
 

 

 

Declaration and Consent 

 

Fertility Treatment Funding Program Application 
   Health and Wellness 

 

Applicant Information: 

First Name: _________________________Last Name:______________________ DOB: _______________ 
     YY/MM/DD 

PEI Healthcare Card Number (PHN):_______________________ PHN Card Expiry Date: _______________ 
        YY/MM/DD 

Address: ______________________________________________________________________________ 

 

Town/City: __________________________________ Province:______ Postal Code: _________________ 
 

Telephone: ________________Alternate Telephone: ______Email: ____________________ 
 

Spouse (or Partner) Information: 

First Name: _________________________Last Name:_______________________ DOB:  ____________ 
YY/MM/DD 

PEI Healthcare Card Number (PHN):_______________________PHN Card Expiry Date: ______________ 
        YY/MM/DD 

Gestational/Surrogate Information (If applicable): First Name:                          Last Name:                                                
 
 

 

The personal health information and personal information on this application collected under section 17 
of the Health Information Act R.S.P.E.I. 1988, Cap. H-1.41 and under the Freedom of Information and 
Privacy Protection Act and is necessary to assess eligibility. If you have any questions about this collection 
of personal health information or personal information, you may contact the program office at 
fertilitysupportprogram@gov.pe.ca. 
 
I/We consent to the collection, use, and disclosure of my/our personal health information by the 
Department of Health and Wellness for the purpose of determining eligibility for, administering, and 
evaluating the Fertility Treatment Funding Program. I/We understand that this information may be shared 
with authorized employees of the Department of Health and Wellness and the Government of Prince 
Edward Island, including auditors, and fertility clinics as required to determine eligibility, confirm 
treatments and services received, and verify expense claims for reimbursement. I /We understand that 
this consent remains in effect for the duration of my/our eligibility for benefits under the Program. I/We 
may withdraw this consent at any time; however, I/we understand that withdrawing consent will make 
me/us no longer eligible to receive benefits under the Program. I/we understand that personal 
information may be subject to release where authorized or required by law. 
 
I/We shall indemnify and hold harmless the Government of Prince Edward Island, their agents, 
representatives and employees from and against all claims, demands, losses, costs, damages, actions, 
suits or proceedings of every nature and kind whatsoever arising out of or resulting from a benefit(s) 
received under the Fertility Treatment Funding Program or from the fertility treatments (herein called the 
“Claim”) provided that any such Claim is caused in whole or in part by any act, error or omission, including, 
but not limited to, those of negligence, of the Applicant(s) or anyone directly or indirectly contracted by 
the Applicant(s) to provide the fertility treatments or anyone for whom anyone contracted to perform the 
fertility treatments may be liable. 
 
By signing below,  

• I/We confirm that I/we have read and understand all terms and conditions of the Program, 
viewed online at: https://www.princeedwardisland.ca/en/service/fertility-treatment-funding-
program, including the claim submission guide.  

• I/We agree to comply with the terms and conditions of the Program.  

• I/We certify that the information provided on this application and in any documents attached are 
true, accurate, and complete to the best of my/our knowledge. 

• I/we hold a valid Prince Edward Island Health Card and are resident in Prince Edward Island. 

• I/we are solely responsible for any potential taxation implications arising from my/our receipt of 
benefits under the Program.  

mailto:fertilitysupportprogram@gov.pe.ca
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• I/We acknowledge that I/we are obligated to report any change to the information provided 
within 30 days of the change coming into effect. 

• I/We understand that providing false, inaccurate, incomplete, or misleading information, or failing 
to report changes that may affect eligibility, may result in denial of claims, removal from the 
Program, and/or recovery of any benefits paid as a debt to Government. 

 
 

Applicant’s signature:  Date: ______________ 

Spouse’s/Partner’s signature:  Date: ______________ 
 
Please complete, sign, and submit via email (preferred), mail, or in-person. Illegible or incomplete forms 
will be returned. 
      
Fertility Treatment Program 
Department of Health and Wellness 
105 Rochford Street 
Po Box 2000 
Charlottetown, PE C1A 7N8 
Email: fertilitysupportprogram@gov.pe.ca 
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