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BED  REQUEST  FORM


Surname:  ______________________________________		Hospital No: ___________________________________
First Name: ____________________________________		Consultant: ____________________________________
Address: _______________________________________		Insurance Company: _________________________
__________________________________________________		Membership No.: _____________________________
___________________________________________________		Plan Name.: ___________________________________
Contact No.: ____________________________________ 		
Next of Kin Name: _____________________________		Admission Date: _________________________________
Next of Kin Contact No.: _______________________		Admission Time: _________________________________
		

REQUESTED BY TYPE:		SINGLE  ROOM    		SHARED ROOM	


	I understand the Hospital Accommodation Rates, with effect from 01/01/2014 are as follows:
Single Room : €1,000.00 per Night
Shared Room:  €813.00 per Night
Day Case:  €407.00 per Day                                      Statutory In-Patient Charge:  €75.00 per Day



[bookmark: _GoBack] I understand that I am being admitted to this Hospital as a Private Patient.  I am covered by my Private Health Insurance Company, which will pay my bills for my In-Patient or Day Case stay at the Rotunda Hospital. If I am accommodated in a public bed or in the Delivery Suite the shared room fee will apply. I understand that if my Private Health Insurance Company does not pay these bills in full, or I have NO Private Health Insurance, I am responsible for them and will discharge same when requested by the Rotunda Hospital. If you have no health insurance and you are paying for private care, semi-private  you must pay the charge for 2 nights' accommodation in advance of your admission for the birth of your baby.  Other fees will also be charged. For further information about the fees and for any other queries, please contact: patient accounts department by phoning 01 – 817 1763 or 817 1764.  Payment of all bills is due in full, on discharge from hospital.


*Signed: ________________________________			Date: __________________________________

I have read and accept that I fully understand what I have signed.

IF A PATIENT IS A MINOR OR UN-ABLE TO SIGN AT *, THIS FORM MUST BE SIGNED BY NEXT OF KIN.	
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The Rotunda Hospital
Parnell Square, Dublin 1, Ireland.

T: +3531 8171700 / F: +353 1 872 6523
www.rotunda.ie
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