
THE CLAIM FORM

please print

Give this form to your plan administrator or mail to :

AVP Health & Welfare Trust	
222, 855 - 42 Avenue SE
Calgary AB T2G 1Y8

Call : 403.214.3213 or 888.214.3211      
Toll free Fax : 866.213.5514     
E- mail : info@bizflex.ca 
www.bizflex.ca

Questions ?

total claims			 

admin fee 10 % (of claims)	 +

gst 5 % (of admin fee)	 +

total expense	 =

company name	

employee name	

i.d. # or sin #

employee address	

city / province / postal code

direct deposit (current direct deposit information must be on file with the trust or attach a completed direct deposit form)

please send my cheque to the company address

please send my cheque to the above address

ONLY OFFICIAL RECEIPTS MUST ACCOMPANY THIS FORM. RECEIPTS MUST CLEARLY INDICATE  
THE DATE OF SERVICE THE AMOUNT OF PURCHASE AND THE PATIENT NAME.

employee name / dependant name

date of service type of service

amount paidmonth day year i.e. medical / dental

6

FYI :
CLAIMS =	 EMPLOYEE’S OUT-OF-POCKET COSTS
EXPENSE =	 EMPLOYER’S AMOUNT PAYABLE (TO TRUST)


