
 APPLICATION FOR REVIEW

HEALTH INSURANCE PLAN 
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Reasons justifying application (attach supporting documents, where applicable)
JUSTIFICATION FOR APPLICATION

NUMBERSLETTERS

HEALTH INSURANCE NUMBER (IF AVAILABLE) LAST NAME AT BIRTH

USUAL FIRST NAME

ADDRESS
NUMBER STREET

LOCALITY

APT. 

PROVINCE

IDENTITY

FILE NUMBER

M                     F
 YEAR                 MONTH      DAY

DATE OF BIRTH SEX

POSTAL CODE 

3227   365     03/11

DECLARATION AND AUTHORIZATION

I authorize the Régie de l’assurance maladie du Québec to contact any person or organization that issued any of the documents provided, but only to obtain information necessary for determining 
my eligibility for the Health Insurance Plan or the eligibility of the person for whom I am responsible or whom I represent.

TELEPHONE NUMBER: WORK

TELEPHONE NUMBER: HOME
AREA CODE

AREA CODE

DATE
            YEAR               MONTH         DAY

X

SIGNATURE

OTHER:FATHERMOTHER

FIRST AND LAST NAME IN BLOCKS LETTERS

If you are applying for 
someone else, indicate in 
what capacity:

I declare that the above information is accurate. DATE
            YEAR               MONTH         DAY

X
SIGNATURE

Specify and attach a power-of-attorney document.



 
                                                                              INSTRUCTIONS

1. Your application must reach us within six months of the date of the decision you are contesting (this date 
appears on the letter informing you of the decision).

2. Please provide all information in support of your application. If space is insufficient, use another sheet.

3. Please attach all documents that may enable us to make a new evaluation of your file.

4. Be sure to sign the form before sending it to us.

If a third party is responsible for your application, please attach a power-of-attorney document indicating 
the name of the person you have designated to look after your file with the Régie and specifying that you 
authorize
◊ that person to provide documents and information to the Régie on your behalf;
◊ the Régie to return such documents and information to that person.

5. You can take your application for review and any attached documents to our Montréal or Québec office. An 
employee at the reception area will make copies of your originals and give them back to you.

• Québec office: 1125, chemin Saint-Louis, ground floor
• Montréal office: 425, boul. De Maisonneuve Ouest, 3rd floor

Or, you can send your application and the attached documents to:

Régie de l’assurance maladie du Québec
PO Box 6600 – DARPA
Québec (Québec)  G1K 7T3

To contact us:

Québec (418) 646-4636
Montréal (514) 864-3411
Elsewhere in Québec, toll-free 1 800 561-9749


