
QUESTIONNAIRE

HEALTHCARE EXPENSES STATEMENT

PLEASE SEE REVERSE FOR DETAILS ON HOW TO SUBMIT YOUR CLAIM.

Group Contract Number Certificate Number Account/Division Number

Employer Employee’s Phone Number              (Home Phone Number)                             (Work Phone Number)  

Employee Surname Given Name Gender
■■ male   ■■ female

Employee Address (Street, City, Province, Postal Code)                                                       Employee’s Date of Birth Day    Month    Year

Please indicate total charges separately for each patient (one line per person).

EMPLOYEE STATEMENT Please print

CHARGES

M635D(335168)-8/04

Full Name Relationship to Employee
Date of Birth

Day    Month    Year
Date Expenses Incurred

Day  Month  Year  Day  Month  Year
Total Paid
Receipts

RECEIPTS PAID IN FULL

Is this claim for a dependent?  ■■   Yes      ■■   No
If Yes:
What is the dependent’s relationship to you?

■■   dependent child under 21                  ■■ handicapped dependent over 21   

■■   dependent student over 21                 ■■     spouse

If dependent student over 21, indicate name of University/College/School and Student ID#

If the dependent is employed, indicate status of employment. ■■   Full Time   ■■   Part Time   Please provide name and address of dependent’s employer.

At Great-West Life, we recognize and respect the importance of privacy. Personal information that we collect will be used for the purposes of assessing your claim and
administering the group benefits plan. I authorize Great-West Life, any healthcare provider, my plan administrator, other insurance or reinsurance companies, administrators
of government benefits or other benefits programs, other organizations, or service providers working with Great-West Life to exchange personal information when necessary
for these purposes. I certify that the information given is true, correct and complete to the best of my knowledge.

Date        Day    Month    Year Signature of Employee

AUTHORIZATION

Type of Expense 
ie. Drugs, Podiatrist

3 3 5 1 6 8

SaskPower

SaskPower

EMPLOYEES 

If claimant has other Group Health Coverage, indicate name of Insurance Company and spouse’s name and date of birth. Day    Month    Year

■■   IBEW (1)  ■■   MGMT (2)  ■■   CEP (3)

Spouse’s Name:  

Send This Claim To:
Regina Benefit Payments
P.O. Box 4408
Regina  SK  S4P 3Y3
English: 1-866-289-5675
TTY line - available for the deaf or hard of hearing
Toll Free: 1-800-990-6654    Phone: (204) 946-7281



CLAIMING HEALTH INSURANCE BENEFITS   

When submitting out-of-country/province claims, please refer to your Travel Assistance
card/booklet for claiming procedures.

It is suggested that you accumulate at least $50.00 in total expenses before submitting a claim.

Proof of claim must be submitted within 90 days following the first day of accident or illness.

This form must be completed in full. Incomplete forms will be returned to you, which will delay the processing of the claim.

REMINDER

Great-West Life is committed to protecting the confidentiality of your personal information and will establish comprehensive safeguards
to protect that confidentiality. Such safeguards include internal restrictions of access to your personal information by only individuals 
working for or on behalf of Great-West Life who have a need to know the information.

Any personal information you provide to us will be kept in a file established in our Group Life and Health Benefits Department and will
only be used for the purpose outlined in your file and for which you have given your permission except where required by law, to protect
the interest of Great-West Life or in the discharge of our public duty.

DISCLOSURE

INSTRUCTIONS: Attach the bills and receipts for all expenses and itemize them by providing all the information requested.
Note: Drug bills and receipts, other than those required for government drug plans, are part of our records and
will not be returned. Therefore, please retain the itemization of expenses that will accompany our cheque or 
explanation for Income Tax purposes.

IMPORTANT: All claims under this group benefits plan are submitted through the plan member. We may exchange personal
information about claims with the plan member and a person acting on his or her behalf when necessary to
confirm eligibility and to mutually manage the claims.




