
PO BOX 1046 STN MAIN WINNIPEG MB R3C 2X7
TEL  204.775.0151          Fax  204.772.1231

THIS PORTION IS TO BE COMPLETED BY ALTERNATE GROUP INSURANCE PROVIDER

Name of Insurer* (*If insurer is Manitoba Blue Cross, Certificate Number and Client Number are sufficient).

Name of Employer

Certificate Number
                                                                             

Client/Policy Number

Type of Coverage

List persons insured and the effective date of the above group policy:

Name Effective Date of Coverage dd/mm/yyyy

Alternate Insurer/Employer Name Alternate Insurer/Employer Signature

Telephone Number

®*The Blue Cross symbol and name are registered marks of the Canadian Association of Blue Cross Plans, independently licensed by Manitoba Blue Cross.	
†Blue Shield is a registered trade-mark of the Blue Cross Blue Shield Association. 2024-0426

CITY OF WINNIPEG
RETIREE GROUP BENEFITS PLAN

DOWNGRADE / CANCELLATION REQUEST DUE TO 
SPOUSAL/ALTERNATE GROUP COVERAGE FORM

RETIREE NAME CERTIFICATE NUMBER CLIENT NUMBER

 I am requesting to cancel or change to the following benefit option.  CHECK  WHICH OPTION YOU ARE SELECTING.  
OPTION 1 - AMBULANCE / HOSPITAL

OPTION 2 - AMBULANCE / HOSPITAL & EXTENDED HEALTH (no Travel Health) 

OPTION 3 - AMBULANCE / HOSPITAL, EXTENDED HEALTH & TRAVEL HEALTH    

OPTION 4 - AMBULANCE / HOSPITAL, EXTENDED HEALTH & DENTAL (no Travel Health) 

OPTION 5 - AMBULANCE / HOSPITAL, EXTENDED HEALTH, DENTAL & TRAVEL HEALTH

OPT OUT OF ALL COVERAGE (You can only re-join the plan if proof of loss of coverage is provided or a life event has occurred.) 

Retiree Signature

                                                                             

Date dd/mm/yyyy

☐
☐
☐
☐
☐
☐

Mail:
Attention: Client Services
PO Box 1046 Stn Main
Winnipeg, MB R3C 2X7

In Person:
599 Empress Street
Winnipeg, Manitoba

Fax:
Attention: Client Services
204.774.1761

Email:
MBCgroupbenefits@
mb.bluecross.ca

HOW TO SUBMIT THIS FORM

66000



AUTHORIZATION AND CONSENT

I understand that the personal information provided herein as well as any other personal information currently held or 
collected in the future by Manitoba Blue Cross may be collected, used, or disclosed to administer the terms of the group 
policy of which I am an eligible member, to develop and recommend suitable products and services to me, and to manage 
the company’s business.

Depending on the type of coverage I carry, limited personal information may be collected from and/or released to a third 
party. These third parties include other Blue Cross Plans, health care professionals or institutions, health and life insurers, 
government and regulatory authorities, and other third parties when required to administer the benefits outlined in my policy 
or the group policy of which I am an eligible member. I understand that Manitoba Blue Cross may retain service providers 
inside and outside of Canada to assist them in their business and further understand that my personal information may be 
subject to disclosure to law enforcement and other authorities, where required by law, both inside and outside of Canada, 
when such information is in the possession of Manitoba Blue Cross or one of its authorized service providers. 

I understand that I have provided my consent for Manitoba Blue Cross to collect, use and disclose my personal information 
as outlined in the Manitoba Blue Cross Privacy Code. I understand that I may revoke my consent at any time; however, if 
consent is withheld or revoked, the coverage may be denied or rescinded.

I understand why my personal information is needed and am aware of the risks and benefits of consenting or refusing to 
consent to its disclosure. For additional information regarding Manitoba Blue Cross’s privacy policies or for questions as 
to the collection, use or disclosure of my personal information, I can contact Manitoba Blue Cross at 204.775.0151 or 
1.800.873.2583 or mb.bluecross.ca.

I authorize Manitoba Blue Cross to collect, use and disclose my personal information as described above.
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