REGIE DE 'ASSURANCE MALADIE DU QUEBEC
FOR FURTHER INFORMATION g

Go to our website at

www.ramgq.gouv.qc.ca

You may also obtain information by calling.

In Québec

P External Breastforms

In Montréal

Program

Elsewhere in Québec
1800 561-9749
By TDD

(telecommunication device for the deaf)
418 682-3939 (in Québec)
1800 361-3939 (elsewhere in Québec)

By mail

Régie de l'assurance maladie du Québec
Case postale 6600

Québec (Québec) G1K 7T3
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Opening hours

Monday, Tuesday, Thursday

and Friday:  8:30 a.m. to 4:30 p.m.
Wednesday: 10:00 a.m. to 4:30 p.m.

Outside our opening hours, our office phone
numbers connect you to an automated information

system. J
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Ce document est aussi disponible en frangais.

For more detailed information, visit our website.
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The External Breastforms Program is intended

for women insured under the Québec Health
Insurance Plan who have undergone a total or radical
mastectomy. It is also intended for women age 14 and
over who have received a medical diagnosis of aplasia
(total absence of breast formation).

The program provides for the payment, every two
years, and for each breast, of a lump sum of $200
to cover, in part or in full, the costs related to the
purchase of an external breastform.

How to register
for the program

Fill out the enclosed registration form.

In the case of a mastectomy, provide the original of the
medical certificate, dated and signed by a physician.
The certificate must show the physician’s professional
number, your name, as well as the date and nature of the
operation (total or radical mastectomy). The Régie may
also require other documents, such as operative reports.

In the case of aplasia, provide the original of the
medical report attesting to a total absence of breast
formation, dated and signed by a physician. A recent
ultrasound report is also required.

When you register for the program, the original of
the invoice must contain the following information:
« the name, address and telephone number of the
commercial establishment where the breastform
was purchased;
- the date of purchase;
« the description and price of the breastform;
« your name.

The information in this pamphlet does not have force of
law and does not apply to all specific cases.

Send the form and relevant documents to the

following address:

REGIE DE ASSURANCE MALADIE DU QUEBEC
EXTERNAL BREASTFORMS PROGRAM (Q037)
CASE POSTALE 6600

QUEBEC (QUEBEC) G1K 7T3

We recommend that you keep a copy of the documents you
send to the Régie.

REMEMBER...

Once you have registered for the program, you havi
nothing more to do. The Régie will send you a cheg
every two years at the address it has for you. This'i
why it is important that you inform the Regie of a

change of address.

In addition, if you stop wearing a breastform orif
you undergo breast reconstruction surgery, you
must inform us of such in person, in writing or by
telephone.

Supplemental insurance

If you have private insurance, check with your insurer

as to whether your insurance covers the difference
between the cost of the external breastform and the
amount paid by the Régie.

Claim slip
(carnet de réclamation)

If the price of the external breastform exceeds $200,
holders of a claim slip (issued by the Ministére de
I'Emploi et de la Solidarité sociale) at the time the
Régie issues the lump sum payment are entitled

to a supplement of up to $100. To apply for the
supplement, those persons need to send the Régie

the original invoice of the purchase of the breastform,

every two years.

DETACH HERE

PLEASE LEAVE THIS SPACE BLANK

(IF DIFFERENT FROM THE ONE ALREADY REGISTERED)

LAST NAME AT BIRTH

DATE OF BIRTH

DAY

MONTH

YEAR
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FIRST NAME

HEALTH INSURANCE NUMBER
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I underwent a total or radical mastectomy.

DAY

MONTH

YEAR

| | Right side

DAY

MONTH

YEAR

[ | Left side

Date of operation

Date of operation

PLEASE ATTACH THE ORIGINAL MEDICAL CERTIFICATE.

| have a total absence of breast formation (aplasia).

DAY

MONTH

YEAR

| | Right side

DAY

MONTH

YEAR

[ ] Left side

Date of medical report

Date of medical report

PLEASE ATTACH THE ORIGINAL MEDICAL REPORT, ALONG WITH A RECENT ULTRASONOGRAPHY REPORT.
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The cost is partially or fully covered by an insurance company or organization.

CINo | Yes }

D I, myself, have been paying

of account issued by the insurance company or payer organization indicating

If you answered yes, please attach the statement of payment or statement
the amount that you have been reimbursed.

YEAR

since

The cost of the external breastform(s)

| require.

NAME OF THE INSURANCE COMPANY OR PAYER ORGANIZATION

PLEASE ATTACH THE ORIGINAL PURCHASE INVOICE FOR THE EXTERNAL BREASTFORM(S).
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The Ministére de I'Emploi et de la Solidarité sociale covers in full or in part the payment of my external breastform(s).

D N DY } If you answered yes, please attach a letter from your local employment centre indicating the amount(s) paid.
o es

AGENT'S TELEPHONE NUMBER

AREA CODE

EXT.

NAME OF YOUR SOCIOECONOMIC ASSISTANCE OFFICER

SEND YOUR ORIGINAL INVOICES TO THE REGIE TO RECEIVE THE SUPPLEMENT, IF APPLICABLE.
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| hereby declare that the information provided is accurate and complete.

WORK TELEPHONE

AREA CODE

HOME TELEPHONE

AREA CODE

DATE

EXT.

DAY

MONTH

YEAR

Signature

3198 264 10/11



