
Request for prior approval of out-of-country care	

Cigna International Health Services BVBA • Plantin en Moretuslei 299 • 2140 Antwerpen • Belgium • RPR Antwerpen • VAT BE 0414 783 183 • FSMA 13799 A-R

Staff member (to be completed by the staff member)

Name - first name

Cigna pers. ref. no. (UPI no.)                /

Country of assignment

Daytime phone number

Patient's details (if the patient is not the staff member)

Name - first name

Date of birth (d - m - y)				     Gender 	         M	              F

Relationship          Spouse or Domestic Partner 	  Child

Signature of the staff member
To intentionally provide false or misleading information with respect to the Medical Benefits Plan (MBP) may be misconduct under Staff Rule 3.00 
and/or Staff Rule 8.01, and therefore subject to disciplinary measures, including termination of employment with the Bank Group. It may also result 
in the denial of benefits or termination of coverage, as appropriate. Also, in some jurisdictions, insurance fraud is a crime that may result in a penalty 
of imprisonment and/or fine. 
In view of a smooth administration of the contract and/or settlement of the insurance claim, and only for that purpose, I hereby give my specific and 
informed consent regarding the processing of the medical data concerning myself and/or the members of my family (article 7 of the Belgian law of 
December 8, 1992 concerning the private life).

I 

Cigna pers. ref. no. (UPI no.)                /
have read the benefit policy on out of county care for the World Bank Group MBP. I understand that request for referral is not guaranteed for ap-
proval. I also understand that I am responsible for any costs that may arise that are not covered under the Medical Benefits Plan. 

 Request for approval for care in 	 				                             Travel benefit request

Comments

Date						      Signature
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Medical information (to be completed by the attending physician)

Name - first name

Specialty

Address

Phone number					     Fax		         

Email

Diagnosis

Reason for referral - a detailed medical report with medical history and previous treatments must be attached.

 

 

Physician's seal and signature	
I certify that the above information is to the best of my knowledge and belief correct and true. The issuance of false claims, 
the provisions of misleading information or the withholding of information related thereto is an offence punishable by Law.  

Date						      Seal and signature

 

Comments


	ChkSex: Off
	txtLockPrefilledFields: 1
	ChkRelation: Off
	txtCountryOfAssignment: 
	txtDaytimePhone: 
	txtNamePatient: 
	txtDOBPatient: 
	txtNameProvider: 
	txtSpecialtyProvider: 
	txtAddressProvider: 
	txtFaxProvider: 
	txtE-mailProvider: 
	txtDiagnosis: 
	txtReasonReferral: 
	txtComments: 
	txtDateProvider: 
	txtDateStaffMember: 
	txtPhoneProvider: 
	ChkTravelBenefit: Off
	txtrequest: 
	txtPersNaam: 
	txtPersNr: 
	txtOrgNr: 


