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Quikcard Solutions must collect and retain certain personal information in order to provide our services to you. Protecting your privacy is

important to us. Accordingly we have established this Privacy Statement and a Confidentiality Agreement for our employees to ensure that your

personal information remains confidential.

The Personal Information We Retain

We require personal information in order to provide you
with the health plan administrative services your employer
has contracted with us to provide. Our files contain your
enrollment information and your health claims history from
your time of enrollment. Your file may also include
correspondence for your coverage and copies of corre-
spondence or information filed with respect to any claims
you make.

How We Use This Information

We only collect information that is necessary to provide
you with the benefits of participation in the health pian
provided to you by your employer, and subject to
statutory requirements, we retain this information only as
long as necessary to provide you with these services.
Specifically, we utilize this information to determine your
eligibility for benefits under the health plan rules designed
by your employer. Your personal information is not
developed into a mailing list of any kind.

Who Has Access To This Information

We restrict access to your personal information to those of our
employees who need such information to do their jobs. Those
individuals are subject to our Confidentiality Agreement that
specifies rules for protecting the confidentiality of your personal
information. We may also provide information to health care
professionals to facilitate the payment of your claims under the
provisions of the Health Plan designed by your employer.

Your Access To Our Information

Subject to the exceptions* described below, you may review the
personal information contained in your file and, if necessary, ask
for corrections to be made to it, by making a written request to:

Quikcard Solutions Inc.
200 Quikcard Centre
17010 - 103 Avenue
Edmonton, AB T5S 1K7

Assistance Program

*We will not provide you with information that may be subject to a legal claim of privilege. If your file contains claims information about
you that was not obtained directly from you, that information may only be released to you through your health care professional who
initially provided us with the information. In addition, if your plan provides coverage for someone else, such as your spouse, your file
may contain information about the other person. In such a case we will only provide you with access to the information about you
unless the other person gives written consent to our disclosure of their information to you.

me and my dependents.

Yes [_]

I authorize that my Social Insurance number may be used by Quikcard Solutions Inc. as administrator of my
benefits as my personal identification number (cardholder ID number) for claims information and billing records for

No []

Signature

Date



