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Alberta Health is collecting and using the information in this form under the authority of sections 20 and 27 of the Health Information Act and section 33 (c) of the Freedom of Information and Protection of Privacy Act to process payments for health services provided to Alberta residents while outside Alberta. If you have any questions about the collection, use, or disclosure of this information, please contact an Alberta Health representative at 780-422-1954 in the Edmonton area, or toll-free within Alberta by dialing 310-0000, then 780-422-1954 at the prompt.
Please send your completed claim form along with proof of payment and clear copies of itemized statements of practitioner and hospital charges or an official statement or letterhead. We recommend you keep the originals for your own records.
PART 1: PATIENT INFORMATIONTo be completed by the patient, or by the patient's parent, guardian, or authorized representative
Has the patient left Alberta permanently?
Please give the reason for the absence:
Select the reason from the absence:
Date of Birth:
yyyy-mm-dd
If no, when will the patient return? 
PART 2: PHYSICIAN/PRACTITIONER INFORMATIONTo be completed by the physician providing treatment and billing Alberta Health
Where did the patient receive the services?
* If the patient received services in a hospital, please provide additional information for the hospital stay below:
PART 3: TREATMENT INFORMATIONTo be completed by the physician providing treatment and billing Alberta Health
Procedure/Treatment
Fee Coderequired
Fee
Date of Service
yyyy-mm-dd
Claim involves:
Pay:
PART 4: DECLARATION
I declare that the information I have provided on this form is correct to the best of my knowledge.
8.2.1.3158.1.475346.466429
Alberta Health Care Insurance Plan
Out-of-Province Claim Physician or Practitioner Services
2019-01
2005-02
Andrew Sj Mah
Health
Used to remiburse Albertans when health care is received out of province
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