
Policy Number: 17777C 

Personal ID Number ______________ 

RWTO/OERO Convalescent Care Remuneration after Hospital Stay 

Name:_________________________________________ 

Hospital: Name:_____________________________ 

  Address:___________________________ 

Dates: Admission:________________________________ 

Discharge:________________________________ 

Date when you think daily activities will be resumed:_________________ 

Number of months claimed: __________X$350.00 = _______________ 

(Maximum number is 6) 

Attending Physician or Family Doctor: 

Name_______________________ 

Address:_____________________ 

Phone number:__________________ 
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