Work BT TR RESEY WORKSAFEBC HEALTH CARE CLAIM

PO Box 94460 Stn Main

WORKING To MAKE A DIFFERENCE  Richmond BC V6Y 2V6 Payment SerViceS
This form is to be used to request reimbursement for health care expenditures. Only expenses related to the compensable injury ] |
will be paid and only at the applicable WorkSafeBC rate. Note: User fees are not reimbursable. For help completing this form, or for
Not all medical expenses are covered. If in doubt please check with your WorkSafeBC representative before incurring an more information, please call us at
expenditure. Enclose all original receipts. Keep a copy of the receipts for your records. WorkSafeBC does not return receipts. 604 276-3085 or 1 888 422-2228.
THIS SECTION MUST BE COMPLETED IN FULL
Claimant’s last name Claimant’s first name Care card number WorkSafeBC claim number
Claimant’s address Postal code Has your address changed? Daytime phone number
Yes O No OJ ( )
Company or employer name Nature of injury orillness
. Drug Indication for use Name of physician
(r::‘l;ad?g;\t(ka):(:)?::\e ?f Da::dc/)rfnzl;rch?se identification Rx number (example: pain Killer, antibiotic, Amount paid prescribing medication
pply yyyy number (DIN) antidepressant etc.) or supply
EXAMPLE: 100 Ibuprofen 400 mg 29/04/2006 506052 123456 Anti-inflammatory $10.00 Dr. Wilson
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
This section should be completed by pharmacy if billing WorkSafeBC direct. DO NOT WRITE IN THIS SPACE
Pharmacy name Pharmacy vendor number Reimburse WORKSAFEBC USE ONLY
Claimant O Pharmacy OJ
Pharmacy address
| certify that l incurred these expenses and that they relate to my compensable injury. All information is correct.
Signature Date (dd/mm/yyyy)
PLEASE ENCLOSE ALL ORIGINAL RECEIPTS WITH THIS FORM. |H Im | ‘”"" | I‘l
WORKERS’ COMPENSATION BoARD OF B.C.



TIPS
Fillable PDF
- Click in a field and tab to other fields OR click in the individual fields to enter text
- Always tab or return after filling in a field
- Checkboxes toggle off and on by clicking in the box
- Unless you have the full version of Adobe Acrobat, you won't be able to save the filled-in document
- With the free Acrobat Reader software, you will only be able to fill in the form and PRINT it, but will not be able to SAVE
- Once printed, please check that the form is filled out correctly and, finally, that the form has been signed in the appropriate boxes
Thank you.
- The "RESET" button will clear all data entered
- Printing tip: When printing, do not use page scaling, i.e. de-select shrinking or fit to paper so that the document is not reduced in size
- To close this box, click in the appropriate corner

PLEASE NOTE
Please double-click
the yellow note for
helpful information.
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