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Introduction

Who should use this manual?

This User Manual is designed to assist both health care providers and automobile insurers in the completion of the OCF-
18 Treatment Plan. Other manuals are available to assist in the completion of:

OCF-3 Disability Certificate

OCF-21 Auto Insurance Standard Invoice

OCF-22 Application for Approval of an Assessment or Examination
OCF-23 Pre-Approved Framework Treatment Confirmation Form
OCF-24 Pre-Approved Framework Discharge & Status Report

Facilities and health care providers dealing with victims of motor vehicle accidents are required to use these forms.

Both rehabilitation health care providers and automobile insurers have dedicated a tremendous amount of time and
thought to the revision of the Treatment Plan and other forms. These forms will improve the accountability of all parties,
streamline the process of delivering health care services to applicants, and enhance communication between insurers and
health care professionals.

The forms are designed to facilitate a clear understanding of the interactions amongst an injured motorist, a health care
professional and an insurer through the use of common terms and language. All forms use the national coding standards,
the International Statistical Classification of Diseases and Related Health Problems, Tenth Revision, Canada (ICD-10-
CA)', to identify injuries and the Canadian Classification of Health Interventions (CCI)* to classify health care services and
procedures.

What is in this manual?

The manual provides detailed instructions for completion of the fields in the order in which they appear on the forms. The
appendices include tables of standardized codes and descriptions for the various codified fields used on the forms.

Where can | get more information?

The manual will be updated from time to time. The latest updates to the manual can be downloaded from the website
www.hcaiinfo.ca under Auto Insurance Resources>Statutory Accident Benefits>Claims Forms.

Contact your professional association for any questions relating to coding of injuries, interventions, health care services
and guidelines as they relate to your specific practice.

! |cD-10-CA and CCl are copyright products of the Canadian Institute for Health Information (CIHI) and may not be changed without the Institute’s express
permission


http://www.hcaiinfo.ca/

Samples of Completed Sections of the Forms

The samples and fees used throughout the manual are entirely fictitious. They are designed to assist you in
understanding how to use and complete the forms.



OCF-18 - Treatment Plan

Background

Except in the case of treatment provided under a Pre-approved Framework, health professionals must fully complete the
Treatment Plan, OCF-18, in order to have a plan of treatment approved and funded. The insurer may waive this
requirement.

Purpose:
e To describe the cause and nature of injuries that are a direct result of the motor vehicle accident.
e To identify activities limited by the injury and sequelae.
e To identify the treatment plan goals, how progress on the goals will be measured, and any barriers to recovery.
e To identify any prior and concurrent conditions that could affect the claimant’s response to the treatment.
e To describe the treatment proposed and estimated cost.

e To increase accountability of the claimant, health care provider(s) and insurer.

This form may not be materially altered; in other words, the document cannot be changed in any manner. |If this
document is materially altered, it may be considered incomplete and the insurer may not accept the form.

When is an OCF-18 required?

Unless waived by the insurer or in the case of a Pre-approved Framework, a Treatment Plan must be completed before
the reimbursement of medical and rehabilitation benefits.

Insurers may choose to agree to pay medical and rehabilitation benefits without requesting a treatment plan. Insurers
must provide written confirmation of what they will pay for without a treatment plan. They may later request a treatment
plan for future treatment.

Who completes this form?

The applicant or a substitute decision maker completes Part 1 and 2 and signs Part 14. The Substitute Decisions Act
states that a substitute decision maker is a person with power of attorney for personal care or a court appointed guardian.

Any regulated health professional or social worker may fill out Part 3 and Parts 6 to 12.

A health practitioner (i.e., chiropractor, dentist, nurse practitioner, occupational therapist, optometrist, physician,
physiotherapist, psychologist or speech-language pathologist) must sign Part 5. In doing so, the health practitioner
is stating that the treatment set out in the plan is reasonable and necessary for the injuries set out in Part 7.

The insurer completes Part 13 and returns a copy of the page to the health practitioner indicated in Part 5 and the
applicant from Part 1.

It is important to ensure, where possible, that if more than one health care professional at the same facility is participating
in the Treatment Plan, only one treatment plan is submitted per facility for the period of the Treatment Plan. This will allow
for a single comprehensive plan, allowing for continuity of care among all health care providers.

