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Veterans Independence Program Client Reimbursement Claim Form
Protected B when completed.
Mailing address (No., Street, Apartment No., PO Box, RR No.)
If the information regarding your name or address is incorrect, please contact Veterans Affairs Canada (VAC) at 1-866-522-2122 (TTY 1-833-921-0071).  Please see reverse for additional information.
VIP Services                                          Code           VIP Services                                      Code
Date of service
(yyyy-mm-dd)
Benefit code
(see back of form)
Cost of service $
Name or signature of provider
(or attach signed receipts)
**Pay jointly
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 Health Care Regulations.  We will use the information to determine eligibility for, and facilitate the reimbursement of, Veterans Independence Program expenses.  Providing your information is voluntary.  However, if you provide incomplete information 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 Banks, Veterans Independence Program - Home Care Benefits and Services (VAC PPU 616), Veterans Independence Program - Other Services (VAC PPU 617) and Non-departmental Institutions - Veterans Independence Program (VIP) (VAC PPU 618), 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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Ce formulaire est disponible en français.
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Please submit your completed claim to: 
 
National Reimbursement Centre, Medavie Blue Cross, PO Box 6700, Moncton, NB  E1C 0T8
Protected B when completed.
** To be completed if joint payment requested:
Information to be included in your claim form:
 
•         The provider's name or signature is required unless you are attaching a receipt with the provider's name or signature on it.
 
•         If you have indicated "Pay Jointly" the provider's complete mailing address is required.
 
•         Client's signature is required.
 
•   Please ensure the cost of service is included for each benefit code.
Important Information
 
•         This claim form is only to be used for reimbursement of Veterans Independence Program benefit(s) and service(s).
 
•         Keep a copy of your completed claim and receipts for your own records.
 
•         A claim must be submitted within 18 months of the date the benefit or service was received and the claim must be signed and dated to be processed.
Benefit Code
 
Ambulatory Health Care                           345500
 
Health & Support Services                           345501
 
Access to Nutrition                                    345502
 
Personal Care                                    345503
 
Transportation                                    345506
 
Home Adaptations                                    345507
 
Intermediate Care                                    345512
Note: For more details on VIP benefits and services, refer to your information booklet entitled
"Veterans Affairs Canada.  A Guide to Access VAC Health Benefits and the Veterans
Independence Program".
 
Please use a registered provider in your area.
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