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Sun Life Assurance Company of Canada, a member of the Sun Life Financial group of companies, is committed to keeping information concerning this application confidential.
1      Important – please read carefully
Sometimes it may be medically necessary for your physician to prescribe a drug that is not covered, not fully covered or that requires more frequent dispensing than is currently eligible under your plan. If this is your situation, you can request that Sun Life Assurance Company of Canada make an exception.
Exceptions will only be made for drugs which legally require a prescription.
If you have already purchased the medication for which you are requesting an exception, please attach all original receipts along with a regular extended health care claim form.
Please note that the completion of this form is not a guarantee of approval. It must be completed in full, otherwise it will be returned to you. Any expense for medical evidence to support this request is your responsibility.
2     Plan member information
Please have your physician complete the reverse side of this form.
To be completed by plan member
Preferred language of correspondence
3     Patient information
If the patient is the plan member, do not complete this section. The patient is the person for whom you are making the claim. 
Relationship to plan member
Full-time student
Please check any box that applies to the patient:
4     Coordination of benefits
To be completed by plan member
Complete this section if you and your spouse are covered under different benefit plans. Send your request to the primary plan first. If Sun Life is the secondary plan, please attach the primary plan’s response, as well as the claim statement, to this form. We need both to process this request. 
If the patient is a dependent, their primary plan is the same as the parent whose birthday is first in the calendar year. For example, if you have a June birthday, and your spouse has a July birthday, your plan is the primary plan.
Is the patient (plan member or dependent) covered under another benefit plan?
If yes, please provide details below of the person whose benefit plan covers the patient.
Type of coverage
Is this drug covered under the primary plan?
If your other benefit plan is with Sun Life, do you want us to process this form through both benefit plans?
Plan member’s signature
Signature of covered family member
X
Date (dd-mm-yyyy)
5
Authorization and signature
To be completed by plan member
The answers on this form are true. I allow Sun Life to collect, use and disclose my personal information for three reasons. These reasons are plan administration, underwriting coverage and assessing claims. Sun Life may share (meaning collect and disclose) information with healthcare providers, hospitals, clinics, pharmacies, government programs, patient assistance programs, and any other organization with relevant information about me. Sun Life may also share information with insurers or reinsurers, and agents and service providers of Sun Life and the above parties. Sun Life will share my information only when necessary. My consent applies while this plan is in effect. 
I agree that a photocopy or electronic version of this authorization is as valid as the original.
Plan member’s signature
Plan member’s signature
X
Date (dd-mm-yyyy)
Plan member’s signature
Patient’s signature (if over 18 years of age)
X
Date (dd-mm-yyyy)
6
Prescriber information
To be completed by prescribing physician
7
Provincial drug program
To be completed by prescribing physician
Has an application been made to the provincial program for this drug? 
Please provide any documentation indicating the province's decision
8
Drug information
To be completed by prescribing physician
Indicate where the drug will be administered
Please select reason for this request (choose one):
Sometimes it may be medically necessary to prescribe a drug that is not covered, not fully covered or that requires more frequent dispensing than is currently eligible under the patient’s plan. If this is the situation, the patient may request an exception from Sun Life by completing this form. Drug exceptions for prescription drugs are only considered if the drug is being used for a medical condition that is an approved indication according to Health Canada.
Complete the applicable section below. Please do not provide any genetic test results. 
Part A: Patient is unable to take the lower priced equivalent drug 
Medical reason for requesting drug exception
I hereby confirm that I am the prescribing doctor and that the information set out above is true and complete
Plan member’s signature
Physician’s signature
X
Date (yyyy-mm-dd)
Part B: Patient is unable to take alternative drug(s) available under a higher reimbursement level
For the requested drug to be eligible for coverage, trials with two alternative drugs covered by the patient’s plan may be required. List other drugs the patient has used, is using or cannot use for this medical condition:
Drug & dose
Dates of therapy, if applicable
List medical reason(s) for not using 
Describe nature and severity of reason. 
I hereby confirm that I am the prescribing doctor and that the information set out above is true and complete
Plan member’s signature
Physician’s signature
X
Date (yyyy-mm-dd)
Part C: Additional dispensing fee to be covered
Medical reason for requesting dispensing fee frequency exception:
I hereby confirm that I am the treating and prescribing doctor and that the information set out above is true and complete
Plan member’s signature
Physician’s signature
X
Date (yyyy-mm-dd)
Part D: Coverage for a drug not covered under claimant/patient’s plan
Initial request
Please provide the following information. Do not provide any genetic test results. 
Drug & dose
Dates of therapy
Reasons for discontinuation
I hereby confirm that I am the prescribing doctor and that the information set out above is true and complete
Plan member’s signature
Physician’s signature
X
Date (yyyy-mm-dd)
Renewal request
I hereby confirm that I am the prescribing doctor and that the information set out above is true and complete
Plan member’s signature
Physician’s signature
X
Date (yyyy-mm-dd)
9
Respecting your privacy
Respecting your privacy is a priority for the Sun Life group of companies. We keep in confidence personal information about you and the products and services you have with us to provide you with investment, retirement and insurance products and services to help you meet your lifetime financial objectives. To meet these objectives, we collect, use and disclose your personal information for purposes that include: underwriting; administration; claims adjudication; protecting against fraud, errors or misrepresentations; meeting legal, regulatory or contractual requirements; and we may tell you about other related products and services that we believe meet your changing needs. The only people who have access to your personal information are our employees, distribution partners such as advisors, and third-party service providers, along with our reinsurers. We will also provide access to anyone else you authorize. Sometimes, unless we are otherwise prohibited, these people may be in countries outside Canada, so your personal information may be subject to the laws of those countries. You can ask for the information in our files about you and, if necessary, ask us in writing to correct it. To find out more about our privacy practices, visit www.sunlife.ca/privacy.
Questions? Please visit www.sunlife.ca or call toll-free 1-800-361-6212 Monday - Friday, 8 a.m. - 8 p.m. ET
10
Send us your form
All pages of this form must be submitted together. Keep a copy for your records.
You can submit all pages of this form through the mobile app. Please use 'drug exception' as the reference number.
OR,
Mail or fax all completed pages of the form to the claims office nearest you.
Fax number: 1-855-342-9915 
Sun Life Assurance Companyof Canada
Attention: Claims Dept.PO Box 11658 Stn CVMontreal QC  H3C 6C1
Sun Life Assurance Companyof Canada
Attention: Claims Dept.PO Box 2010 Stn WaterlooWaterloo ON  N2J 0A6
10.0.2.20120224.1.869952.867557
Dany Rivard
8
Drug information (continued)
Prints the sections that were completed on the fillable form, as well as any uncompleted sections.
Prints a blank form with all sections open.
Removes all the information you've added.
www.sunlife.ca/privacy
www.sunlife.ca
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