Fee

The fee for completing this form is not a health care benefit ofthe Ontano Ministry of Health and Long-Term Care. This fee should be billed to the insurer directy. The Health Practiionerwill contact
each ofthe health professionals listed in Part 11 and provide details of the services and other charges that hawe been approved and are pavable under this Treatment Flan.

The fee for completion of this form should be billed directly to the insurer. It is not a benefit of the Ministry of Health and
Long-Term Care.

It is a conflict of interest to receive any payment or benefit in addition to the insurer’s fee for completion of the form.



Return this form to:
|

ABC Insurance Company Treatment Plan
PO, Box 123, Station 'A' (OCF-1 8)

Toronta, OM Lise V5 100G A DOSAE R BREOGCI Ok OF BTEY Noventer 7, 1000
ML A 1M1 Claim Murmber: | 1234567-001
Attn: f'.'".CI.I‘“}’ MacGr‘egur Policy Number: | 9876543

e ey | 20031001

‘ For this applicant, this is Treatment Plan number _1 from this health professionalfacility

Return this form to:

Enter the name and mailing address of the Insurance Company responsible for handling the claim.

Claim Identifiers

The applicant must indicate the claim number if known, the policy number, and the date of the accident. The claim
number and policy number can be obtained from the insurance adjuster. The policy number is also available on the Motor
Vehicle Liability Insurance Card (pink slip) received with the policy declaration.

The Claim Number and Policy Number may be the same.

The accident date must be completed. Forms will not be processed without it. If a patient has overlapping injuries
from more than one accident, use the date of the accident that is most relevant to the injuries being treated.

Treatment Plan Number

Enter a number indicating how many times you have completed a Treatment Plan for this applicant and this motor vehicle
accident.

Part1  Applicant Information

Part1 Dae OTAIM Y MIAD D Gandkr Tekphohe Namber Ee oy

Annli 19490525 v mae O remae (416) BEE-5555 4222
ppllcan_t L=tHame

Information Smith

TD be CDmpIE‘.‘tEd Flrzt Name Mgk Name

by the applicant | Jonathan James

Addrags
123 Main Street
chy Proul e Poe Bl Code

Toronto (o] MO 9 Mme

To be completed by the Applicant.

Part 2 Insurance Company Information

—

Part 2 Insurance Company Mame City or Town of Branch Office (if apphcable)

Insurance ABC Insurance Company Morth York

Campany Aduster Last Name Adjuster First Name

Information MacGregor Mary

T b2 complEsE by Aduster Telephone (418} 555-5555 Adjuster Fax

the appicant Extension 4777 (418) 555-5555
Marme of policy holder same as: Policy Hoder Last Mame Paoiicy Holder First Mame
[ #pclicant oR Eﬂ'? Sith Jessica|

To be completed by the Applicant.



Part 3 Other Insurance Information

—
Part 3 OTHER INSURAMCE: |s thers other insurance coverage for amy goods and senices Fsted in this Treatment Plan?
Cither | have made reasonsble enguines of the appicant and have detemmined that:
Insurance
Information |:| NO There is no other insurance coverage YES There is oiher insurance coverage that is polentially svailable to
idenfiffed for thess goods and senvices coverpatisly cover these goods and Senices.
Ta b2 completza oy = there Ministry of Heakh and Leng-Term Care (MOH) coverage for any poods and services incluged in this Treatment Plan?
the healih MOH
professional ar O ves [ Mo [ Motapercable
soclal worker
responsie for plan Cither Insurer Name Ctner Insurance Flan Or Policy Mumbsr
D Eiod Other | XYZ Life Insurance Company HSA-37651
3'“5""';;3"]1[’-“ Trom the INSUrS" I Fiame of Plan Member Tner Insurer's [dentifier
& Jonathan Smith 401-123-321
Cither Tnsurer Fame Cner Insurance Fran O Pelicy Mumbsr
Other WER Life Insurance Company GRP-287822-01
Insgrer Marme of Plan Mermber Other Insurer's laentifier
Jessica Smith 444-575-078

Other insurance may be available from the Ministry of Health and Long-Term Care (MOH) or through an applicant’s
personal, spousal, or parental Extended Health Care plan to cover or partially cover some or all of the goods and services
listed. This section is to be completed by the health professional or social worker responsible for plan preparation and
supervision, with information from the applicant.

Indicate if the treatment you will be providing is covered by the MOH.

