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HealthcareExpensesStatement

WithHealthcareSpendingAccount

INSTRUCTIONS

1.Completepageiand2ofthisforminfull.

2. Signanddatetheform.

3. Pleaseretaincopiesforyourfilesasoriginalreceiptswillnotbereturned.
4.Send to the appropriate Benefit Payment Office for your plan.

SeePART9.

Benefitstobepaidfrom:

[_] Healthcare Plan Only
[_] Healthcare Spending Account Only

|:I Both

Allclaimsunderthisgroupbenefitsplanaresubmittedthrough
theplanmember.Wemayexchangepersonalinformationabout
claimswiththeplanmemberandapersonactingonhisorher

behalf when necessary to confirm eligibility and to mutually

managetheclaims.

PART1-PlanMemberinformation 1)

Youmust

Planname

completethis

sectionfully.

Plannumber ’

Planmemberl.D.number

Ifyouare
unsureofyour

PlanMemberName

planname,plan
numberor

Lastname ’

Firstname

planmember

PlanMemberAddress

I.D.number,
please contact

Numberandstreet

yourplan
administrator.

Cityortown

Province Postalcode

Completethis
section to
indicatewhether
youorany
memberofyour
familyhave
benefits
coveragefrom
anyotherplan.

&

Dateofbirth:

PART2-Coordinationofbenefits (2)

1.Areyou,oranymemberofyourfamily,entitledtobenefitsunderanyotherplanfortheexpenses

Day ’

Month ]

Year Languagepreference:

beingclaimed? l:IYes DNolfyes,pIeaseprovide:

D English D French

Nameofinsurancecompany

2.Istreatmentrequiredastheresultofa
motorvehicleaccident?

|:I Yes |:I No

Plannumber

3.IsaclaimbeingmadeforWorkers’

Planmemberl.D.number

CompensationBenefits?

Ifspouse'splan,pleaseprovidespouse'sdateofbirth:

|:I Yes |:I No

Day Month ’ Year

J

Completeforall
expenses;one
line per patient.

. . . . Fulltime Ifemployed, DoesPatient
Patientname Relationship to Dateofbirth student howmany ResidewithPlan
planmember DayMonthYear hours hoursworked Member?
per Yes No perweek? Yes No
week

Ifchildover18years

PART3-Patientinformation ' 3)

&

oo doo
(I W
oo doo

(I W

J

For all prescription
L drugclaims

Attach all original receipts.

ePatientname,dateofpurchase,drugidentificationnumberanddrugname.

PART4-Prescriptiondrugexpenses 0

J
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M635D(HCSA-W)-6/13

©The Great-West Life Assurance Company, all rights reserved. Any modification of this
document without the express written consent of Great-West Life is strictly prohibited.



Continued 2012
Great-WestLife ontinued(page20f2)
HealthcareExpensesStatement

PART5-ParamedicalExpenses 6

Forchiropractor, | Attachoriginalreceipts.Receiptsmustindicatethe:
physiotherapist, ePatientname,lengthandtypeofserviceanddateofservice
massage eHealthcareprovider’'sname,address,phonenumber,designationandprofessionalassociation

therapist, eDatelastpaidbyprovincialplan(ifapplicable)
psychologist,etc.

Provider'sname Typeofservice Phonenumber

—~
_

PART6-Medical Expenses 0
Formedical Attachoriginalreceiptsandrecommendationfromprescribingphysician,includingdiagnosis.

equipment, Receiptsmustindicatethe:

appliancesand ePatientname,dateofserviceanddescriptionofitempurchased

services. eProvider'sname,addressandtelephonenumber

eProvincialplanstatementofpayment(ifapplicable)

—~
_

PART7-VisioncareExpenses 0
Lasereye Attach original receipts.
surgery,glasses, | Reasonforpurchaseoflenses?(checkallthatapply)

contact lenses

|:I Initial prescription D Prescriptionchange |:I Lossorbreakage
andeyeexams.

|:I Noneoftheabove

—~
_

PART8-Confirmation,AuthorizationandSignature

At Great-West Life, we recognize and respect the importance of lunderstandthatpersonalinformationmaybesubjectto
privacy. Personal information that we collect will be used for disclosuretothoseauthorizedunderapplicablelawwithinor
the purposes of assessing your claim and administering the outsideCanada.

group benefits plan. For a copy of our Privacy Guidelines, or if . . i L

you have questions about our personal information polic;es and |certifythattheinformationgivenistrue,correctandcomplete
practices (including with respect to service providers), write to tothebestofmyknowledge.

Great-West Life’s Chief Compliance Officer or refer to Icertifythatallgoodsandservicesbeingclaimedhavebeen

www.greatwestlife.com. receivedbyme, myspouseand/ormydependants.
lauthorizeGreat-WestLife,anyhealthcareordentalcareprovider, Icertifythatlamclaimingexpensesthatwereincurredby
myplanadministrator,otherinsuranceorreinsurancecompanies, myselforaperson(s)forwhomlamentitledtoclaimamedical
administratorsofgovernmentbenefitsorotherbenefits expensecreditunderthelncomeTaxAct(Canada).

programs,otherorganizationsorserviceprovidersworkingwith
Great-WestLife,locatedwithinoroutsideCanada,toexchange
personalinformationwhennecessaryforthesepurposes.

Day Month Year

L PlanMembersignatureX Date:

J

PART9-SubmittingYourClaim 9)

PleasesendyourclaimtotheBenefitPaymentOfficebelow.lfblank,pleaseconsultyourplanadministratorfortheaddress.

Questions?CallTollFree:1.800.957.9777

Winnipeg Benefit Payments
PO Box 3050 Station Main
Winnipeg MB R3C OE6

£ For the deaf or hard of hearing:

== Toll Free: 1.800.990.6654

& J
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