
HEALTH SPENDING ACCOUNT (HSA) CLAIM FORM

OTHER COVERAGE

Claimant’s Name

First Name	 Last Name

Relationship to 
Member

Self, Spouse, Child

Date of Birth Amount Paid

day	 month	 year

CLAIM INFORMATION

TOTAL CLAIM AMOUNT

Date of Service

day	 month	 year

Type of Service
E.g. Physiotherapy; 
diabetic supplies; 
eye glasses; etc.

MEMBER STATEMENT

Apply unpaid  
balance to HSA 

(check for each expense)

	 YES	 NO

*	 Please ensure all areas are complete.
*	 Please attach all original paid-in-full receipts; if receipts were submitted under another plan and the unpaid portion is now being claimed, 

please attach copies of your receipts along with the original “Explanation of Benefits” statement from the other insurer.
*	 Prescription drug receipts must indicate name; strength and quantity of drug; drug identification number (DIN); prescription number (RX); patient’s name.

MEMBER INFORMATION

ID Policy	 Date of Birth
Number: Number: (DD/MM/YYYY)

Last Name:	 First Name:	

Address:
City:	 Province:	 Postal Code:

Home Telephone Number:	 Work Telephone Number:

Has your mailing address changed since your last claim? ❑  Yes   ❑  No   If yes, signature of member is required for validation:

Do you or any dependents have coverage under any other plan?  
❑ No    If applicable, please provide the Termination Date (dd/mm/yyyy):
❑ Yes  Complete the following:  Name of other Insurer:
Member Name:	 ID Number:

Type of policy (3):    ❑  Individual   ❑  Group     Effective Date:        Policy Number:

Please indicate type of coverage (3):    ❑ Hospital     ❑ Travel     ❑ Extended Health      ❑ Drugs      ❑ Vision      ❑ Dental     ❑ All

FORM-194E 03/23

TM	The Blue Cross symbol and name are registered trademarks of the Canadian Association of Blue Cross Plans, used under licence by Medavie Blue Cross, an independent licensee of the Canadian Association of Blue Cross Plans. *Trade-mark of the Canadian 
Association of Blue Cross Plans. † Trade-mark of Blue Cross Blue Shield Association      Blue Cross Life Insurance Company of Canada underwrites all life and disability benefits.

MEDAVIE BLUE CROSS ADDRESSES
Atlantic Provinces
644 Main St  PO Box 220
Moncton NB  E1C 8L3
Inquiries: 1-800-667-4511

Quebec
PO Box 3300 STN B
Montreal QC H3B 4Y5 
Inquiries: 1-800-667-4511

Ontario
PO Box 2000 STN A
Etobicoke ON M9 C5P1
Inquiries: 1-800-667-4511

Other Provinces and Territories
PO Box 2318 STN Main 
Edmonton AB T5J 0L8 
Inquiries: 1-800-667-4511

	
















MEMBER Signature: 	  Date 	

http://medaviebc.ca
http://medaviebc.ca
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