Determine other insurance coverage that the applicant might have. Space is available for two other insurers in the event
that the applicant is covered by more than one policy (e.g., if both the applicant and the applicant’s partner or legal
guardian have extended health benefits).

The auto insurer is not liable for any costs that are payable by any other insurer.

Part 4 Conflict of Interest Definition

Part 4 & person has acorflict of interest relating to & Trestmert Plan if,

Conflict of i the person or arelated person may receive a financial benefit, directly or indirectly, a= a result of the provizion, by the
Interest related person or another person, of goods or services contemplated by the Treatment Plan, and

Deﬁnitign il the personwho may receive the financial benefit iz not the employee of the person who will provide the goods of services

and does naot have a contract with the person who will provide the goods or services o under which goods o services of
that kind are provided.
Hote: After approving this Treatment Plan, if the insurer determines that there iz a conflict of interest that was not disclozed, the

inzurer may give the applicant notice to amend the Treatment Plan to remove the conflict of interest and if no amendment is
made, the insurer is not required to pay for any further expensze for which there iz the conflict.

Before proceeding to the rest of the form, determine if you have a conflict of interest relating to this treatment plan.



Part 5

Signature of Health Practitioner

— [arme cf Heath Fractiioner Colege Regsiration Murmoer

;iagnn:ture of Barry Brown 123458 You are a:

Health [ Facility Fame (T appicable] A5 Facility Fumber (If applicabie] Chiropractor

Practitioner Family Care Clinic T2222 Dentist

gg-t_rn:a: an Address Murss Practtioner
234 Second Avenue East wutﬁﬁl:.lml Therapst
Ciry Prowince Fozial Code D'F’b:”'fﬂ“?-
Toranto ON =] [ mz2mamz Physican
Telephons Mumbsr Extensicn Fax Murnber D Py Dt"e'.?:‘s'-'
{418) 555-5555 2424 {418) 555-5555 E'sy:h:- gist
Emal Address ;iiﬁg::ﬁ”aﬂe
bbrowni@famcare.ca

m | wiksn to deciare that | hawe no confiics of Imerast refating io this Treatment Plan, and | have detzmminad, afer making reasanable Inquiries, that there are

na confiicts of Interest relaling to this Trealment Plan on the par of any person who refsmed the applcant to a person who will provide goods or s2nices
comtemplatad In this Treatment Plan
ar

n | am declaring the Tollowing conflicts of Inter2st relating to this Treatment Plan

| canfirm that, to the best of my knowledge, the Information in this Trealment Plan ks accurate, the Treatment Plan has been reviewed with the appilcant by the
reguiated realin protessional or soclal worker In Part £, and the goods and senices conbermpiated are reasenable and necessary for the freatment and
rehablikation of the applicant for the Injurles Identified In Part 7

| undersiand thal It Is an offence under the Insurance Act io knowingly make a false or misleading statemens or represantation 1o an Insurer under & conbract of
Inswrance. | furmer understand that i 18 an offence unger the Tederal Criminal Code for anyone, by decelt, Talsenood, or other dishonest act, to defraud or
atiempt to defraud an Insurance company. This Information will be used for procassing payments of claime; Identifying and analysing the nabure, effects and
costs of goods and sarvices that are provided o automotblle accident victims, by health care providers; and detecting and prewenting fraud.

Marme of Health Practtioner iplease print) Signature of Health Praciitioner Date (Y YMMDD)

Barry Brown

According to the Statutory Accident Benefits Schedule, health practitioners are chiropractors, dentists, nurse practitioners,
occupational therapists, optometrists, physicians, physiotherapists, psychologists and speech-language pathologists.
Only these professionals may sign Part 5, and the signature is required before the Treatment Plan can be submitted to the
insurer. The inclusion of a revised statement of understanding identifies for the Health Practitioner the range of specific
uses that will be made of information related to providing services to injured auto insurance claimants.

Before signing Part 5, confirm that the applicant and the regulated health professional or social worker in Part 6 have
reviewed the Treatment Plan together to make certain that the requirements for informed consent have been met.




