PLLAN ADMINISTRATOR

P.O.Box 764, Winnipag, Manitoba, R3C 214
(204) 942 - 4438 ‘Tull Fraa! 1-(283)-204 - 1234

INSURED MEMBER - Complete form with all required information

AN

Healthcare, Hospital, Vision
Claim Form

Any of these expenses refated to 8 Workerg' Gompensatlon Slaim? Yes |:| Ne !:, If Yes, Date of Aggident

Teiphone

Are health bensefits payable from another group plan’?

[::] Neo If Spousa praviously had coverage indlcata cancallation date

1. Group Plan Name or Plan Sponser ; __Group Pgﬁllcy Nu. ——— Local Union No.
2 Mamber's Nama Lo
First Lact
3. Membar's /SIN/Cettiflcate 4. Member's Date of Birth /
Day Month Yt
B, Mamber's Address
Bl Prrovinca Pontal Code
7
8.

I::| Yes (Please provide name of employer and name of Group Medical Carrier)

claim. Ctaims for chitdren must be submitted 1o the insurer of the parent whose birthday oceurs first in the calendar year.

AND PHOTOCOPIED/DUPLICATE RECEIPTS CANNOT BE PROCESSED FOR PAYMENT.

The spouse who is coverad by another medicai plan must first submit his/her claim to his/her insurer, Alterwards, provide the Plan
Administrator with & completed claim form and a copy of the settlement providad by the othar carder. Photocopies of recalpts are acceptable for this type of

PLEASE ATTACH ORIGINAL RECEIPTS AND COMPLETE ALL INFORMATION. USE A SEFARATE BOX FOR EAGH PERSON, INCOMPLETE FORMS

" FRESCRIPTION DRUG EXPENSES OTHER MEDICAL EXPENSES {Hoepital, Vizion, .
Name of Family Member (ot Vison, Artuloce e
Total # of Totat 3 it Date o .
Reqeipts At Date/Menth/Year Lieacription o Expenses Chame
Subitted Subetittse

[] Member [ ] Spouse [ [Son [ ] Daughter

It spouse or child, indicate Date of Bifth [/

Manth Yagr

D Yes D Mo

If ovar 21 is child in school or disablad?

If yes, please provida procf of disability or edusation institution

registraton. Total

GRAND TOTAL
(Prestription & Othar Medical Expenses)

[ ]

(F'reacrlptlan & Other Madical Expenses)

FRESCRIFTION DRUG EXPENSES OTHER MEDICAL EXPENSES i 1
Mama of Family Member (Haarital, Vigion, Amiguiance le.)
Tatal # of Tatal & Recetlpt Date
Roceipts Amoyrt . Dat/Manth/Year Deasrptian of Expensas Charge
Submifted Submitied
] Member [] Spouse [ |Son [ ]| Daughter
'[f spouse or child, indicate Date of Bitth / /
Day  Month  Yaar
If over 21 is ehild in school of disabled? |:| Yes [:] i [+]
1 yas, please provide proof of dlsablllty or education institution
ragistratlnn. . - Total
GRAND TOTAL

]

FRESGRIFTION DRLIG EXFENSES OTHER MEDICAL EXPENBES (Hoagi

Nama of Family Membear (oagital, Vigien, Ambanc et}
Tatat # of Total 5 Reoelpt Date
Flecelpis Ampynt DateMonthyYear Deoription af Expenses Charge
Submited Submittzd

[ ] Member [ ] Spouse [ ]Son [ ] Daughter

If spouse o ehild, indicate Date of Birth [/

) [y Manth Year

If over 21 ia child in school or disabled? [ ] Yes o

If yaz, pleasze 'provida proof of disability or education institution

registration. Total

GRAND TOTAL
(Prescription & Other Medical Expensac)

1AUTHORIZE

W pataonal phvdlelan and any hnn!th cara profassional, pubtiprivate heatth or soolal " 3, Insuzar, rel oromar public/private organization or person that has rocotd or
Knawiadga at ma or my haalth, ar of any of rmy minor ahildren baing insurad or of their health, 1o uwu any such parsonal :niurrnuiinn to !hu Plan Administmtod| nsurer i% remeurens, or amy consumear Tgarting
agency oating onliz behalf, for assacsmant of chaime, and benefit admiridmtion.

tha Plan Adminisimtor or tha Ineunsr to sbtain fram dod wx:buitse with Any ef bk SRERNTATSAR & Saiaarh Aty sttt Backannl infeorunlih for the kit pLTSWE.

the us= of my Soclal Irmuance Nurrber (SIN) for clitn antilizaticn Ut (Murnber anly) and, an reuicad by Law fier ncre Ted Regnitg,

A apy of fhin BuAnasizatin 2hal b a2 valid oo tha orginal

Dated

|

Momiber's Signature

MAIL THE COMPLETED FORM AND ORIGINAL REGEIFTE TO THE PLAN ADMINISTRATOR'S OFFICE FOR PROMPT PROCESEING

EE
TOTAL P. &1




