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APPLICATION FORM FOR WHEELCHAIR-DEPENDENT TRANSPORTATION FOR REHABILITATION ABROAD
(to be completed by the referring specialist physician)

To be addressed to the rightsholder's care fund.

	To be completed by the rightsholder's care fund1:

Date of receipt at the care fund[footnoteRef:1] ..... / ...... / 20.......... [1:  The contact details of the care funds can be found at https://www.vlaamsesocialebescherming.be/contact/de-zorgkassen] 


Time limit for suspension ...... / ....... / 20......... to ...... / ....... / 20.........



1. DETAILS OF CARE USER

[bookmark: _Hlk714574]Surname: Click or type to enter text.
First name:Click or type to enter text.	 National registration number:  . . -  .  

Address: Click or type to enter text.

Postcode and municipality: Click or type to enter text.

Care fund1: ☐ CM-zorgkas (180)					☐ Neutrale Zorgkas (280)
	 ☐ Zorgkas Socialistische Mutualiteiten (380)		☐ Zorgkas van de Liberale Ziekenfondsen    
                  ☐ Zorgkas van de Onafhankelijke Ziekenfondsen (580) (480)	           
                  ☐ Vlaamse Zorgkas (Flemish Care Fund) (680)

2. TARGET GROUP 

☐ After performing a functional investigation, I, the referring specialist physician, declare on my honour that, due to the nature and severity of their disorder, the user cannot leave their wheelchair during transportation to and from the rehabilitation facility abroad and can only be transported in a wheelchair in a vehicle adapted for transportation in a wheelchair.

☐ Disorder (plus ICD-10 code if applicable): 

☐ Description of the user's problem and reasons why the user is unable to leave their wheelchair while being transported to and from the rehabilitation facility abroad:




Click or type to enter text.






Signature

Date: …… / ……. / 20………

Signature of the specialist physician in the type of rehabilitation concerned:





Signature of care user:



Surname and first name: Click or type to enter text.
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