p La Capitale Insurance and Financial Services Inc.
Delta 3 Building

2875 Laurier Blvd, Suite 400
C.P. Box 1500, Quebec QC G1K 8X9 HEALTH INSURANCE

La Capitale 418 644-4200 1 800 463-4856 CLAIM FORM

INFORMATION ON THE PARTICIPANT If the information contained in Section A is incorrect or incomplete, please fill in Section B.
A B.
Name:
Address:
Group: Employer:
Identification No.: Postal Code: Phone No.:
Group: Employer:

Identification No.:

IMPORTANT 1. Enclose only the original invoice indicating the name of drug, dosage, and quantity. Keep any copies because the original will not be returned.

2. For dependent child aged 18 to 26 years old, fill in section 2 of this form.
3. Your claim form must be filled in within 12 months from the date medical expenses were incurred and services received.

1-

HEALTH CLAIM FOR PRESCRIPTION DRUGS

Prescription drugs Name First name Date of birth
purchased for: Spouse | |
Y M D
Participant |:| Dependant I I
children Y | M | D
Y M D
I I
Y M D
I I
Y M D
Total purchase of prescription drugs: $ Total purchase of other expenses (onreverse): ____  $
Are any health benefits or services provided under any other group insurance ?|:| No |:| Yes
] Family coverage [ Individual coverage ] Single parent coverage
If yes, policy no.: Name of insurer:
Note: Declaration and signature compulsory on reverse side.
STUDENT CERTIFICATE FOR CHILD AGED OVER 17 OR 20 YEARS OLD ACCORDING TO YOUR POLICY
| hereby certify that my child = is unmarried and attends the secondary school, college or
Irst name
university for the |:| fall session —_____, or |:| winter session_____, as a day
Name of institution Year Year

student on a full time basis.
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HEALTH CLAIM FOR FEES FOLLOWING SERVICES RENDERED BY A HEALTH PROFESSIONAL
TO BE COMPLETED BY THE HEALTH PROFESSIONAL

Patient’s name: Age: Relationship to participant:

Diagnosis or nature of the evaluation:

Description of given treatments:

Prescribed medication and duration of treatment:

Is it as a result of an industrial accident: L] Yes: Date ] No
Is it as a result of a motorized vehicle accident: L] Yes: Date L No
Month Year 1123/ 4/5[6|7,8[910 11 12[13/1415/16 17181920 2122| 23 24,25| 26| 27|28| 29 30 31 Detailed fees
Total fees: $
Professional*s seal Name of the association
Health professional signature: Phone No.: Licence No.:

CLAIM FOR ANY OTHER COSTS INCLUDING EYE CARE IF COVERED IN YOUR POLICY.

Please indicate below medical services which are not included in Sections 1 or 3 and give a short description of the reason of these costs. For eye
care please attach a copy of your actual prescription and the precedent when your policy covers reimbursement following a change of sight.

DECLARATION AND SIGNATURE

i declare that the information given above is complete and accurate. | authorize the hospital or the professional who rendered the
treatments, or any other person concerned, to provide La Capitale Insurance Financial Services Inc. with all necessary records or
information.

Date: Signature of participant: Phone No.:
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