
Consent and Authorization for Electronic Claims 
Submission and Assignment of Benefits Form 

Important Note: 
• Plan Members must complete this form, even if your patient or customer is the Plan Member's dependent.
• We refer to the Provider as "you" or "Provider".
• You keep the completed form on file for verification purposes for the later of (i) 6 years following the last service date or (ii) such

longer period as required by applicable law or the regulations and professional standards of your regulatory body, college or association.

Plan means a group benefits plan or an individual policy of insurance. 

Plan Member means for group plans, the eligible member (e.g. for an employer group plan, this is the employee) responsible for the 

group benefits coverage. For individual insurance policies, the Plan Member is the policyholder. Plan Members' dependents are eligible 
for coverage. Dependents are the Plan Member's spouse or children. 

Plan Sponsor is the policyholder of an insured or self-insured group benefits plan. For example, for Plans covering employees, the Plan 
Sponsor is the Plan Member's employer. 

Provider refers to licensed or qualified paramedical practitioner, ophthalmologist or optometrist providing medical services or goods. A 
Provider may be: 
• an organization, such as a facility or clinic, submitting claims on behalf of one or more healthcare practitioners; or
• an individual responsible for their own billing.

In the Sun Life Electronic Claims Submission Agreement, we refer to the above as a Healthcare Practice and Independent Healthcare
Provider respectively.

D Plan Member information

First name Last name 

Address (street number and name) 

City 

I
Province 

Phone number Email address 

Contract number Member ID 

El Patient or Customer information (Complete this if the patient or customer is not the Plan Member)

First name 

Address (street number and name) 

City 

El Provider/facility information

Name 

Primal Human Performance Inc 

Address (street number and name) 

31 Jevlan Drive 

City 

Woodbridge 

Phone number 

905-850- 7779 
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I
Last name 

I
Province 

I
Province 

Ontario 

I
Email address 

info@primalhumanperformance.com I 
License Number 

13411 

Apartment or suite 

Postal code 

Apartment or suite 

Postal code 

Apartment or suite 

Postal code 
L4L8C2 



a Consent and Authorization for Electronic Claims Submissions

I authorize Provider to: 
• electronically submit claims (eClaims) for healthcare goods, supplies or services for me or my dependent(s) to Sun Life

Assurance Company of Canada (Sun Life) on my behalf and on behalf of my dependents
o for the purposes set out below (see The Purposes) and

o to the relevant parties also set out below (see Relevant Parties).
• disclose information about the e-claim (including personal health information in the Provider's files) to Sun Life.
For any eClaims made on behalf of my dependents and for the purposes set out in this form, I confirm that my dependents
authorized me to consent to the disclosure of their personal information to Sun Life.

The Purposes 

I consent and agree that Sun Life and its reinsurers may collect, use and disclose the eClaims information to: 
• adjudicate, review and audit eClaims;
• investigate any suspect claims involving potential fraud or plan abuse ("suspect claims"); and
• underwrite and administer the Plan
For suspect claims, I consent and agree that Sun Life and its reinsurers may also investigate claims to assess, detect and
prevent potential fraud or plan abuse.

Relevant parties 

I also consent and agree that Sun Life and its reinsurers may collect, use and disclose the eClaims information with 
relevant parties. These parties include persons or organizations having relevant information and a need to know about the 
eClaim including: 

• the Provider or other health practitioners;
• clinics, facilities, hospitals or other institutions; and
• other insurers.

For suspect claims, I further consent and agree that Sun Life and its reinsurers may collect, use and disclose eClaims 
information with relevant parties that include: 

• investigative agencies and the police
• regulatory bodies or associations
• government organizations
• medical suppliers
• other insurers
• my Plan Sponsor.

Overpayments

If there is an overpayment, I authorize:

• the recovery of the full amount of the overpayment from any amount payable to me under the Plan; and
• Sun Life to collect, use and disclose information about the eClaims with collection agencies.

General Information 

I also understand that information pertaining to eClaims may be reviewed if the Plan is audited. 

Any reference to Sun Life, reinsurers or the Plan Sponsor includes their agents and service providers. 

A photocopy or electronic version of this authorization is as valid as the original, and remains in effect for the continued 
administration of the Plan. 
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I 
Date (dd-mm-yyyy) 
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