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Patient's name

Yes No

1 Plan member information

Group Benefits
Extended Health Care Claim
To be completed by the plan member unless otherwise indicated. Original receipts must be attached for all expenses. (Please attach to the
back of this form.) Please retain copies for your files as original receipts will not be returned.

The Manufacturers Life Insurance Company GL4737E(83239) (03/2014) CAN ONLY CII

2 Patient information

Complete for all expenses.
Use one line per patient.

Plan contract number

83239

Plan member name (first, middle initial, last) Date of birth (dd/mmm/yyyy)

Plan member certificate number Plan sponsor

Douglas College

Plan member address (number, street and apt.) City or town Postal codeProvince

Are these expenses eligible for coverage under any type
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Yes No

5 Equipment and appliance
expenses

For equipment and appliance expenses Manulife Financial requires a written recommendation from
the prescribing physician, including diagnosis, and a copy of the provincial plan statement of payment
(if applicable).

Duration equipment is required. Date (dd/mmm/yyyy)

The Manufacturers Life Insurance Company GL4737E(83239) (03/2014) CAN ONLY CII

From Date (dd/mmm/yyyy)To

Has rental equipment been returned?

6 Vision care expenses If your contract covers medically necessary contact lenses, please answer the questions below:

Please have the supplier complete and sign below.

Were contact lenses prescribed for severe corneal astigmatism,
keratoconus or aphakia? Yes No

Can visual acuity be improved by at least 2 lines on the Snellen chart
over the best possible vision with glasses?

Yes No

Could visual acuity be improved up to at least the 20/40 level by glasses? Yes No

Signature of supplier Date signed (dd/mmm/yyyy)

To be completed by
supplier.

Please enclose an itemized
receipt indicating:
• patient's name,
• cost of contact lenses,
• cost of glasses,
• cost of laser surgery,
• dispensing fee,
• cost of eye exam,
• date of eye exam,
• cost of tinting,
• date dispensed.

7 Claims confirmation

NOTE - ORIGINAL RECEIPTS
must be attached for all
expenses.

Total amount of  ALL receipts submitted $

I certify


	Plan number: 83240
	Plan sponsor: University of the Fraser Valley
	form number: GL4737E(83240) (03/2014) CAN ONLY CII


