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“ To be completed by Patient or Representative (please type or print clearly)
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PERMANENT MAILING ADDRESS CARD EXPIRY DATE
MUNICIPALITY PROVINCE/TERRITORY POSTAL CODE
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ﬂ Declaration of Patient or Representative

| hereby declare, conscientiously believing it to be true and knowing it to have the same effect as if it were made under oath and by virtue of
the Canada Evidence Act, that the information given above is correct and that | am a beneficiary of the Medical Care Plan in the

province/territory of
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PAYMENT TO REIMBURSEMENT PAYMENT
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NAME AND ADDRESS OF HOSPITAL IF ITS SERVICES WERE USED ADMISSION DATE DISCHARGE DATE
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DIAGNOSIS AND OTHER REMARKS
CLAIM INVOLVES: DATE OF ACCIDENT
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D WORK ACCIDENT D AUTOMOBILE ACCIDENT I ‘ D OTHER : {specily)
| accept the patient’s plan payment as payment in full. DATE LANGUAGE OF CORRESPONDENCE
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