Form 408-2

M Manulife Financial

Group Benefits

Extended Health Care Claim

To be completed by the plan member unfess otherwise indicated. Original recelpts must be attached for all expenses. (Please attach to the
back of this form.) Please retaln coples for your files as onginal recelpts will not be refurned.

1 Plan member information

Sign up for direct deposit
and electronic claim
statements

Plan contract o Plan member certificate number FPlan sponsor
Plan member name (frst, middie inital, last) Birindate (dammmlyyyy)
Plan member sddewss (number, strest ard apl.) City or fown Province Postal coce

Are these expenses ellgible for coverage under any type
of workers' compensation board?

Are you, your spouse or dependants covered under any other plan for the expenses being claimed?
If “Yes.* please retain photocoples of all recelpts submitted with this claim for

submission to your secondary camier. If thes is your first claim, or if infermation
has changed, please provide the following:

D Yes () No

Spouse's date of birth - . me's plan member
e b e Name of spouse’s nsurance company | Spousa's plan conract rumber Pz ':U'Bp’:\ﬂb!'

Recalve your claim payments up to 70% faster with direct deposit and enjoy the convenience of seeing
your ciaim statements online.
» Go to www.manulife.ca/groupbenefits and register for the plan member secure site
» Once you've reqgistered, or if you're already registered, log into the secure site and select
Direct deposit for claims from the menu to the left of the screen
= Enter your banking information

2 Patient information

Complete for all expenses.
Use one line per patient.

Date of birth Relsti o to Complete if patient is a student 18 or older

, If employed
Patient’s name (S'mmmiyyyy) plan member '
{1stClamcnly) | {15 Claim caly) School and city h:qwmo 3

3 Prescription drug
expenses

« Attach your prescription drug receipts to the back of this form.
« All recelpts must contain the drug identification number (D.1.N.) and the name of the prescription

drug.
* You are not required to list this Information on the form.

4 Practitioner's/
Paramedical expenses

{e.q. chiropractor, massage
therapist, physiotherapist, etc.)

The Manufacturers Life Insurance Comnpany

For practitioner/paramedical expenses please attach an itemized statement and/or receipt stating:
= patient name,
* name of practitioner,
« type of practitioner,
« date of service,
« length of visit,
= charge for treatment,
= date last paid by provincial plan (if applicable) and
« licence andlor registration number.

If for psychotherapy. please indicate type (Individual, family, group, marriage) an your receipt.

Please complete next page.
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5 Equipment and appliance For equipment and appliance expenses Manulife Financial requires a wnitten recommendation from
expenses the prescribing physician, including diagnosis, and a copy of the provincial plan statement of payment
(If applicable).

Indicale the actvites requinng e use of s item,

Duration equipment Is required.  F®™ | Dale {ddimmeyyyy) To | Date (dammmiyyyy)

Has rental equipment been returmned?

6 Vision care expenses Eye glasses and elective contact lenses:
If your Vision care benefit requires a change in prescription, please have the supplier

To be completed by complete and sign below.

supplier. Is this the first pair of glasses or contact lensas?
Please enclose an itemized Has the prescription changed?
receipt indicating: Medically necessary contact lenses:

« patient's name, Please have the supplier complete and sign below.

» cost of contact lenses, Were contact lenses prescribed for severe corneal astigmatism, - -
» cost of glasses, keratoconus or aphakia? () Yes () No
* dispensing fee, Can visual aculty be improved by at least 2 lines on the Snellen chart

» cost of eye exam, over the best possible vision with glasses?

» date of eye exam,
+ cost of tnting,

» cost of laser surgery and Signature of supplier Date signed (dd/mmmbyyyy|
» date dispensed.

Could wisual acuity be improved up to at least the 20/40 level by glasses?

7 Clai nfirmati
aims confirmation Total amount of ALL receipts submitted | $

NOTE - ORIGINAL RECEIPTS | Lcartify that |, my spouse and/or my dependants of minor or major age ("Dependants®), have received
must be attached for all all goods or services claimed and that the information provided for this claim is true and complete.
expenses. Lauthorize Manulife Financial {"Manulife”) to collect, use, maintain and disclose personal infermation
relevant to this claim {"Information®) for the purposes of Group Benefits plan administration, audit and
the assessment, investigation and management of thes claim ("Purposes®). Lam authorized by my
Dependants to disclose and recelve ther Information, for the Purposes. | authorize any person or
organization with Information, including any medical and health professionals, facilities or providers,
professional regulatory bodies, any employer, group plan administrator, insurer, investigative agency,
and any administrators of other benefits pragrams to collect, use, maintain and exchange this
Information with each other and with Manulfe, its remnsurers and/or its senice providers, for the
Purposes. | authorize the use of my Soclal Insurance Number {"SIN®) for the purposes of identification
and administration, f my SIN s used as my plan member certificate number. Lagree a photocopy or
electronic version of this authorzation Is vald. Lunderstand that Manulife’s Privacy Policy and Privacy
Information Package are avallable at www.manulife.ca/groupbenefits, or from my Plan Spensor.

Please sign here Signature of plan member Date signed (dd/mmmbyyyy)

Any Information provided to or collected by Manulife in accordance with this authorization, will be kept
In a Group Benefits health file. Access to your Information will be limited to:

» Manulife employees, representatives, reinsurers, and service providers in the performance

of their jobs:

+ Persons to whom you have granted access; and

» Persons authorized by law.
You have the right to request access to the personal information in your file, and, where appropriate, to
have any Inaccurate information corrected.

8 Mailing instructions Please mall your completed clasm form and receipts to the appropriate address.
If you live outside Quebec: If you live in Quebec:
Manulife Financial Group Benefits Manulfe Financial Group Benefits
Health Claims Health Claims
P.O. BOX 1653 P.O. BOX 2580, STATIONB
WATERLOO ON N2J aw1 MONTREAL QC H3B 5C6
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