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DEPARTMENT OF INDIGENOUS SERVICES CANADA
JORDAN'’S PRINCIPLE

Please complete this form to make a request and send it by e-mail to 18tcr.jordans.principle@ssss.gouv.gc.ca.
Please make sure to include all relevant documentation to support your request. If immediate or urgent care is
required for a child, please call your local emergency services number or visit your nearest health facility.

Please identify if you are a:
] Child over 16 years
(] Parent/Guardian

[ Authorized Representative of the parent/guardian. In order for a representative to make a request on
behalf of the parent/guardian, please ensure the parent/guardian sign the request for and provides consent.

SECTION 1: Child’s Information

Given Name: Family Name:
Child’s Date of Birth (DD/MM/YYYY): Child’s sex:
Female [ Male ] Unspecified []

Address (civic address, apartment/unit number):

City/Community: Province/Territory:
Postal Code: Telephone Number:
Does the child live on territory? Is the child in foster care?
Yes [] No [ Yes [ No [

Is the child registered under the Indian Act: If yes, what is the 10-digit registration number (Band number):

If no, name of the parent and that parent’s 10-digit registration number:
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Section 2: Parent/Guardian’s Information

Given Name: Family Name:

Relationship to the child:

Address, if different from children’s (civic address, apartment/unit number):

City/Community: Province/Territory:
Postal Code: Language Preference:
Telephone Number: E-mail Address:

Section 3: Authorized Representative’s Information (if applicable)

Given Name: Family Name:

Relationship to the child:

Address (civic address, apartment/unit number):

City/Community: Province/Territory:
Postal Code: Language Preference:
Telephone Number: E-mail Address:

Section 4: Community Worker (Case Manager) assigned to the child, if different from above

Given Name: Family Name:
City/Community: Providence/Territory:
Postal Code: Language Preference:
Telephone Number: E-mail Address:
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Section 5: Reason for Request

What product/service does your child need?

Why does your child need that product/service?

Why is your child not getting that product/service?

Is an assessment/prescription/referral by a health, social, or education professional attached?

Yes [ No [

If not, please explain (who told you about the product/service?)

Please list the product(s)/services requested

Requested product/service Frequency/Duration (if applicable) | Estimated Cost (if known)

v  un | n | n | n | un

Total Amount Requested:

Provide any other details relevant to the request:
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Section 6: What other places have you checked?

Have you tried to request this product/service from another department and/or entity?

Yes [ No [

If yes, please provide the name of the program/service below. Attach a copy of the information/documents
submitted. If it is partially covered, please provide details:

1.

3.

Additional comments about seeking funding elsewhere.

Section 7: Declaration & Signature

| declare the information to be true and accurate and that it does not contain a request for any benefit or
service previously paid for by the Department of Indigenous Services Canada or by any other plan/program
that is noted in the statement or explanation of benefits.

Please identify if you are a:

Child over 16 years [ Parent/Guardian [

Signature:

Print Name: Date (DD/MM/YYYY):

FOR INTERNAL USE

FOR GOVERNMENT OF CANADA USE ONLY

Request Tracking Number:
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PRIVACY NOTICE STATEMENT

The personal information you provide is protected in accordance with the Privacy Act and collected under the authority
of the Privy Council Order-in-Council PC Number 2017-1464. We require this information to determine eligibility and
process requests for health, social, and educational assistance under the Jordan’s Principle Initiative.

Your personal information may be used within the Department of Indigenous Services Canada for the alignment of
health, social, and educational benefits and for audit purposes. With consent, personal information may be disclosed to
health, social, and educational services professionals, and service coordinators for processing requests. Your personal
information may be disclosed without your consent, but only in accordance with subsection 8(s) of the Privacy Act. This
information collection is described in Info Source, available online at inforsource.gc.ca. Your rights under the Privacy Act:
you have the right of access to, correction, and protection of your personal information. You also have the right to file a
complaint with a Privacy Commissioner of Canada if you think your personal information has been handled improperly.

Eeyou Istchee Jordan’s Principle Travel Code of Conduct (if applicable)

All beneficiaries and their families who travel to receive services or treatments through Jordan’s Principle that are
financed by the Cree Board of Health and Social Services of James Bay, are to adhere to a code of conduct. This code of
conduct is meant to preserve the long-term sustainability of Jordan’s Principle by ensuring that all travel is conducted in
a safe, respectful and accountable manner that is in alignment with the core values of Jordan’s Principle and the Cree
Board of Health and Social Services of James Bay.

This Code of Conduct applies to all Cree children of Eeyou Istchee and their guardians who are approved for any support
that involves travel.

Beneficiaries must arrive for their scheduled flight on time. Last minute cancellations or no-shows without justified
reasoning may result in termination of support from the Cree Health Board’s contribution agreement.

Beneficiaries are responsible for any miscellaneous costs that are in excess of the original approved amount specified on
their approval letter. This includes and is not limited to:

o Any additional costs arising due to changes in travel itinerary, absences or cancellations;
o Any costs arising due to damages during the trip;
o Any costs arising due to misconduct or negligence during the trip.

The Jordan’s Principle Support team does not work outside of business hours. Any alterations and/or cancellations to the
travel itinerary must be notified to the Jordan’s Principle Team by 9:00am on the business day prior to scheduled
departure in order to ensure necessary modifications are made in time.

Further information about preparing for medical travel can be found through Wiichihiituwin (Cree Patient Services).

Acknowledgment

By signing below, | acknowledge that | have read, understand, and agree to comply with the terms of this Code of
Conduct. | understand that failure to comply may result in the denial of reimbursement, requiring me to personally incur
any additional costs associated.

Signature of Child (if at least 16 years old):

Signature of Parent/Guardian:

Date (DD/MM/YYY):
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