Part 6 Signature of Requlated Health Professional
r ame of Regulaied Heath Frofessonal or Socal veorker Regisiration Mumber You are a-
art ] S
Signature of O] criropracio
Regulated Facility Mame {if appicable) ALE Murnber [f applicable) Dentst
Health D Massage Therapst
Professional T Nurse
3: SEGIEH D Cooupational Therapest
arker -
Plan Preparation and g, Frovince Fostal Code O pr:rrf!ms.
Supervision If same Phiysician
pEFEON 35 ZE:'» o xl Physiotherapist
cnesk nerz [f] ard . — . S
DETNET Telephons Mumbsr Extensicn Fax Mumbes D Psychoiogist
COMPLETE Part & n Social Worker
Email Address D Speech-Languags
Pathologst
O ceer

D wish 1o declare that | have no confilcts of Interest relating to this Treatment Rian, and | have determined, after making reasonabla Inquires, that there are
na conficis of Interest relaing o is Treatment Plan on the par of any persan wno refemed the applicant [0 3 person who will provide gooos ar senices
comtemplatzd In this Treaimant 2lan

ar

D am deddaring the folowing conficts of Interest relating to this Trealment Flan:

| confim that the Infomation prosided |5 fue and cormect.
Elat % o representation to an Insurer under & contact of INsurance. | furiher understand that it Is an off
gecelt, falsehood, or oiher dishonest act, bo defraud or attempt fo defraud an Insurance company.

Marme of Regulated Heath ProfiessionalSocal Worker Signature of Reguiated Health Professional’Social Worker
{please print)

understand that I Is an offence under the Insurance Act to mowingy make a faksa or miskeading
o2 under the federal Criminal Coge for anyone, by

Date (Y YMMDOD)

If you completed Part 5, and are also the regulated health professional responsible for the preparation and supervision of
the treatment plan, you do not need to complete Part 6. Simply check the box as indicated and continue to Part 7. This
section has been revised to reflect the inclusion of social worker.

Unregulated providers may not sign this section.

Refer to Appendix E for a complete list of regulated health professions.

Part 7 Injury and Sequelae Information

To tha Healtn Frofesalonal of SOCIAl WOTKE:
PiEass compiste te foilowing MMormation DEs2E o yaur most recent Sxamnation of iNe applcant named A00we and retum the fanm o Ihe Insurance company 15120 In Part 2. Please
print ciaarty.

Part 7 Proside & descripbion (st most significant first) and assoddated ICD-10-CA” code for Injurles and sequelae that are the drect resul of the automobile acclient.
Injury and
Sequela Description Code
Infarmation
Sprain adn strain of lumbar spine 5335
Headaches G4

Naote = Reafer 10 the User manual at wanw.healinfouca for ICD-10-CA coding Infomation.

List the injuries and sequelae that are a direct result of the automobile accident. Provide a brief description of the injury
and the corresponding injury code (ICD-10-CA code). Up to six injuries/sequelae may be entered including the description
and a valid ICD-10-CA code.

List the most significant injury first; describe the patient's most significant condition that is directly related to the
automobile accident and that requires health care services. In a case where multiple injuries may be classified as the
most significant, list the injury requiring the most services.

It is anticipated that, with the use of “multiple injury” codes (see Appendix A) there will likely not be more than six
injury/sequelae codes needed. However, should more space be required, you may attach an additional page.

Refer to Appendix A for further information on ICD-10-CA.




Refer any questions regarding injury coding to your provider association or access the website at www.hcaiinfo.ca under
Auto Insurance Resources>Statutory Accident Benefits>Codes and Appendices.

Part 8 Prior and Concurrent Conditions

Part8 a)  Prior tothe accideﬁt, didd the applicant have any disease, condition or injury that could affect hisher resporse to treatment far
R the injuries identified in Part 77
Prior and O Mo O Unknown  « Yes (please explain)
Concurrent o ) )
Conditions Periodic low back pain, Last episode darch 2003,
O additional
:Q:Etﬁed If e=to "' above, did the applicant undergo investigation or receive treatment for this dizeasze, condition or injury inthe past

vear?
O no O Unknown o Yes(please explain and idertity provider, f known)

Low back strain injury of March 2003 treated with heat therapy and gradual progression to an
active exercise program. Home exercize and use of a lumbar support belt for litfting allowed
return ta modified wark in June,

bl Sincethe accidert, has the applicant developed ary other dizesse, condition or injury not related to the automobile accident
that could affect hizther responze to treatment for the injuries identified in Part 77
O Mo O Unknown o Yes (pleass explain)

Depression - sudden death of mather,

o) Iz thiz an impaicment referred to inoa Pre-appeoved Frameseork (PAF) Guidsline?
O vex « Mo
If yes, please provide a complete explanation, in accordance with the PAF Guidelines, and with express reference to the
provisions of the PAF Guidelines onwhich yau rely, why this OCF-15 Treatment Plan is being submitted instead of a Pre-
approved Framework Treatmernt Confirmation Form (OCF-23498).

