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If you wish to apply using your My Number instead of your insurance card symbol/number, please consult with the FR Health Insurance Organization.
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In general, benefits will be paid to the salary transfer account.
If you would like to transfer benefits to an account other than your salary account, please attach a copy of a document that can be used to confirm the financial institution
name, branch name, account number, and account holder name. (Note that benefits can only be transferred to accounts in the name of the insured person.)
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If the cause of injury/illness is a third party's act, a separate Notification of Injury or Sickness due to a Third-party Act must be submitted.

FREZFEERIZMEE (R7.7)
FR Health Insurance Organization (July, 2025)



