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COVID-19  Test  -  Reimbursement  Form

(to be submitted  with  any  SHIF request  for  reimbursement  of  COVID-19  Test  expenses)

Please  specify  the  reasons  for  testing  by choosing  one  of  the  following  statements  as appropriate:

I (or  my SHIF dependent)  was asked  by a medical  professional  to undergo  a COVID-19  PCR

test  due  to symptoms  I had or following  notification  related  to contact  tracing.

I (or  my SHIF dependent)  was required  to undergo  a COVID-19  test  for  statutory  travel  (ie:

travel  paid by the  Office).

A negative  COVID-19  test  result  was necessary  for  me (or  my SHIF dependent)  to travel  for

personal  reasons.

I understand  that:

*  the  SHIF may  seek  any  necessary  clarification  directly  with  my healthcare  provider(s)  or

another  insurance  company;

*  if  the  statements  or information  I submitted  is found  to be incomplete,  incorrect,  falsified  or

in any  way  misrepresented,  this  may  result  in rejection  of  the  claim,  recovery  of  any

payment  made  by the SHIF and/or administrative, disciplinary or other action against me.

Signed  and dated