The information provided in this section helps the insurer to better understand the applicant’s pre-accident status and
informs the insurer of any pre-existing condition(s) that may affect the applicant’s response to treatment. Provide relevant
information to the best of your knowledge and based on information from the applicant. A response of “Unknown” may
prompt a request for further clarification from the insurer. Additional sheets may be attached if necessary.

In Part 8 c), if you are proposing treatment for a condition for which there is a Pre-approved Framework, indicate why the
Pre-approved Framework does not apply.

Part 9  Activity Limitations

Part9 ay)  Does the applicant's impaimment(s) from the injuries identified in Part ¥ affect his/her ahility to carry out:
A_cti_“'it\f His/her tasks of ermplovrment O Mot ernploved QMo O Unknown FAE
Limitations

His/her activities of normal life & o QI Unknown ¥ ves

by If ¥es to either of the questions above, briefly describe the activities limited by the impairment and their impacts on the
applicant's ability to function.

Maintaining and changing body position, lifting, carrying, driving, preparing meals, housework
shopping,

¢

¢)  If the applicant is unable to carry out pre-accident employment activity, is the employer able to provide suitable modified
employment to the applicant?

I Mot employed O ves I Unknown ¥ Mo iplease explain)

Mot available.

The responses are based on your current knowledge and information provided by the applicant. If any of the responses to
the questions in section a) are “yes”, provide a brief description of the activity limitations the applicant is experiencing.

A response of “no” in section c) requires further explanation and may require contacting the employer, but is not intended
to signify the need for a job site assessment.


http://www.hcaiinfo.ca/

Part 10 Goals, Outcome Evaluation Methods and Barriers to Recovery

a) Goals:
Part 10 (i) Identify the goal(s) in regard to the applicant's impairment(s), symptomis) or pathology that this Trestment Plan seeks to
achieve:
Treatment
Plan Goals, v pain rechuction ¥ incressed range of motion
Outcome ¥ increase instrength ¥ other(s) (plesse specify)
Evaluation
Methods Reduce stress.
and Barriers And
to Recovery
(i Select the functional goal(s) thet this Trestment Plan seeks to achisve:
¥ retumto activities of normal living ¥ returnto pre-accident work activities
O return to modified woek activities ¥ othen(s) (please specify)

Increase work endurance.

b} Evaluation:
(i1 Hory wiill progress on the goal(s) inoa () and a (i) be evalusted?

Yisual analog pain scale, Oswestry dizability index,

(Partial Screen Print)

This section is intended to outline the goals of treatment and how the health care provider will evaluate treatment
progress. It also provides additional information around other barriers to recovery that are not indicated as a prior or
concurrent condition, and informs the insurer of any concurrent treatment being provided to the patient.

In Part 10 e), indicate if you are aware of any applicable guidelines for this patient's condition. These may be clinical
guidelines, Superintendent's guidelines, or other less formal guidelines.

Failure to list a guideline cannot in itself result in the denial of the Treatment Plan.

Part 11 Health Providers

— Frosider Type List =l
Part 11 Provider  *Proviger Frovider f’ol:gz-gélfgtzﬂaﬂ"n i et Hourly Rate
Health Raferance Typs Last Mame Firat Mame " humber) appllcable, or blank) ¥ appilcabie)
Providers!
Social L U~ =] [Beoan Bamy 123456
Workers B | W=l |sewer et RIN-Z34 34000
C =1
D =
E =1
F =1

Health Providers and Social Workers are assigned an upper case alphabetic letter (i.e., the Provider Reference). The
Provider Reference is used to cross-reference information in Part 12 of the Treatment Plan and the Automobile Insurance
Standard Invoice.

Assign a Provider Type code for each of the health professionals and social workers rendering services or prescribing
goods.

Refer to Appendix E for a complete list of Provider Type codes.

If you are a regulated health professional, provide your college registration number and leave the AISI number blank. If
you are an unregulated provider, you can obtain an AISI number by registering at www.hcaiinfo.ca.

NB Future implementation of the HCAI system may eliminate the need for an AISI| number.

