
Submit this form, along with a completed claim form or Explanation of Benefits, to:

Chambers of Commerce Group Insurance Plan, 1051 King Edward Street, Winnipeg, Manitoba R3H 0R4   
Telephone 1-800-665-3365 • Fax 1-800-457-8410

EMPLOYEE INFORMATION

This form is to be used to claim eligible expenses up to the maximum allowed under the Health Spending Account (HSA) portion of your plan. The form must be 
completed in full or it will be returned without reimbursement.

If you would like to coordinate claims between your group insurance plan and your Health Spending Account, please attach this request to a completed Extended Health or 
Dental claim form with the original receipts.

or

If you have already submitted a claim and you would like the unpaid portion to be reimbursed, please remit this form along with the original Explanation of Benefits (EOB).
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