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Veterans Affairs Canada (VAC) takes your privacy seriously.  We are committed to protecting your personal information.  The information provided on this form is collected under the authority of the War Veterans Allowance Act and the Civilian War-Related Benefits Act.  We will use the information to determine eligibility for and administration of benefits under these Acts.  Providing your information is voluntary.  This personal information may be shared for case management purposes, to determine your eligibility for additional benefits, or for commemorative activities, where applicable.  Your personal information is managed based on the Privacy Act.  The Privacy Act provides you with a right of access to your personal information, and to request changes to that personal information if it contains errors.  If you are unhappy with how we handle your personal information, you can file a complaint with the Privacy Commissioner of Canada at 30 Victoria Street, Gatineau, Quebec, K1A 1H3.  More details on the collection, use and disclosure of your personal information are described in VAC's Personal Information Bank, War Veterans Allowance (VAC PPU 040) found on VAC's website.
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