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Public Service Health Care Plan (PSHCP)Request for Cancellation of Plan
Protected B when completed.
Service No.(s)/RCMP Regimental No.(s) (if applicable)
I would like my coverage for the PSHCP to be cancelled:
Please note: Deductions will cease no later than two months following the date that the notification was received by Veterans Affairs Canada (VAC).  Coverage will continue for one month following the month that the last deduction was made.  You will be notified in writing of the date your coverage will be cancelled.  Coverage cannot be cancelled retroactively.
This form must be signed and dated, submitted via "My VAC Account" or the original forwarded to:
Veterans Affairs Canada
PO Box 6000
Matane QC  G4W 0E4
Privacy Notice
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 Veterans Well-being Act and Veterans Health Care Regulations.  We will use the information to administer the Public Service Health Care Plan (PSHCP).  Providing your information is voluntary.  However, if you submit an incomplete application there may be delays.  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, QC, K1A 1H3.  More details on the collection, use and disclosure of your personal information are described in VAC’s Personal Information Bank, Health Benefits Program – Public Service Health Care Plan (PSHCP) (VAC PPU 520), found on  our website, veterans.gc.ca.
To facilitate your cancellation in the Health Benefit Program - PSHCP, personal information may be shared with and obtained from the Public Service Health Care Plan Administrator.
Foreign countries: Please be advised that the Privacy Act does not apply outside of Canada.  Your personal information may not be given the same protection as it would be in Canada.
PSHCP Privacy Statement: canada.ca/en/treasury-board-secretariat/services/benefit-plans/health-care-plan/public-service-health-care-plan-privacy-statement-september-2009.html. 
Declaration 
By signing this application, as the client, or the client's legal representative: 
•         I understand that it is against the law to knowingly make a false or misleading statement; 
•         As the legal representative of the client, I declare the client to be alive; 
•         I agree to notify VAC of any changes that may affect my/the client's eligibility for benefits and services as soon as these changes are in effect;  
•         I declare that I have read and understand the Privacy Notice statement noted above; and 
•         I declare the information I provide on this form to be true and complete, and knowing that it is of the same force and effect as if made under oath.
I certify that the information provided is complete and accurate.  A photocopy or electronic version of this signed authorization is as valid as the original.
If you are completing this form on behalf of the client, please complete the following:
Telephone (Country Code, Area Code, No.)
(
)
Telephone (Country Code, No.)
Notice for client/legal representative:
If this form is being signed by someone other than the client, and if you have not already done so, please enclose a photocopy of any document(s) that may identify you as legal representative 
(e.g., Power of Attorney).  Originals will not be returned.
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