
Appendix A: Eligible Claimant Information 
This form constitutes an amendment as Appendix A to the PHSP agreement.  Use this form to make any changes to the 
list of Covered Employees as eligible claimants for your PHSP.  Unincorporated businesses must also complete 
Appendix C to provide details on family members. Appendix C is not required for corporations. 

Business Name (Planholder): ____________________________________________________ 

Employee Name:____________________________________ Add  Update  Delete  

Postal Address: ________________________________________________________________ 

_________________________________________________________________ 

Email Address: _______________________________________ Phone: _________________ 

Eligible Date:__________________ Class: ___ Direct Deposit?   (If so, attach VOID Cheque) 

Employee Name:____________________________________ Add  Update  Delete  

Postal Address: ________________________________________________________________ 

As Above   ________________________________________________________________ 

Email Address: _______________________________________ Phone: _________________ 

Eligible Date:__________________ Class: ___ Direct Deposit?   (If so, attach VOID Cheque) 

Employee Name:____________________________________ Add  Update  Delete  

Postal Address: ________________________________________________________________ 

As Above   ________________________________________________________________ 

Email Address: _______________________________________ Phone: _________________ 

Eligible Date:__________________ Class: ___ Direct Deposit?   (If so, attach VOID Cheque) 

Employee Name:____________________________________ Add  Update  Delete  

Postal Address: ________________________________________________________________ 

As Above   ________________________________________________________________ 

Email Address: _______________________________________ Phone: _________________ 

Eligible Date:__________________ Class: ___ Direct Deposit?   (If so, attach VOID Cheque) 

Office (403) 770-6158 
Toll Free (866) 959-7483 

239 Midpark Way SE 
Suite 210 
Calgary, Alberta  T2X 1M2 

www.BrockHealth.ca 

03/2015 FAX (866) 492-9486 
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