@ su n LifE EXTENDED HEALTH AND VISION CARE PLAN FOR
UNIONIZED EMPLOYEES OF CP RAIL SYSTEM
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accuracy of the ghven in support of your cliim,

INSTRUCTIONS FOR THE USE OF THIS FORM

1. Ernployes's statement must be completed and signed by the employes.

2. Submit only originad receipts and retaln copies for your records; photocoples ane not accepiable.

I, Receipts will mot be returned. Your sxplanation of benefits statement b suffident for income tax purposes.

4, Group your receipts by family members. Please make sure your receipt containg the following detaili othenwise your clabm may be delayed:—

Hame of patient For prescribed drugs:
Date of purchase &) names of dinugs
Mature of medical supply or treatment b)) presoription numbers
Armount charged Far phytiotherapy snd nursing:
Hame of prescribing physician a) the profewional degres of the party giving the service and relationship, if any, to the patient, and
b} a siavement from prescribing physiclan confirming such service was medically necestary and for
what period,

RECEIPTS FOR AUTHORIZED PSYCHOLDGISTS" EXPENSES MUST INDICATE THE MEMCAL MECESSITY OF THE THERAFY .

£. Hold your expenses mﬁlﬂwrmﬂnllﬁﬂﬁ:lﬂmﬂnmn[ﬁﬂ.ﬂﬂ}.
6. Regardiess of the smount, expenses mist be received no later than March 31 sfver the year in which they were incurred.

EMPLOYEE'S STATEMENT

(COMPLETE IN FULL TO AVOID DELAY OF PAYMENT)

Cortract No., Seu:
25040 0 Male O Female
sy Date of birth - ;';"
Address number & Ftrest BpATTITENT
ity proince postal code
Is this claim for services required as the result of an sccident? O Yes [ Mo How did it happen? | Date of clay mavch yrear
' "M-ﬂdrd'hmp-m!'
it denial sccident, we require X-rays taken after the accldent and pricr 1o treatment (if any). I::.-thnm-“ O at work O elsewhars
:H:|p-u-ulmwfuq'ufMWMWMMWMWWIWmmmmm,WﬂHWW‘
Compensation)? T Yes O Mo O Mot applicable - B yei: Name of ipouse Date of birth of Spouse
Hamse of Emplayer #nd Name of Group Medical Carrier

W.E, Claireg for spouse must i be submitied under the relevant plan or contract than 1o Sum Life, slong with a copy of the settlement from the spouse’s plan,,
Children must claim wnder the plan of parent with the sarlier day snd month of birth in the calendar year.

COMPLETE THIS SECTION OMLY IF CLAIM 1S FOR A DEPENDENT
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a) [ = | 19 o o

E
W this dlalm INCluGEs eExpenses Tor 4 child Over age 21, Who B 2 SIUOENL, please give The Name of the SOUCALONS] MILTLLON N QUERLIN:

EXAMINING PHYSICIAN OR OPTOMETRIST

Hame of patient Visual impairment : .0, 0.5,
What was vision at | 1+ With glasses
: latest chaervation 1, without glasses
Does patient require a prescription change at this time? Hew 0.0, 0.5
4 = prescription . .
Lersas? C yes O ono Frames? 3 yes T no
I hereby certify that the above information s soourate,
H of Physician | Optometrin Phaone Mo, (Anea Code) Physician of
i bl Optometrist’s Signature
( ) Date
—]
[ that the statements herein and attached are and represant no duplication of charges submitted. | authorize the following

mﬂmwmm“m ar any claim: Sun LHe of . my employer, person of organization
mhuummnm:llndimmmmmﬁw “lﬂdhmhmm.wihﬂﬁwihnmd:{uml.

e - I EMPLOYEE'S SIGNATURE .........

WHERL TO CLABA—Mall the complited form directly 10 the Sun Lite office bn the provisc in whith you redide,
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Claired. Office Clasere; Difce: Cladms Offioe
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ALL INFORMATION RECORDED ON THIS FORM IS COMFIDENTIAL




