G ‘ m ‘ S Immigrants & Visitors to Canada
Emergency Medical Claim Form

1. Complete the Immigrants & Visitors to Canada Emergency Medical Claim Form in full, sign, and attach all requested
documents. Mail the completed form along with applicable documents to:

Group Medical Services - Travel Department
2055 Albert Street, PO Box 1949
Regina, SK Canada S4P OE3

2. Additional supporting documents may be requested upon receipt and review of your Immigrants & Visitors to Canada
Emergency Medical Claim Form.

3. Failure to complete this claim form in full and/or attach requested documentation will delay the processing of your claim.

&

If the claim reimbursement needs to be issued to anyone other than the policyholder, the Assignment of Payment
Form must be completed and submitted with your claim form.

Note: Claim form must be completed by a parent or legal guardian if the insured person is a minor.

Please attach the following documents:

¢ All original medical bills and/or receipts; photocopies will not be accepted. Examples include:
* Physicians' bill(s) and original receipt(s) of payment
* Hospital bill(s) and original receipt(s) of payment
* Prescription(s) and original receipt(s) of payment

* Attach any medical records you may have been given at the time of treatment. For hospitalization claims, we require
a complete copy of your medical records from the treating facility.

* This could include a copy of the emergency room report, discharge summary report or a written letter from
your treating physician.

*  Proof of original departure from your Home Country. Examples include:
* Original or copies of airline tickets
® [tinerary
* Boarding passes
¢ Original gas receipts
¢ Original hotel receipts
* Original meal receipts
¢ Toll highway receipts
¢ Original duty-free shop receipts
e Copy of credit card statement showing purchases made in your Home Country before your trip

* Proof of payment, including original receipt, if you have paid for any eligible expenses

Please retain a copy of all submitted documents for your records.

GMS must be contacted prior to treatment whenever possible. Failure to contact GMS within 24 hours of receiving medical treatment or
admission to hospital will limit benefits otherwise payable to 70% of eligible charges to a maximum of the sum insured.
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G ‘ m ‘ S Immigrants & Visitors to Canada
Emergency Medical Claim Form

A. Policyholder Information

Policyholder’s First Name Policyholder’s Last Name Date of Birth (DD/MM/YYYY)
Contact Phone Email Arrival Date in Canada (DD/MM/YYYY)
Visiting Address in Canada (Number, Street, City, Province/State, Country, Postal Code/Zip Code) Immigrants & Visitors to Canada Policy Number

B. Patient Information

Is the patient information the same as the policyholder information in Section A? 1 Yes W No Ifno, please provide the patient details below.

Patient’s First Name Patient’s Last Name Date of Birth (DD/MM/YYYY)

C. Claim Details
Nature of Sickness or Injury (diagnosis/symptoms) Date Incident Occurred (DD/MM/YYYY)

Please describe how the incident occurred:

Has the patient ever suffered symptoms, received medical advice, treatment, investigation and/or been prescribed medication for this medical condition prior to
your departure from your Home Country? U Yes* 1 No

*If yes, please specify the type of symptoms, medical advice, treatment, investigations and/or prescribed medication received for this medical condition.
The medical condition must have been stable, as defined in the policy wording, for 180 days prior to the effective date of the policy.

Summary of Expenses
Complete this section if you are submitting a claim for reimbursement. If additional space is required, please itemize bills on a blank piece of paper and attach to your claim form package.

Name of Service Provider Type of Expense Date of Service Amount Paid Currency
(Hospital, Physician, Clinic, etc.) (Return of Vehicle, Emergency Room Visit, Prescription Drugs, etc.) (DD/MM/YYYY)
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D. Other Insurance Coverage (If the patient is a child, this section is applicable to the parent or legal guardian.)

This insurance pays eligible expenses in excess of those covered by any other insurance. Therefore, if at the time of loss you have similar coverage with another provider
(e.g. credit card, travel insurer, employment group health plan, private or provincial auto plan, etc.), we will coordinate benefits in accordance with the Canadian Life and
Health Insurance Association guidelines.

Do you, your spouse, or your child have other travel insurance coverage? [ Yes [ No Ifyes, please provide details below and attach additional information if necessary.

Type of Plan (e.g. credit card, group insurance, etc.) Policy Number/Credit Card Number

Name and Address of Institution or Insurance Company

U | hereby warrant that | do not have any other travel or medical insurance coverage (check if applicable).

E. Local Medical History

Please provide the name, phone number and/or email address of all physicians or medical facilities where you received medical services while in your Home Country for the
time period referenced below.

Time Period: 12 Months prior to the date you purchased the policy to the date you arrived in Canada. Example: If you purchased your policy on January 3, 2013
and arrived in Canada on June 27, 2013, you must provide us with your local medical history from January 3, 2012 up until June 27, 2013.

Physician Name/Medical Facility Phone Number Email

F. Certification and Authorization

The insurer, its agents, administrators and/or their designated representative(s), are obliged to collect and retain certain personal and/or health information about you
in connection with your insurance coverage. They use and disclose that information only for the purposes of administering your policy/policies of insurance, providing
customer service, and assessing and paying claims.

* |/We authorize any licensed physician, medical practitioner, hospital, clinic, other medical facility or provider of health care, insurer or reinsurer, and employer(s) to
provide the Insurer and their respective representatives employed to assist in the administration of this claim, any information, including personal information, data,
or records that are in their possession/knowledge, regarding my medical history and treatment.

* |/We authorize the Insurer to coordinate the payment of benefits with any other insurance carriers which may also have a liability for this claim.
* |/We hereby irrevocably authorize the Insurer to make any payments, receive payments and settle with any carriers on my behalf.

I hereby consent to the collection, use and disclosure by the Insurer, its agents and administrators of the personal and health information about me disclosed herein and in
all documents or information provided in connection with my policy/policies of insurance for the purposes cited above.

If the undersigned is signing on behalf of any person(s), the undersigned represents to having the authority to sign on behalf of such person(s) and confirms that each of
the above declarations and authorizations are also provided on behalf of such person(s).

A photocopy of this authorization shall be considered as effective and valid as the original. This authorization shall be considered valid for the duration of the claim, but
not to exceed one year from date signed.

Signature of Patient (if a minor, signature of parent or legal guardian) | Patient Name (please print full name) Date (DD/MM/YYYY)

X

What to Expect During the Claims Process
It is our goal to process eligible claims in a prompt manner, however, processing may be delayed for the following reasons:
* Delay in the receipt of itemized medical accounts
® Delay in receipt of medical information from your treating or family physician
¢ Incomplete claim form and/or insufficient supporting documentation

In order to expedite your claim, please return the completed claim form and all supporting documents as soon as possible. Failure to complete the claim
form and attach requested documents will delay the processing of your claim. Please keep a copy of all submitted correspondence for your records.
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