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Qnly use this form te clalim expenses rot submitied on your hefalf by your heallf care provider.

You can apply for reasonable and necessary expenses incured 25 a resuk of the accident and not covered undar anofber pler. Such
expenses may include the cosls of medical and rehabilifation reatment, lost educatioa! expenses, caregivers, afiendant care and
housekeeping sewvices, fansportation expenses, expenses of visitors, and the costlo wepair or reptace lost or damsged clothing,
dentures, glasses, prostheses, hearing aids, et, Please attach all bills and recelpls;

Partt
" Applicant
Infarmation

Part2
Expenses

[ sdgsean shests
atiprbad

Last Name st Name and Iniial Gender
Owate OFemale
Address
City Provireee Pastal Code
Blrh date (yyyyimmidd) Home Telephone Work Telephone - Ext

Alack all bl and recelpls, i a bif o recelpt1s not avafable, plegse expfaln, I you need nore space, psase affach addifional sheels.

e

Dats

Dexcription of Goods and Services and Name of Service Provider

Amourd

Total Amount

Part3 1 ceriify that fhe information provided is true and mmil understand thai # is an offence under the lnsufance Actio
Signature knowingly make a false or misleading statement or representafion to my instrer unces a confrmct of inswrance. |
1 further undecstard that it is an ofience under the fedzral Critring) Code for anyane, by deced, flsehond, or other
dishonest ad, io defraud or aftempt o defraud an Insurance company. | fidber understand that the use and
distlosure of information conizined an this form is subject to the tarms desoribed on oy Application for Accident
| Bepefils.
Neme of Apphicsrl or Subsiiuts Dazision Wakar (please print) Signsiore of Applcant or Subsfitis Decilon Maker Daie (yyyy/mmidd)
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