
  
 
 

 

 

150 Millrise Boulevard www.BrockHealth.ca Office (403) 770-6158 

PO Box 76095  Toll Free (866) 959-7483 

Calgary, Alberta   T2Y 2Z9 07/2010 FAX (866) 492-9486 

CLAIM FORM (for Group Employees) Date: _______________________ 

Group Planholder Name: _____________________________________________________ 

Name of Covered Employee:____________________________________________________ 

Employee Email Address: ______________________________________________________ 

Name of Payee: ______________________________________________________________ 
 (If different than Covered Employee) 

Patient Name Service Date Description Amount 

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

Use a separate sheet or spreadsheet printout if necessary. Total Claim:  
 

 Employee certifies that all health 

 services were purchased by or for an 

 eligible member of their household. Signature: _______________________________________ 