If appropriate, enter the hourly billing rate for each of the providers listed. If you will not be billing for the proposed services
using an hourly rate, enter N/A.

10
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Part 12 Proposed Goods and Treatment Services

Part 12 Proposed Goods and Services
To the extent possible, this Treatment Plan should nclude all geods and services (GiS) conemplated by e Health Pro‘ssslonalFachity or Soclal Worker far the perad of this
Trealmen: Plan
o Description ‘Code ttribute | PrOYiger , Eema Toe ijem:mj
Guantity | '‘Measure Caost Count Cost
1 | Initial Assessment 22202 s _=| [1.00 Pr_~] |48.00 1 48.00
2 Claim Form (QCF-18) 7.5).30.L8 a =] | pr_x] |B372 1 83.72
3 Manipulation 1.51.72 g x| [1.00 Pr x| 15.00 12 180.00
< Exercise Ball 5.2 14 g _-| [1.00 Ge~| |20.00 1 20.00
5 Exercise 1.ZZ.02 g _=| [100 Hr_x] |50.38 12 604.32
[ 1 1 0.00
T =1 =1 0.00
a 3| 3| 0.00
2 =1 =1 0.00
10 1 1 0.00
1 | | 0.00
12 =1 =1 0.00
13 | | 0.00
1< | | 0.00
15 =1 =1 0.00
15 =1 =1 0.00
Estimatsd duration of fhis Treatmant Plan: a weaks sup-Total: | 27 917.04
How many treatmant vigits have you siready provided: wlalts Minus MOH: 0.00
Hofs - Feter fodne Uzer Wanual ab gy brabets ca for coding - Minuz Other Ingurer 1 + 2: 200.00
Affrizotes codes are used f furier qualfy the serice codes and are descrbes in the marual, GST (T appllcabia): 140
Fayment by awbo insuner s seconcary o aaliable colstenal bensffis. FET (I appilcabis): 1.60
Aube Insurar Total: T20.04
Pleass Indicate any addional commenis ragardng proposed goods and serdees
|:| agdiioral sheets aTaches

Refer to Appendix C for additional examples of Part 12 Proposed Goods and Treatment Services.

Goods/Service Reference (G/S)
Assign a G/S reference number to each good or service you will be providing to the applicant. Remember to use the

same G/S reference number from the Treatment Plan when completing Version A of the Automobile Insurance
Standard Invoice (OCF-21).

Description
Enter a description of the good or service provided.

Code and Attributes

For those services representing a diagnostic, therapeutic, or health care support intervention, enter a valid CCI code and
attribute if required.

Refer to Appendix B for a list of CCl codes and corresponding Attribute Codes

For goods, administration and other codes (GAP) not included in the CCI code set, enter a valid GAP code.

Refer to Appendix C for a list of valid GAP codes.

Refer any questions regarding goods and service coding to your provider association or access the website at
www.hcaiinfo.ca.

11
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Provider Reference

Enter the Provider Reference code of the health professional or social worker who will render the service or is prescribing
the good (from Part 11).

When a service is to be provided by more than one health care professional or social worker, enter all Provider Reference
codes (separated by commas).

Estimate / Day

In the three columns under this heading, you are to enter the elements of information that are needed to calculate the
estimated total cost of each good and service that will be delivered during each day of anticipated treatment.

e First, you need to enter the total quantity of the good or service that will be delivered during each visit or treatment
day; this will appear as a number (e.g., 75, 6, 52...).

e Second, identify the unit of measure (e.g., hours of service, number of pages, kilometres of travel) for the quantity
of service you are proposing to deliver each treatment day.

e Third, report the cost per service.

Refer to Appendix F for valid Unit Measure Codes and a Conversion Table to convert minutes to hours.

Projected Total Count

For each Good/Service Reference line, enter the total number of the good(s) or service(s) anticipated over the course of
this treatment plan.

Projected Total Cost

For each Good/Service Reference line, enter the total cost of the good(s) or service(s) anticipated over the course of this
treatment plan. It is calculated by multiplying cost by projected total count.

Sub-Total Count

The sub-total of Total Count is the sum of all counts of all goods and services to be rendered under this treatment plan. It
is calculated by summing the Projected Total Count column.

Sub-Total Cost

The sub-total of Total Cost is the sum of all costs for all goods and services to be rendered under this treatment plan. It is
calculated by summing the Projected Total Cost column.

