
FORM-963(E) 02/17

WELLNESS ACCOUNT

CLAIM FORM
®

® Registered trademark of the Canadian Association of Blue Cross Plans, an association of independent Blue Cross Plans.

MEMBER INFORMATION

ID  Policy Provincial Health Plan Number

Number: Number: (only applicable to BC and SK residents):

Last Name: First Name: Date of Birth (DD/MM/YYYY):

Address:

City: Province: Postal Code:

Home Telephone Number: Work Telephone Number:

Has your mailing address changed since your last claim? ❑  Yes   ❑  No   If yes, signature of member is required for validation:

 

 First Name Last Name Self, Spouse, Child  day month year

CLAIM INFORMATION

TOTAL CLAIM AMOUNT

 day month year

E.g. Physiotherapy; diabetic 

supplies; eye glasses; etc.

1

2

3

4

5

6

MEMBER STATEMENT

I understand that the personal information provided herein, as well as any other personal information currently held or collected in the future by my Blue Cross plan may be collected, used, or disclosed

the purposes listed above, limited personal information may be collected from and /or released to a third party. This third party may include another Blue Cross organization, a licensed physician, health 

care professional or institution, life and health insurer, government and regulatory authorities, the member of any plan under which I am a dependent or another third party. 

disclosure. 

 

 If claiming expenses for an uninsured dependent

 

MEMBER Signature  Date 

* Each plan is an independent licensee of the Canadian Association of Blue Cross Plans.

ADDRESSES

PO Box 220  
644 Main St

550 Sherbrooke West
PO Box 3300,  
Postal Station B 
Montreal QC  H3B 4Y5

PO Box 2000 

Suite 1200
Etobicoke ON  M9C 5P1

PO Box 1046
Winnipeg  MB  R3C 2X7

PO Box 4030
516 2nd Avenue N
Saskatoon SK  S7K 3T2

Edmonton AB  T5J 3C5
PO Box 7000
Vancouver BC  V6B 4E1

OTHER COVERAGE

Do you or any dependents have coverage under any other plan?  

❑     If applicable, please provide the Termination Date (dd/mm/yyyy): 

❑   Name of other Insurer: 

Member Name: ID Number:

✓     ❑ ❑ Effective Date:         Policy Number:

WELLNESS ACCOUNT SELECTION

Do you want your claim processed through your Wellness Account?  ❑ Yes            ❑ No


