N - EXTENDED HEALTH CARE
B e T Wbt o, - and VISION CARE CLAIM

5858 Cargyary Tl
Ecknomion, Al TR 509
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Vinbnite, weanaambopaban

Plasse answer all questions 1o support timely procvessing of your claim (see back for specific instructions).
If you have any questions regarcling the collection, use and disclosure of your personal infarmation, please refer 10 ASEBP's
Privacy statement at www.asebp.ab.ca/privacy.html, or contact the Privacy Qfficer at 750-431-4786.

COVERED MEMBER'S INFORMATION (oase priny)

Covered momber's (erployee’s) name:

Mailing address: GROUP SECTION | MEMBER'S ASEEP ID NO.
" abololalol TLLTTIL1

Postal cade: Phone number:

CLAIM DETAILS (Attact: original receipts and involcas OR the Explanstior: of Benefits (FOB) fram the niher hewlth banefit piar)

PATIENT'S NAME ASESPID NO. e | eI D&lﬁﬁm‘é‘g (Presm.f;;:g - e A
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5. $
"OTHER HEALTH BENEFIT COVERAGE

i you or your dependents have health behefit coverage through another heaith Benefits company, insurance company of another ASEBR plan,
ploase completo below. #you daimed through the basith benrefi plan lsted below firs, please attach the FOB 1o this claim form.

Name of other health banafite campiany ar insurancs company: . (] Denmtal O vision {7 EHC/Preaeription
Effactive date of other
coverage (YYYY/MM/DD): / /

Name of persen helding coverage: - Birth date (ryvY/MM/DD): / /

CONSENT FOR THE COLLECTION, USE AND DISCLOSURE OF PERSONAL INFORMATION

Tundarstond Ul the personal Informardon contained In this claim fom (wih supporting decumentation) and other persanal information held by the
Albberta School Erployee Benefit Plan (ASEBP) is uaed to detenrine eligibility for this benefit, verify, assess and pay daims and edminister my benetit
plan, By submiting this claim form, | am requesting payment for the Ustex] expenses based onmy henefit plan guideines.

| unclemstand why the information is reguirad and arh awate of the dsks and benefits of providing this infarmistion. | consent to the collection, use and
disclosure of my personal information for the purposes identified above. Tunderstand that | may revoke my, consent at any tme and acknewledige that
doing so will affect ry and ry dependents eligibllity to receive group benefits.

[unclerstand that by virtue of the provisions of the Personal information Pretection Actof Alberts, my dependenis are deemed to consent to the
;OuEﬂ;W use and disclosure of their personal infarmation for the purpose of enrclment in and coverage under the group benefit plans, through me as
2 applicut !

| agree 1o the above and declare that my staterments in this expense reimbursement request are complete, accurate and trye.

Covered member's signature: | Date:
ASEBP OFFICE USE ONLY ASSIGNMENT OF BENEFITS: (7 pay the sevvive provider directly)}
| herelyy assign benefits payalele for this claim 10 . and
authorize payment directly te him/her/them, (Sezr vice Provider Name)
Address:
Cavered member's signature: R
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