Great-West Life HEALTHCARE EXPENSES STATEMENT
i - G_ iy . . o
(Medical, Vision, Drugs)

Attach original receipts for each expense and fully itemize the expenses in the space provided below. Your receipts
will not be returned to you. You will receive an itemized statement along with our payment or Explanation of
Benefits, which you can use for Income Tax purposes.

Please be sure to answer all questions. This claim will be returned to you if it is incomplete or contains errors.
For inquiries, call Great-West Life, 1-866-430-2863.

Please print
Policy Number _ /_/_ /[ [ [/-_/_J_J_/_J_J_[_[_/
Policyowner Name (please print)
Policyowner Address
Phone Number: Home Work

COORDINATION OF BENEFITS SEND THIS CLAIM TO:

1. Are you or any other member of your family entitled to benefits from any other source? [ Yes [] No

If Yes, name of family member insured The Great-West Life Assurance Company
Individual Health Unit
Name of other Insurance Company PO. Box 6000
Policy number Winnipeg, Manitoba
2. 1 i i > O | : . R3C 3A5
. Is treatment required as the result of an accident? Yes No  If Yes, give date, location and
explain how the accident happened For inquiries, call: 1-866-430-2863
3. If patient is a dependant child, please provide spouse’s date of birth. / /
DAY  MONTH YEAR
DEPENDANT INFORMATION 1If child over 18 years
Patient Name Relationship Date of Birth reg&’:wg‘;%‘u} FSL:Hd’];ﬁ?;C If Student, how many Employed? h?:’r‘;" many

to Policyowner Year Mth | Day YES NO YES NO school hours per week? YES NO per week?

go 1o 0o

oo
oo
ot
ot
ooon
ooon

AlM DEIA DRUG EXPENSES OTHER EXPENSES
Patient Name Number of Total Charge Type of Expense Nature of Illness Total Charge
Receipts

(If additional space is needed, attach separate page)

Personal information we collect from you is kept in strict confidence and will be used to assess your claim and to administer the benefit plan.

I authorize Great-West, any healthcare provider, the plan administrator, other insurance companies, other organizations, or benefit service
providers working with Great-West to exchange information when necessary to assess my claim and to administer the benefit plan.

I certify that the information given is true, correct and complete to the best of my knowledge.

SIGNATURE OF POLICYOWNER DATE

M635D(IHP) BIL-5/03




	pt2pn: 
	pt2pna: 
	pt2pnb: 
	pt2pnc: 
	pt2pnd: 
	pt2pne: 
	pt2pnf: 
	pt2png: 
	pt2pnh: 
	pt2pni: 
	pt2pnj: 
	pt2pnk: 
	pt2pnl: 
	pt2pnm: 
	pt2pnn: 
	pt2name: 
	pt2add: 
	pt2ph: 
	pt2pw: 
	pt3res: Off
	Clear: 
	pt2: Off
	pt2acc: 
	pt2acci: 
	qs3d: 
	qs3m: 
	qs3y: 
	dres: Off
	dfts: Off
	de: Off
	pn: 
	relation: 
	dy: 
	dye: 
	dyea: 
	dyear: 
	dm: 
	dmo: 
	dd: 
	dda: 
	shr: 
	dhww: 
	pna: 
	pnb: 
	pnc: 
	relationa: 
	relationb: 
	relationc: 
	relationd: 
	dya: 
	dyb: 
	dyc: 
	dyd: 
	dyeb: 
	dyec: 
	dyed: 
	dyeab: 
	dyeac: 
	dyead: 
	dyearaa: 
	dyearbb: 
	dyearcc: 
	dyeardd: 
	dma: 
	dmb: 
	dmc: 
	dmd: 
	dmoa: 
	dmob: 
	dmoc: 
	dmod: 
	ddb: 
	ddc: 
	ddd: 
	ddab: 
	ddac: 
	ddad: 
	dresa: Off
	dresb: Off
	dresc: Off
	dresd: Off
	dftsa: Off
	dftsb: Off
	dftsc: Off
	dftsd: Off
	shra: 
	shrb: 
	shrc: 
	shrd: 
	dea: Off
	deb: Off
	dec: Off
	ded: Off
	dhwwa: 
	dhwwb: 
	dhwwc: 
	dhwwd: 
	pnd: 
	cpn: 
	cnor: 
	ctc: 
	ctoe: 
	cnoi: 
	ctch: 
	cpnb: 
	cpnc: 
	cpnd: 
	cpne: 
	cpnf: 
	cpng: 
	cnora: 
	cnorb: 
	cnorc: 
	cnord: 
	cnore: 
	cnorf: 
	cnorg: 
	ctca: 
	ctcb: 
	ctcc: 
	ctcd: 
	ctce: 
	ctcf: 
	ctcg: 
	ctoea: 
	ctoeb: 
	ctoec: 
	ctoed: 
	ctoee: 
	ctoef: 
	ctoeg: 
	cnoia: 
	cnoib: 
	cnoic: 
	cnoid: 
	cnoie: 
	cnoif: 
	cnoig: 
	ctcha: 
	ctchb: 
	ctchc: 
	ctchd: 
	ctche: 
	ctchf: 
	ctchg: 
	cnfmia: 
	cnoica: 
	cpna: 
	cpnaa: 
	dyeaa: 
	ddaa: 


