
Form 6060 C (08/95)

SEABOARD LIFE
INSURANCE COMPANY
2050, 777 - 8th Avenue SW
Calgary AB T2P3R5 Please print in ink

NOTE: PLEASE HAVE REVERSE OF FORM COMPLETED BY DENTISTAND/OR DOCTOR

Camper’s Claim Form

Important - This form should be completed and mailed immediately to your agent or Seaboard Life Insurance Company together with fully itemized 
bills (or as soon as possible thereafter).

Note 1 - If the claim is for dental injury, have Section ‘B’on the back of the form completed by the Dentist.
Note 2 - If additional treatment is required other than while at camp, have Section ‘A’ on the back of the form completed by the Doctor.

Name of Camp Policy Number

Address of Camp

Name of Camper Date of Birth

Street City Province Postal Code

Address of Camper
Street City Province Postal Code

Name of Parent or Guardian

Date of Accident Nature of Injury

Circumstances under which accident occurred

Date of Onset Diagnosis

Name and Address of Doctor(s) seen:

Dates

If Treated in a Hospital, Give Name and Address

Dates of Treatment 

Are benefits for accidents or sickness provided under any other group insurance or plan?         Policy Number Yes    No

Certificate or Identity Number Name of Insuring Company

Signed:____________________________________________________ Date Signed

Camp Director

Claims Procedure

Camp/Camper Information

Accident

Sickness

Treatment Received



Physician Information (Print) Patient Information (Print)

1. Diagnosis including complications (If fracture, specify bones and type of fracture.

2. To the best of my knowledge

3. Date of first visit for present period of disability Date of latest attendance

4. If referred to you give name of referring physician

Dentist Information Patient Information

Section A - Attending Physician’s Statement

Section B - Attending Dentist’s Statement

(D D / M M M / Y Y )

For plan administrator use only

Name

Address

City Province Postal Code

Telephone

This is an accurate statement of services 
performed and fees charged. 

Dentist’s Signature

TOTAL
SUBMITTED
FEE

Date of service

Day   Month  Ye a r

Int.
Tooth
Code

Procedure
Code

Tooth

Surfaces
Laboratory

Charge
Dentist’s

Fee
Total

Charge

Name

Address

City Province Postal Code

Telephone

(a) Symptoms
first appeared 

(b) Patient has had same or similar condition
Yes No 

(c) If “Yes”, state when and describe

Physician’s Signature

Name

Address

City Province Postal Code

Telephone

Name

Address

City Province Postal Code

Telephone

Date    Day Month     Year

(D D / M M M / Y Y )

(D D / M M M / Y Y )

(D D / M M M / Y Y )

Signature of patient (or parent/guardian) Signature of subscriber

For dentist’s use only For additional information re: diagnosis 
procedures, or complications, and special considerations

I hereby assign benefits payable from ths claim to the above named
dentist and authorize payment d rectly to the dentist 

I understand that the fees listed n this claim may not be 
covered by or may exceed my  policy benefits I understand that 
I am financially responsible to my dentist  for the entire cost of 
the treatment I authorize release of the information contained
in this claim form to my insuring company or its agents.


