
HOME NURSING CARE 

Request for additional information

09008E (2026-03)

C. P. 3950
Lévis (Québec)  G6V 8C6
desjardins.com/planmember
1-800-263-1810

Group Insurance – Health Claims

1.	 Provide	a	summary	of	the	patient’s	disability	and	the	approximate	date	symptoms	began.
 

 
 

2.	What	is	your	opinion	regarding	the	prognosis?
  

  

3.	 In	your	opinion,	how	long	has	the	patient	been	suffering	from	this	condition?	  years  months

4.	Was	surgery	performed?	  Yes  No If yes, specify the date: 

 	 Type	of	surgical	procedure	and	its	results	

  

  

5.			 Level	of	care	required	by	the	patient	  R.N.   R.N.A.   Other 

6.			 Detailed	description	of	tasks	that	have	been	completed	or	are	in	progress	

  

  
7.			 Would	someone	with	lesser	qualifications	be	able	to	provide	this	care?		 	  Yes   No

	 	 If	yes,	explain	

8.   Care provided:

   At home  In hospital   Other 

9.	 	 Actual	or	expected	duration	of	this	care:	 	 	 From	  To 

• Make	sure	the	entire	form	is	completed.
• Incomplete	forms	cannot	be	processed	and	will	be	returned	to	the	plan	member.
• The	plan	member	must	pay	the	fees	requested	to	complete	this	form.

(to be completed by the plan member)Section A.  Patient identification
Plan	member’s	last	and	first	name

Patient’s	last	and	first	name		 Patient’s	date	of	birth Phone	number

Address – No., street, apartment City Province Postal code

Group	number Certificate	number

If	the	form	was	completed	by	the	plan	member’s	legal	representative

PLEASE PRINT
YOUR NAME  Phone	number	

YYYY MM DD

Section B.  Patient information (to be completed by the attending health care professional)

YYYY MM DD

YYYY MM DD YYYY MM DD
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 Continued on the reverse side.

http://desjardins.com/planmember


Phone	number

10.		Specify	the	number	of	hours	per	day:	  4  6    8  16  24

11.		What	type	of	medication	was	prescribed?	

 

12.	Route	of	drug	administration 

 

13.		Additional	information 

  

Section C.  Attending health care professional information (please print)
Attending	health	care	professional’s	last	and	first	name	

Name	of	the	professional	association License	number

Address – No., street, suite City Postal code

Title

Province 

Fax	number

Signature of the attending health care professional Date (YYYY-MM-DD)

X

By mail

Desjardins Insurance
C. P. 3950

Lévis		(Québec)		G6V	8C6

Choose one of the following options to send us this form.

Section B.  Patient information (to be completed by the attending health care professional)
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Online

1. Go to desjardins.com/planmember	and	click	Log in to your account.
2. Enter	your	user	ID	and	password	to	log	in	to	your	group	insurance	file.
3. In the Tools and resources tab,	select	Send documents,	then	click	Start.
4. In the Type of insurance drop-down menu, select Health insurance.
5. In the Type of document drop-down menu, select Forms.
6. In the list under Document Name, select Home Nursing Care – Request for additional information.
7. Attach	your	documents	and	complete	your	submission.

https://www.desjardins.com/planmember
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