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Instructions
Fields marked with an asterisk (*) are mandatory.
1. Reason For Submission
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2. General Information
3. Client Information
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3. Client Information
4. Prescription Service Information
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4. Prescription Service Information
Please insert the Pharmacist I.D. and select the applicable code(s) (maximum of 5 Intervention/Exception Codes).
5. Comments
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5. Comments
6. Signature
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6. Signature
The information contained in this form, including those on paper and electronic media, is being collected under the Personal Health Information Protection Act, 2004 and the Ontario Drug Benefit Act for the purpose of administering Ontario public drug programs. For information contact: Director, Drug Programs Policy and Strategy Branch, 3rd Floor, 5700 Yonge Street, Toronto ON  M2M 4K5 or call 416-327-8109.
I certify that the information provided in this claim is true, accurate and complete.
Submit this Claim to:                   Ministry of Health 
                                    Claims Services Branch 
Fax:                                    1-613-237-3246
Telephone inquiry number:          1-800-668-6641
Note: Pharmacists are required to retain a copy of the Drug Benefit Claim Submission Form on file for a period of two years from the day of claim submission.
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