canada ‘m. Healthcare Expenses Statement

INSTRUCTIONS . r
1. Complets page 1and 2 of this form in full. ”.m iy tint st ciain
2. Attach receipts for all services and retain copies for your files as original receipts urid Yol could receive yol i

will not be returned. dirncl de

3. Send to the appropriate Benefit Payment Office for your plan. See PART 10.
THisis&: [_] Claim for benefits [_] Pretreatment/estimate

All claims under this group benefits plan are submitted through the plan member. We may exchange personal information about claims with the plan member and a person
acting on their behalf when neceﬁary to confirm ellglblllty andto mutually manage the claims.

| cartify that the information given on this claim form is true, correct and compiste to the best of my knowledge. | certify that all goods and services being claimed have
been received by me, my spouse and/or my dependents; and that my spause and/or dependents are eligible under the terms of my plan.
The submission of fraudulent claims is a criminal offence. Canada Life takes the submission of fraudulent claims seriously. Suspected fraudulent claims may be reported
to your employer or plan sponsor and to the appropriate law enforcement agency.
At Canada Life, we recognize and respect the importance of privacy. Personal information that we collect will be used for the purposes of assessing your ciaim and
administering the group benefits plan. | authorize Canada Life, any healtheare or denialcare provider, my plan adminisirator, ofher insurance or reinsurance comparnies,
adminisirators of government benefits or other benefits programs, other organizafions or service providers working with Canada Life located within or oulside Canada, 1o
exchange personal information when necessary for these purposes. | understand that personal information may be subject fo disclosure to those authorized under
applicable faw within or ouiside Canada.
{ also consent fo the use of my personal information for Canada Life and its affiliates’ infernal data management and analylics purposes.
For a copy of owr Privacy Guidelfnes, or if you have quesiions about our personal information policies and practices (including with respect lo service providers), write to
Canada Life's Chief Compliance Officer or refer to www.canadaiife.com.

Day ]

Year ]

J
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Plan Member signature X Date:
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|

Ontario Hamess Horse Association =
Plan number ;_r'll;l mumibier

177794

Plan Member Name
First name J { Last name ‘.

Plan Member Address
Number and street } ‘l:llynrmm Hrmm ’ \Mlundn |

Date of birth: Language preference:

Month H Yaar ’
[_JEnglish  [_JFrench y

1. Are you, or any member of your family, entitlied to insurance under any other plan for the expenses being clalmed? |_| Yes __I No
If yes, please answer the questions below.

2. Who does the other insurance belong to? [_] Seit [_] Spouse [_] Child
| First Name Last Name

3. Ii the patient is a dependent child, please provide spouse’s date of birth;
4. Is the other insurance also with Canada Life? dves Jno ‘
If yes, pleass provide: Canada Life plan number 1D Number
5. Is treatment required as the result of an accident? [_J Yes [_J Mo
If yes, what kind of accident? [_J| Motor Vehicle [ If other, please explain,
6. Is a claim being made for Worker's Compensation Beneftts? [l Yes [ Mo

Day

*If the other insurance is not with Canada Life and you have submitted these expenses to your other insurer, please attach the other insurer Explanation of Benefits
(EOB} to this claim. An EOB is required even if no benefits were paid by the other insurance.
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e I — - If child over 18 years

Patient name Patient's Relationship Patient's ' Full me student if employed, how many | Does Patlent Reside with
First name/Last name to plan member Date of birth  ;hours per hoors worked per week? Plan Member?
Self Child Sponse Day {Month | Year woek No

e ! - S .._+._._._ !

Patlent Name - Frst nameILast hame Type of Eipense ‘ Nature of Illness

ey N = ~ e

AII recalpts must include:

 Patient name

¢ Date of service

* Rx number .

* Drug name

¢ Quantity dispensed

* Drug identification number (DIN)

\Please note, receipts for drugs dispensed in Ontario must include the dispense fee.

AII recelpts must include:
* Patient name

* Date of service

* Name of treatment provided

» Charge for each service

* Provider's name, address, telephone number, professional designation and professional association

{_ » Amount paid by provincial pan appiicable y
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= o — I.E ~
Arl recelpis must include:

* Patient name

« Date item was received

* Name of item purchased or a detailed description of the services or supplies

 Charge for each item/service

* Provider's name, address, telephone number and professional designation

\' Amount paid by provincial plan if applicable )
E‘Q_gﬁ%jﬁmﬁ@ EXBCHSES S BTt @g'gauwﬁs%mf@

Receipt details =~ | "~ PatientName Reason for purchase of lenses (check ail that apply)

All receipts must include: First name/Last name Initial Frescripion Loss or None of these

e Patient name . prescription change breakage {|  reasons

* A breakdown of charges for lenses | | M | o

& frames or eye exam - - - — —

¢ Date eyewear was received D D |:I l:l

* Date the eye exam was performed
\ and paid for D D I:' D J

Pleas e send your ¢fgim to me Beneflt Payment Office below. If blank, please consult your plan administrator for the address.

Questions? Call Tol! Free: 1-800-957-9777

London Benefits Payment Office
PO Box 5160 Stn.
London ON N6A 0C6

www.canadalife.com

F For the deaf or hard of hearing:
222 Toll Free: 1.800.990.6654
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