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Allocation of Hospital Numbers to Diplomatic Passport Holders 
 

This form is to be completed by foreign diplomats serving in Malta who wish to register and 
obtain a hospital number within the Malta Public Hospital Information Systems (HIS). The 
hospital number enables access to the National Health Services of Malta. 

The issuance of a hospital number does not, however, confer any entitlement to free healthcare. 

 

Section 1: This completed form is to be submitted to pmioffice.health@gov.mt with copies of: 

1. Diplomatic/Special ID card as issued by the Ministry for Foreign Affairs.  
2. S1 form if applicable. 

 
Section 2: Personal Information of Applicant 

• Full Name and Surname: ____________________________________________ 

• Date of Birth (DD/MM/YYYY): _______________________________________ 

• Nationality: ________________________________________________________ 

• Passport Number: ___________________________________________________ 

• Passport Issuing Date: ________________________________________________ 

• Passport Expiry Date: _________________________________________________ 

• Passport Issuing Country: _____________________________________________ 

• Diplomatic/Special ID number: ______________________________________ 

• Residential Address in Malta: ___________________________________________ 

_____________________________________________________________________ 

_____________________________________________________________________ 

_____________________________________________________________________ 

 

 

Section 3: Diplomatic Mission Information 

• Name of the Mission/International Organisation: 
_______________________________________ 

• Contact Number: ________________________________________________ 

• Email Address: __________________________________________________ 
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Section 4: Healthcare Allocation Request 

• Reason for Request: ☐ New Allocation ☐ Renewal ☐ Update of Information 

• Previous Hospital Number (if applicable): ___________________ 

 

Declaration: I, the undersigned, confirm that the information provided above is true and correct. I 
understand that any false information may result in the revocation of healthcare benefits. 

 

Signature:________________________ 

 
Date (DD/MM/YYYY): _______________ 

 

 

 

Section 4: For HIS 

• Application Received By: ____________________________ 

• Date Received (DD/MM/YYYY): ________________________ 

• Hospital Number Issued: _________________________________ 

• Approved By: ______________________________________ 

• Remarks (if any): _________________________________________ 

 

 

Personal data provided in this form will be processed in accordance with the General Data Protection 
Regulation and the Data Protection Act solely for allocation of Hospital Numbers and may be shared 
with authorised entities where necessary or required by law, will be retained in line with applicable 
policies, and data subjects may exercise their rights or lodge a complaint with the Information and 
Data Protection Commissioner. 


