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IBN Charitable Foundation is | BN
2026-27 Application Form 3.1,3.2, 3.3 "ﬂ

COMMUNITY PROGRAM 3:
HEALTH

A

D 3.1 General Medical
E] 3.2 Dental Health

D 3.3 Medical and Dental Travel

IBN Member's Full Name: IBN Membership Number:

Date of Birth: [ ] D Yinhawangka D Banyjima D Nyiyaparli

Registered Home Address:

[ )

Phone Number: Email Address:

[ )| )
Patient’s Full Name: Patient’s Date of Birth:

[ )| )
Relationship to Patient: Patient’s Medicare Number:

[ ) | )
Have you applied to PATS or other sources for assistance? D Yes E] No

Reason for Application:

Description of Item: Name of Supplier: Amount:

v | n | nmn | n

I declare that the information I have provided on this form is true and correct, and the benefits requested are for my own use.
I agree that IBN may share my information with other organisations for application assessment purposes.

Signature: Date:

[ )| )

For assistance please contact IBN on 1800 014 401 (freecal!) or email applications@ibngroup.com.au

www.ibngroup.com.au



