MEDAVIE ) MEMBER HEALTH CLAIMS
BLUE CROSS SUBMISSION FORM

' MEMBER INFORMATION

& Policy Date of Birth
Mumber: Mumber: [DDAMMAY Y YY)

Last Mama: ) ___ First Mame. : —

Address:
| City — Province: - Fostal Code:

Home Telephone Mumber: = Work Telephone Number:

| Has your mailing address changed since your last claim? [ Yes [0 No I yes, signature of member is reguired for validation:

| OTHER COVERAGE

| D you or any dependents have other covarage under any otherplan? OYes [CNa Was treatment the rasult of an acecident? OYes ONo
| If ¥es, complete the following: If yes, please complete the following and attach
MName of other Insurer! —— detaiis of the accident
1) Was traatmeant the result of an
Member Name: 1D No; —— 5 ;
automabile accident? O ves OONo
Type of policy (v): [ Individual [] Group Palicy No.;.—— | | 2)yWas reatment the result of an
) o injury in the workplace? Yes L [No
Effective Date: Termination Date: i 2 _ n O
Fllsian indicate ybé of Colmrsy (1) O Hospital [ Extended Healtr IE O O 1 Copai s
O Dental [ vision [ Drugs [ Trave! Hsa O Al baen advised? O Yes OONo
| CLAIM INFORMATION S |
; . Relationship to | Type of Service 5 l
Clalimants Nama W“Eelp Date of Birth ’EI P:._ds.?. Date of Servies m:::;m |
First Naiog Ladkiarss | Zal, Spouse. Chid day | month | year ‘:.‘;‘J";’,;‘;;‘;‘f day | montn | year e : __é
; ED SMITH ; Selt o1 | o5 | 1m0 Drugs 611 1 | zooT sas00 |
| | |
[ . - i . {
o ! _
TOTAL CLAIM AMOUNT |
MEMBER STATEMENT :
| cersy that | have not dalmad and wil nol claim these expensas under any other Insurance pian (uniess ndiceled abovs) and thet all infarmation condaned heErsin & tormee.
| naraiby authionze any Nesth cans provedens 10 relsate b Medavie Blug Gross any imlormancn tat relaies ba or suppocts claims sutaiTed on oy behall, and canity that me nkarmation quan is inae,
cormact gnd complete b e beel ol iy knowiedos
| tndarstand 1hat the personal information provided herei, &s well as any aotfar parsang! infarmaton ceventy held or coliscted i the fudore by Megaws Bua Cross andior Bue Cross Lde

Insurarce Comgany o Canada, may ba cosected, used, or disclosed to adminster the tarms of my poicy o« ihe group policy of which 1 am an eligisla memaer, 1o recarnmend sudabls products
and s&ETvicas 10 ma, and 10 manege Bue Cross's business. Dapensng on the tvpe of coveraga | carry, limited. parsonal information may be collacied from end'or released o a third pary
Thesn third partsas include other Blue Cross arganizations, bealth care profassionals or mestutans. life and health msumars, govarnmert and saguialory authorites, the subscribar of any poticy
urider which | am a participant and othar third parles when required to agminsster and manags the beredils oullined in tha policy of which | am an whpble mamber.

| understand that my perscnal nformation will be kept confidential and secura. | undarstand thet | may reveke my cansen! a1 any bme, howeser, in some instances doing 5o may prevent Biye [
Cre2s from providing me with the requested coverage or enedits. | widerstand why my personal iFformelion is needes ara | 2™ aware of the riss a0d tanefits o canganting or refusing to |
conesnl s s dischesang

I authorize Madavie Blue Cross 1o collect, use and disclese my personal information as gescribed abowe

Sigratuse . :
(H under 18 yaars of age the signature of the memiber is requirad |

This corsent comalies wih lederal and grovineiad pivacy laws, For adatioral imommation regasding privacy policies 51 Medevie Blue Cross, visit e medgse Dluesross oa or oad | -BO0-S6T-4511.

Cate. —

MEDAVIE BLUE CROSS ADDRESSES

MNew Brunswick and MNova Scatia HNewloundiand and Labrador Dintario

Prince Edward Island 230 Brownlow Ave, Darmauth 66 Kenmount Soad. Suite 1602 185 Tha Weat Mall Suits 1200
B44 Main 81 PO Box 220 PO Box 2200 Haltax NS B3J 306 Kermount Businass Canir Elomicoke OM M3C 5P
Manclon NB E1C 8L3 InGuiries: 1-BO0-867-4511 St Johns ML ATB 3V7 Inguiries: 1-200-355-3133
Iesquiries: T-B00-667-4511 Incyuiries: 1-B00-667-451 1

* Please onsurs all areas are complete. Incomglete infarmation may dalay procresing

* Please attach all original paid-In-fuil receipts. I receipts were submitted to another plan end the unpaid poction is now being claimed, please attach coples of all receipls, invoices
and applicabie referrals abong with the original “expianation of banefits” statement from the ofher insures.

* Prescription drug receipts must indicate: name, strength and quantity of drug. drug identification numbsar (BINS, prascription number (AX) and patiant name.

* All receipts must indicate: name of suppliarprovider. itemiservice rendered, provider telephone numbar,
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