
CLAIM FOR HEALTH CARE SPENDING ACCOUNT BENEFITS 

POLICY NO. I.D. / CERTIFICATE NUMBER 

EMPLOYEE NAME 

EMPLOYEE ADDRESS CITY POSTAL CODE 

EMPLOYER NAME 

LIST EXPENSES BELOW, GROUPED BY INSURED PERSON, IN DATE ORDER 

       

NAME (EMPLOYEE OR INSURED 
DEPENDENT) 

RELATIONSHIP 
TO EMPLOYEE 

BIRTH DATE 
(YR/MO/DAY) 

DATE OF 
PURCHASE 

CLAIM DESCRIPTION AMOUNT 
CHARGED 

ARE YOU AND/OR YOUR DEPENDENTS COVERED UNDER ANY OTHER INSURANCE OR SUPPLEMENTARY HEALTH PLAN? YES_______  NO  
IF YES, UNDER POLICY ______________ NAME OF INSURING AGENCY:  
NAME OF INSURED: ____________________________ ID/CERTIFICATE:_______________________ DATE OF BIRTH:  

_______________________________________________ _____________________________________ 
EMPLOYEE’S SIGNATURE DATE 

CLAIMS REF# 

4250 CANADA WAY, BURNABY BC V5G 4W6
 TEL: (604) 299-7482  FAX: (604) 299-8136 

TOLL-FREE 1-800-663-13 56   www.datownley.com 

JAN/15

Please include all aPPlicable receiPts. if you or your dePendents are covered under any  
other insurance or suPPlementary health Plan, you must aPPly for reimbursement from those  

Plans first. the health care sPending account is the last and final Payer of exPenses.  
in case of dual coverage, send statement of Payment from Primary and secondary insurers  

along with PhotocoPies of original receiPts.

Complete this form, attach all applicable  
receipts and forward to:
D.A. Townley
4250 Canada Way
Burnaby, BC  V5G 4W6
or submit by Fax: (604) 299-8136
or Email: health@datownley.com

I understand that d.a. townley collects personal InformatIon to assess elIgIbIlIty for benefIts; to determIne and adjudIcate benefIts, to  
determIne the cost and fInancIally manage these benefIts, as well as to meet regulatory or contractual requIrements relatIng to such  
benefIts and related servIces provIded. I authorIze the release of the InformatIon provIded on or attached to thIs form to be used for claIms  
adjudIcatIon purposes and statIstIcal analysIs. to the best of my knowledge, the above health-related expenses I am claImIng meet wIth the rules 
and regulatIons for health care spendIng accounts as set forth by canada revenue agency.
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