MUST
accompany this form for a refund
to be granted. POSTCODE

I hereby certify that the above mentioned individual is entitled to treatment at public expense and that the treatment
provided is in accordance with Health Service SLA.

HOH Signature:

Name & Rank/Appt:

PART ¢ THE FOLLOWING INFORMATION WILL NOT BE PASSED TO A 3%° PARTY

MEDICAL FACILITIES USED:

BRIEF DESCRIPTION OF MEDICAL CONDITION:




BrUHDS FINUZA - ver 1.1 Dec Us

Headquarters, British Forces Germany Health Service

SN
Postal Address(es); FEL Y :)
Payments Section, HQ BFGHS, Whittingham Crescent, 41179 Mdanchengladbach \ ::::“

Payments Section, HQ BFGHS, BFPO 40

Finance Department:

CLERK TEL

FOREIGN CURRENCY

To enable us to make direct bank transfer payments to your account you must complete the following details in full so a
payment account code can be set up. You will only need to provide this information once. Any subsequent claims you
submit to BFGHS will be paid to this account unless otherwise instructed by you.

Complete the box below in CAPITALS and ensure the account holder signs to authorize payments to this account.
Return the original signed copy of this form to your BFGHS Clerk at the above address for your claim to be processed.

You must inform us of any changes to your account in writing immediately.

Name of Account Holder:

Bank Name:

Bank Address:

IBAN Number:

SWIFT / BIC Code:

Address for remittance letter:

Date: Signature (account holder):




