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 July 25, 2018 
 

Patient Name 
Address 
City, Province 
Postal 
 
Certificate #XXXXXXXXXX 
 
Dear Patient Name,  
 
ClaimSecure Inc. administers your pay-direct drug plan on behalf of your plan sponsor, 
[Company Name].  Effective [Effective Date of Formulary], your drug plan provides coverage for 
most commonly prescribed medications while excluding Specialty Drugs that can be funded by 
your provincial drug program, or manufacturer sponsored patient support program.    
  
Our records indicate that you are currently on, or have been prescribed the following Specialty 
Drug(s): 
 

Drug Name Drug Identification Number ( DIN) 
DRUG NAME/ STRENGTH DIN NUMBER 

   
Your plan will continue to cover the above mentioned Specialty Drug until [Grandfathering 
Date].  *where applicable* 
 
Our organization can assist you with finding alternative coverage of your drug through the 
provincial drug program or other alternative funding options. Although coverage is not 
guaranteed, by completing the enclosed “Coverage Navigation Service Enrolment Form” and 
returning it to ClaimSecure by fax or email, we will help you through the application process. For 
quick reference, the contact information, email address and fax number are printed at the top 
of the Coverage Navigation Service Enrolment Form.  Upon receipt, ClaimSecure will contact you 
the next business day. 
 
If you have any questions regarding the coverage navigation process, please call us at 
1-888-479-7587. 
 
Sincerely,  

 
ClaimSecure Coverage Navigation Team 
ClaimSecure Inc.            

 



 COVERAGE NAVIGATION SERVICE 
Enrolment Form 

 
 

Fax Requests to 905-949-3029 
OR Mail Requests to Clinical Services, ClaimSecure Inc., Suite 620, 1 City Centre Drive, Mississauga, Ontario, L5B 1M2 
OR Email coveragenavigation@claimsecure.com 
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PATIENT ASSISTANCE PROGRAM (to be completed by plan member if applicable) 
Are you registered with a patient assistance program for your prescribed medication?  YES or  No 
 
If yes, please provide: 
               a)Case/File #:______________________________ 
               b) Case worker contact information – Name:_____________________   Telephone Number:______________________ 
SPOUSAL PLAN (to be completed by plan member if applicable) 

Do you have drug benefits coordinated with your spouse’s drug plan?        YES or  No 

CONSENT 
 
I hereby authorize:  

1. The collection, use and disclosure of my personal information between ClaimSecure and any physician, 
healthcare provider, hospital, clinic, medically related facility, insurance company, government and third party: 
patient assistance program administration company for the sole purpose of seeking drug coverage.  

2. ClaimSecure to contact me and contact other parties on my behalf for the above-noted purpose. 
 
I assume responsibility for any third party cost required for the completion of forms for the above-noted purpose.  A 
photocopy of this authorization shall be as valid as the original. 
Signature 
X 

Date (YYYY/MM/DD) 

 

PATIENT INFORMATION 
Patient Name 
 

Group Number 
 

Certificate Number 
 

Relationship to Plan Member: 

Self     Spouse    Other 

Street Address 
 

City 

 
Province 
 

Postal Code Patient Date of Birth 
(YYYY/MM/DD) 
 

Telephone Number Preferred Time of Contact 

Home Work / Mobile  AM (8:30am to 12pm)        
 PM (12pm to 5pm) 

Email Address 

  

DRUG REQUESTED 
Product Name 
 

Strength 
 

Regimen 
 

Diagnosis 
 

 

PHYSICIAN INFORMATION 
Physician Name 
 

  

Telephone Number 
 

 Fax Number 
 







 

 

 
 
 
 
 
 
 
 
Date 
 
Alberta Health 
PO Box 1360 Stn Main 
Edmonton, AB 
T5J 2N3  
 
RE: Name (DOB: xxxxx xx, xxxx) – Drug Not Covered 
 
To Whom It May Concern: 
 
We wish to inform you that (Name), ClaimSecure ID xxxxxxxxxx (rel), has a prescription drug plan through their 
employer.  
 
However, please be advised that under this drug plan, effective DATE (Name) does not have prescription drug 
coverage for all high-cost and specialty medications, including the following: 
 

Drug Name DIN 
drug ####### 

 
Kindly take this into consideration when reviewing their (Alberta Blue Cross Non-Group Coverage & Special 
Authorization) applications.   
 
Should you require further assistance and/or clarification, please do not hesitate to contact us. 
 
Thank you, 
 
Coverage Navigation Team  
ClaimSecure Inc. 
Toll Free:  1(888) 479-7587  
Fax:  (905) 949-3029 
 
 







Questions? 
dave@mainstayinsurance.ca 

905-886-9203 
1-877-624-6789 

www.mainstayinsurance.ca


