
La_!1b!?!_eaftc!! ellljtclaim lo {p'int,'aft e):

Signature of lnsured (itrnino.,sisnatur€ o!pacnt o. lesal suardiail:

Siqnature of aolicy holder of other insurcnce in Section A (tf opplkable):

I autho ze any doctor, hospital or facility providing medical or health related seruices, and any otfier insurer to release and €xchanSe with

riCo,it, ieprisentutives, Jny information that is r;quiied to ptocess this claim lassign toTlc anv b€nerits panb]"-111T.:1t-*l:J 
:::::::;;;;'::".;,i:;1ffi;ihi;;;il; "iliil;';;;l 

al,"iti"it' p"vo"t" ro*ard tavmentdirectrvtoTrc-ri::#li:':fi,"J]ljX;lffI]

:,""*'*tl";l'."mru;T,ili"1.:Ji"Tifii';l,j',?:1i.Ti1"':"il1'Tl"li!i:l#ll,il,fflii,",;*u**i! aurhori;tion shar be as
vaiia ai ttre originaf. fcertirythatthe information provitled in tonn€ction with this claim is complete, trxe and atclrate'

FullNaFre of Patientllnsured blease pino:

D a t e o f B i r t h : '  '

Diaenosis Claimed fo ' :

r .  W h e n d i d s v m p t o m s f o r t h i s c o n d i t i o n , o r i n i 0 r y f i r s t o c c u r ? ' - ' '  "

2- Hasthe claim ant/ patient ever had the same or similar condiiion duringthe 12 months priorto thisvisit? DYes fNo

lf 'Yes', please advise:

Date(s) of;ll medical visitlt

3. Was the claimant/patient refefied to you? O Yes !l No

Are you awarc ofany other phystcian in Canadawho may havet.eated this rlaimant/patient lorthis ora similar condition? IYes ONo

lf 'Yes',pleaseprovidethe name/addressof thisphYsician:

5. Descdbe anv otherdiseases orinfirmitv affecting t!e condition being cb!4gdjl!-.-

7. Was the claimant/patient hospitalized? OYes

Date ofAdmission: Date of DischaGe:

8. Was anysuryery performed? OYes DNo

9. Wasthis condltion dueto pre$ancy? El Yes trNo

lf'Yes', date oflast menstrualpe od and expected date of deliven,:

ro.  Was th is condi t ion duetotheuse oFalcohol ,  misuseofdrugs,  orsel f inf l l ; ted in iury? OYes fNo

lf 'v,<' nlar.c 'iva iFtril(.

lf'YeJ. date of accident/iniury: 
_1 .

Phvsician's Signature: ._

Phvsician s Name (please !nnt]:

CitvlTown:

TeleDhone: ( )

6. List all medlcaiion(s) claimanvoatient wAtld!!E4l& !r!Lr ltllllj4consultation: -

O No l f  Yes.  name ofhospi ta l :

11. Was this condition due to a motorvehicle accident? OYes ONo

12. In yosr oginion, could rreatment for the {ondition have been postponed until th e patienfs €tu rn to country of otigin? O Yes tl No

lf'No', please prcvide details, and date the insured would be medkallv certifred as fit to tnvel: -

pfl y5tctA 's cERtlFtcllloll allo slGxaruRE
lcertifothatthe information provided in thissection is complete, true and aEcuGtetothe best ofmyknowledSe and beliel

P||Ygtctlt's sl MP {ERE

SveetAdd€ss:

Fa(: ( )

Postalcode:

@ .l"i-" & t.u,,"l 
"."i".u,,."


