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To be completed by the plan member unless otherwise indicated. Original receipts must be provided for all expenses.

1. Plan contract number:

Plan sponsor:

Daytime phone number:

City/Town: Province: Postal code:

2. Are any of the expenses associated with a work related incident       Yes        No
If  submit these expenses to your provincial workers’ compensation board.

3.
  

      Yes        No
If 

Name of spouse’s insurance company:
Spouse’s plan contract number:

4. Complete for all expenses. Use one line per patient.
  

 
  

 
  

5. • Include your prescription drug receipts with this form.
• 
• You are not required to list this information on the form.

6. For practitioner/paramedical expenses please include an  and/or receipt stating:
• 
• 
• 

• 
• 
• 

• date last paid by provincial plan 

• licence and/or registration number

7.

Indicate the activities requiring the use of this item.

Duration equipment is required: 
      Yes        No
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Please enclose an itemized receipt indicating:
• 
• 
• 

•
•
•

•
•
• date dispensed.

 

      Yes       No
      Yes       No
      Yes       No

Signature of supplier:

9. Visit to register and sign in to your Plan Member secure site. Then sign up for direct deposit and 
or complete this section.

By providing your banking 

payments will be deposited 
directly to your account. 
Locate your banking 
information on your personal 

or contact your branch.

Transit number: Institution number: Account number:

to 
 to register for your Plan 

Member secure site.

Complete  when 
providing new or 
updated information.

10. Total amount of $  must be provided for all expenses.

11.
accurate and complete to the best of my knowledge.

• 
misleading information. 

• That if Manulife determines a claim submission: 
 –
 –

• I am required to refund any money that I may owe to Manulife or my Plan Sponsor in accordance with the provisions of my 

• 

• 

•
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11.
• 

• A decision about my claim may be taken exclusively on the basis of an automated decision using my Personal Information.
• 

• 

Requests can be sent to:  
or 

  
and the 

understand that I am responsible for updating the email address maintained by Manulife. I understand I can revoke the use of 
email address at any time by removing my email address online or contacting Manulife. 

future and shall remain valid until revoked in writing by me or my duly authorized representative.

either by me or by representatives of my estate.

I understand that expenses reimbursed under the Health Care Spending Account may not be claimed for personal income tax 

payment of such taxes.

Signature of plan member:

12.


