
PETITION: PROTECT AND STRENGTHEN ALBERTA’S PUBLIC HEALTH CARE 
 

Office: 9833 110 Street NW, Edmonton AB, T5K 2P5      Sign Online: friendsofmedicare.org/NoTwoTier  
 

We, the undersigned residents of Alberta, petition the Legislative Assembly to: 
• oppose any and all measures to permit private, two-tier, American-style health care in Alberta; 
• repeal Bill 11: the Health Statutes Amendment Act, 2025 (No. 2), and;  
• support Alberta’s public health care by building up capacity and workforce solutions within the public system. 
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