7.4 Membership Card

AXA Assistance Program

FINANCIAL
PROTECTION

In the event of an emergency, immediately call:

I 8 6 6 7 B 3-9 4 7 3 (Toll free from U.S.A. and Canada)
514 285-8195 (i iciecvia oporaton Comoo

Do not forget to dial the country code, then "1-514", before the telephone number.



POLICYHOLDER’'S CERTIFICATE
Policy No. 9229118
Pacific Coast Amateur Hockey Association

Please complete the attached certificate and return to us.

Eligible Person:

Date of Birth:

Canadian Address:

Claim is For: Player, Team Official, Volunteer, Parent or Sibling:

Trip dates:

Trip location:

Was insured travelling directly to and from and participating in sanctioned activities/games
in the United States of America?

Signed By:

Print Name:

Official Position:

Date:

Telephcne:




Emefgency Medical Claim Report:
ui-@fnpmvsnce ] Gu@af@auw&w

F!eass answarali quesiians fu!ly -3t ha!ps US t& pmvida batmrf ewh‘.a

msuraacecamérs seitlement ordemal andampyora Oh

itis important that 8 questions un thxs claien regzoﬁ bg. answafed - af By secfmn is notapplicame ingicate. by ma,

Mote: This forimy can be complétad irrink {please print), however, ke foms must ta szgned and c!ated and :hen he ORK‘;‘JNAL wigned form in s
sttrelz along w:zn OR%G}NAL medrca; recerpts must be refurmed mAX -Assurancosing. atany of the fillbutig addresses-

_Pd BOX 160, Toroirto Ontaric; MEX 167

1. fnsured Person's Full Name f/(‘/ﬁ HF‘ oo 3 DateofBitH D M ¥

3. Poligy Number O]r? Rﬁﬁ“ %: 4. Employes Number e
5. Claimants Mame e 8. Ralationship-te tnsisred I —
7. Caimanf's Signature- e 8 DateofBith O ™ v

9 Tobe comp!s!ad by insured Empioyee whe is claiming for-hisfer daperdant GHildrén. (Plésze complely ore:clgin fokm per clidy
Is your:dependent child married? {J Yes I No  Doeshefshepermansally residawithyou? TIYes [J Ng
Is hie/ste in attendance at University or College? [, Yes: [1.Na  1f’Yes . give name:and address of school

10. EmployefsName . 41 Telephone No. L S

2. Employer's Addrass

1. ‘Was this expense incurred while fraveliing on business? [ Yes ©J No
2. Departuredaié"from province QMWV 3. Refumdatetoprovinee B M ¥

5. When did injury ocour or symptoms of sickness first appsar? D*M_*W}’

6. Where did injury sccar or symptonts of sickness wete:first nisled (cityicauntiy)?

Sl nn e s U i A A e e e £ $a ak

7. {2y Have you had sama-or gimilar condifion befiré?. £ Yes I3 o iF"Yes", proyide detalls

Ot &6F Pmﬂnce:ﬁounw Emcrg HAedical Claim (‘0&-2009]



Emergency Medical Claim Report: Out-cf-Province | Oubiof-Coutitry

feontinuad)

{b) Please provide namss of physicians consuited for yqué,brevious.ponﬁiﬁqn:

Name. _. e Address

Diagnosis- ___ , _ - e . Conaylted: FromTo

Name. . -Address

Diagnosis . — s , w  Congulted: Fromime . R

8, -Were you hospilafized for your gresent-condition? {¥es  LINo ¥f“Yes' please provide the following:
dame and address of Hospital:

Diates of hospital confinemeant

From B M Y o

9. Name:and address of yeir Family doctor in Canada

Nare Telephone (.3 .

5

:Addrass

1, is-the'.cléimant,in'sureq'ﬂnqs_éra_pmviﬁci'a: heai}h'péaﬁ'? T Yes: B o « #*No" please grovide an gxplapation

14, Does'the claimant have any other haalth ingurance? {1 Yes 1 N_o - ¥'Yes", plesse give name and address of-company

Type of Coverage

Palicy Number

{iFspace is insufiient, pleass cortinue on 4 separite sheet of papery

‘Has:Accsunt  pateor | Do'Not Weite § ‘DoNotWeile |  PaisBy ; ‘Pald by Gther | Do Nof Write
Been Paid? | pamsor Sandce L BThis i iwThis 1 Provinglal | nsurance in This-
Yoz WNe Provider (Dfly) i TolalB- ! Space i Spacs | Haal Plait i Camer | -Spaca

:

Dooon

opoooom

naoon

noo

+ eertify 1o the best of my knowlsdge thatthe statements made above.ave tus, cofrect and complets.
nsured's Signatare e Date B M Y

Telephiona:No. { N
{

Permanent Address:

Malting Adcress laphone No

Gt of ProviealC vty Smirg Tedioet Gl T e