Totals

In the Totals section:
e Sub-Total is the sum of the cost of all goods and services included in this treatment plan.

e MOH is the sum of all Ministry of Health and Long-Term Care amounts that are payable to you for any of the
goods and services listed above; this is subtracted from the sub-total.

e Other Insurer 1 + 2 is the sum of all amounts payable to you from other insurers; this is also subtracted from
the sub-total.

e GSTis the total GST for all goods and services listed above.
e PSTis the total PST for all goods and services listed above.

e Auto Insurer Total is the sum of all amounts in this section.

12



Part 13 Signature of Insurer
Part 13 D | waive the equirament of the Applicant’s signaure.
Signature of | | raye reviewad this Treatment Pn and basad upan the infamation provided. |:
Insurer

¥ Approve this Treamert Plan [ Pattialty pprowe (] Dot approwe

Ihe SEtkony Aocident Henetts Schedule staestha subject tothe conflct of Interest provEons, the ircurershall, wihin TU business days of recening the
complated application (uithin 5 business days ifthe insurer rejects the Treament Pan onthe basis tha a PAF Guideline apples) give the gpplicant a notice:
1. Saing the goods and semices contemplaied by the tregtment plan the insurer will pay for, or

1. Advising the applicart that an examingtion is required for ary goods or senizestha the insurer has not ageed to pay for; or

3. Stating that an examination is required to detemnine if 8 Pre-approved Framewok Guidelne applies.

Wane of Al Br iplsase prinb Crahe orAdusker Dk O TRID DG

Mary Magi3regor

10 e InsJdrer: Flegse provide 3 copy ofthis pagetothe gpplcant, the Heakh Fradttoner indicaded in Fart 5 and the Hegulaed Health Fofessional or social
Uroker, Fappheable, indcaed in Fart G

The insurer will complete Part 13 and return page 5 to the applicant and the health practitioner indicated in Part 5. The
health practitioner should contact each of the health professionals and social workers listed in Part 11 and provide details
of the services and other charges that have been approved and are payable under this Treatment Plan.

If the insurer partially approves or does not approve the treatment, they must provide an explanation as to why the
treatment plan has been declined.

Part 14 Signature of Applicant
Part 14 | have reviewed and agrees with thiz Treatmant Plan. | understand that payment for this Treatment Plan is subject to
Signature of the approval of the insurer.
Applicant . .
In the event that my insurer does not agree fo pay for all the goods and services contemplated in this freatment plan,
Mus: be | understand that an examination may be requirsd to determine my eligibility to the goods and services ouflined or
campietel this Treatment Plan.
urless waved
by Insurer

In the event that an examination s requested, | authorize my insurer and my treating health professional or social
worker, to give the health professional, social worker, or vocational rehabilitation expert propery identified by the
inzurer to review thiz application, only such information relating to my health condition, treatment and rehalbilitation
received az a result of the accident, as is reasonably required for the purposes of determining my eligitility to
henefits.

Az required by law, a copy of the examination report by the health professional, social worker, or vocationa
rehabilitation expert identified by the ingurer to conduct the examination as well as the insurance company’s
determination will be sent to me.

Subject to the Statutory Accident Benefits Schedule, in those circumstances, where prior approval is required, |
understand that, if | underiake any of the proposed services prior to approval by the insurer, | may be responsible for
payment to my provider for any of the services rendered on my behalf.

| certify that the information provided is frue and correct. | understand that it is an offence under the Insurance Act fo
knowingly make a falze or misleading statement or representation to an insurer under a contract of insurance. |
further understand that it iz an offence under the federal Criminal Code for anyone by deceit, falzehood, or other
dizhonest act, fo defraud or attempt to defraud an insurance company.

Kame of Appllcant or Subs3tute Decision Maker (please print) Slgnalure of Applcant or Substtute Decklon Maker Cate (Y YMBDOD)

John Smith|

After you have reviewed the treatment plan with the applicant, the applicant or the applicant's Substitute Decision Maker,

as defined in the Substitute Decisions Act, must sign here.

applicant signature, but this must be ascertained in advance.

The insurer may elect to waive the requirement of the

The consent for the use of information has been revised to reflect the current privacy legislation and other legislation with

which insurers_must comply. Insurers are responsible for ensuring that claimants understand these conditions when

initiating a claim through the submission of an OCF-1.

Should the claimant require more information about the consent and their obligations, please refer him/her to their

insurance claims adjuster.
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