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Treatment Benefits/Services Programs of Choice 1 - 14 Veteran Reimbursement Claim Form 
Protected B when completed.
Mailing address (No., Street, Apartment No., PO Box, RR No.)
Please see reverse for additional information.
Date of service
(yyyy-mm-dd)
Description of benefits/services -  
(e.g., Eyeglasses, diabetic supplies, physiotherapy, etc.)
Quantity
Amount claimed $
**Pay provider
**Check box if you want Veterans Affairs Canada (VAC) to pay the providers directly for the     benefits/services.
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/or the Veterans Health Care Regulations.  We will use the information for the reimbursement of treatment benefits or services.  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, QC, K1A 1H3.  More details on the collection, use and disclosure of your personal information are described in VAC’s Personal Information Banks, Health Care Benefits and Services (VAC PPU 295) and Rehabilitation Services and Vocational Assistance (VAC PPU 300) found on VAC’s website.
I certify that I have received the above benefit(s)/service(s).  I certify that, to the best of my knowledge, the information on this form is true and complete and does not contain a claim for any expense previously paid for by this or any other plan. 
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Important Information 
 
•         This claim form is only to be used for reimbursement of treatment benefits and/or services under Programs of Choice 1 to 14. 
 
•         Keep a copy of your completed claim form including a copy of the receipts for your own records.
 
•         A claim must be submitted within 18 months of the date the benefit or service was received or          within 12 months for Rehabilitation benefits/services.
 
•         If the information regarding your name or address is incorrect, please contact VAC at 1-866-522-2122 (TTY 1-833-921-0071).
If you are requesting reimbursement for:
Use the:
Health Related Travel Benefits
Health Related Travel Claim -  Veteran (VAC 752A) reimbursement form
Veterans Independence Program Services
Veterans Independence Program  Client Reimbursement Form (VAC 930)
Information to be included with your claim form if:
Please remember to include:
You are requesting reimbursement for benefits/services that you have already paid and for which you have not submitted a provincial or private insurance claim.
The original receipt(s) indicating payment in full.  Receipts must indicate the name and address of the supplier or provider and a description of the benefits/services received.
You had previously submitted a provincial or private insurance claim for these benefits/services and are requesting reimbursement for the portion not covered by your plan(s).
Copies of all receipts, invoices and prescriptions, along with the original explanation or statement of benefits from the insurer.
You have not paid for the benefits/services and have indicated on the front you want us to pay your provider.
An invoice with the name of the supplier or provider and a description of the benefits/services.
You have a prescription for the benefits/services you received.
A copy of the prescription dated within 12 months of the date of the service.	
You are submitting a dental claim.
The original standard dental claim form.
Please submit your completed claim to: 
National Reimbursement Centre                                                         Medavie Blue Cross
PO Box 6700
Moncton NB  E1C 0T8
Did you know that using your VAC Health Identification Card means you can obtain approved benefits and/or services without having to pay out of pocket?
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