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+ WHEN COMPLETED SEND TO MEDICAL SERVICES OF HEALTH CANADA FOR AUTHORIZATION AND FORWARDING TO THE MEDICAL SERVICES PLAN OF BC.
+ RESIDENTS OF BC ARE REQUIRED TO ENROLL THEMSELVES, AND THEIR DEPENDENTS WHO RESIDE IN BC, WITH THE MEDICAL SERVICES PLAN.

ACCOUNT HOLDER'S LEGAL NAME — THIS SECTION MUST BE COMPLETED

FIRST / SECOND / SURNAME GF.IOUP ACCOUNT NUMBER
_ ’ 2100030 '
BAND NUMBER FAMILY NUMBER - PERSONAL HEALTH NUMBER
A. ADDITION OF DEPENDENTS — USE LEGAL NAMES ONLY SEE NEXT PAGE FOR DEFINITION OF RESIDENT AND DEPENDENT(S)
BIATHDATE GENDER -
FIRST NAME SECOND NAME - SURNAME - N ey gl PERSONAL HEALTH NUMBER BAND FAMILY ¥
9
9
9
1. Relationship to you Date of marriage Previous surname
i (if applicable) (if applicable)

2. If dependent chlld is 19 years of age or older, but under 25, indicate name and address of school or umversny dependent is attending on a full-time basis
Enroliment date
SEE NEXT PAGE ABOUT OUT-OF-PROVINCE STUDENTS
PROOF REQUIRED FOR OUT- OF-COUNTRY STUDENTS
ENCLOSE PROOF OF ADOPTION

If school is outside BC, provide original date of departure
Will dependent reside in BC upon completion of studies ? O yes 0 no

3. If dependent child is adopted, indicate date of adoption

4. Has spouse/child lived in BC since bith? (J yes (3 no  |f no, complete the following:

Spouse/child's previous place of residence MostrecentmovetoBC - Isthisa permanent move? o yes 0 no

5. Spouse/child's status in Canada
PHOTOCOQPIES OF DOCUMENTS ARE REQUIRED FOR ALL DEPENDENTS BEING ADDED, INCLUDING NEWBORNS SEE NEXT PAGE.

(J CANADIAN cmzeu (Canadian Birth Certificate/Card or Canadian Citizenship Ca_rd front and back)

{J HOLDER OF PERMANENT RESIDENT STATUS (Record of Landing/Returning Resident Permit) (J OTHER (Employment/Sludent Authorization, Minister's Permil, éic.)

6. Do you or any family member plan to be away from BC for more than 30 days during the next six months? O yes (O no } IF YES, SEE NEXT PAGE

6a.Have you or any family member been outside BC for more than 30 days during the past 12 months? (O yes (J no REGARDING ABSENCES .

7. Is dependent an active member of the Canadian Armed Forces or RCMP ? (J yes ([ no
If dependent has recently been released from the Armed Forces, RCMP, or an institution, please provide date of discharge/release

-B:; DECLARATION MUST BE SIGNED MSP MUST HAVE YOUR CURRENT ADDRESS — SEE NEXT PAGE

« | have received information about MSP and agree to abide by the terms and conditions of MSP.
+ | understand the information | have given is collected under the authority of the Medicare Protection Act and may be used to assess eligibility for other

Ministry of Health programs.
« | understand that practitioners who provide service(s) under MSP are required under the Medlcare Protection Act to release information relatlve to

" those services to MSP to support claims for benefits.
« | declare that all information provided on this application is true and I authorize the Ministry to verify this information with immigration authorities, law

enforcement authorities and other public authorities, agencies and persons as appropriate.
« | declare that all persons listed are residents of British Columbia.

SIGNATURE OF DATE MM oo} YYYY
ACCOUNT HOLDER : . . | siaNED I |
SIGNATURE OF - DATE MM 0o Wﬂ
SPOUSE ’ I,SIGNED . 1 I

C. AUTHORIZATION — MUST BE SIGNED BY HEALTH CANADA

HEALTH CANADA AUTHORIZATION THE ABOVE INFORMATION IS SUPPORTED BY:

TELEPHONE NUMBER

()

NAME OF COMMUNITY HEALTH REPRESENTATIVE

ADDRESS

MEDICAL SERVICES BRANCH REPRESENTATIVE
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CONTINUED ON NEXT PAGE lllIB







