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Document Change History

Date Description of Change Reason

20050214 | Revised Applicant Signature | For consistency with revised OCF forms 01/Dec/04

20060301 | Further Information, Revised | Redirects users to HCAI website, reflects revised

Instruction Preamble, timelines _in SABS, revised consent and reflects
Revised Applicant Signature, | removal of Future Employment as benefit/applicant
Revised Disability Test category

Changes are underlined.

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-
3 Disability Certificate. Other manuals are available to assist in the completion of:

OCF-18 Treatment Plan
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 Disability Certificate 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>User Manuals.

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.

1 ICD-10-CA and CCI are copyright products of the Canadian Institute for Health Information (CIHI) and may not be changed without
the Institute’s express permission.
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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.
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OCF-3Disability Certificate

Background

The Disability Certificate is a form that identifies and describes the injuries and impairments that are a direct result of a
motor vehicle accident, and that provides a clinically appropriate estimate of the anticipated duration of a disability. The
Certificate is used to determine the applicant’s eligibility for certain benefits under the Statutory Accident Benefits
Schedule (SABS).

Purposes:
e To assist insurers in determining the claimant’s entitlement to certain benefit(s).
e To identify the injuries and impairments which are a direct result of the motor vehicle accident.
e To indicate the anticipated duration of the disability for which the benefits are being applied.
e To list tasks and activities limited by the injury and sequelae.
e To identify any relevant prior and concurrent conditions.
e To increase the accountability of the claimant, health care practitioner 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-3 required?

An insurer may require the completion of the Disability Certificate from the applicant’s health practitioner to process the
following Accident Benefits:

e Income replacement

e Caregiver

e Non-Earner

e Lost Educational Expenses

e Housekeeping and Home Maintenance Expenses

Subsequent Disability Certificates will be accepted only at the request of the insurer.

Who completes this form?

The Applicant or a substitute decision maker completes Parts 1 to 3 and signs Part 4. 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.

Only an authorized health practitioner (i.e., chiropractor, dentist, nurse practitioner, occupational therapist, optometrist,
physician, physiotherapist, psychologist or speech-language pathologist) can complete the rest of the form. He/she is then
expected to submit the completed Certificate directly to the insurer.

Complete OCF-3 based on your most recent assessment of the Applicant. An additional assessment for the purpose of
completing the OCF-3 should not normally be required. Do not leave any sections blank, as the form may then be
considered incomplete, possibly causing delays in determining entitlement for benefits.

Complete this form as soon as possible following an accident, because the form must be returned to the insurer within 15
days from the date that the Applicant receives the insurer's request for a Disability Certificate. If the OCF-3 is being
completed to support the claimant’'s application for accident benefits, it must be completed by a health practitioner no
earlier than 10 business days after the date of the application. Benefits may be affected if the certificate is not received
within the required timeframe.
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Fee

Mote: The fee for completing this cerfificate iz not a health care bensfit of the Ontaric Minisiry of Health and Long-Term Care. This fee should be billed
to the insurer directly.

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

Return this farm to:

N
ABC Insurance Company Disability Certificate
PO Box 123, Station A’ (OCF 3)
Toranta, O™ Lise {5 206 A OGRS EREOGEN O OF FTEV Alavernier 1, 1000
M1 M 1M1 Claim Humber: | 1234R67-00]
Attn: dhary MacGregor
Folicy Number: | D87 5543

Cate o oo | 20031001

‘ For this applicant, this is Disability Certificate number _1  from this health professional/facility

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.

Disability Certificate Number

Enter a number indicating how many times you have completed a Disability Certificate for this applicant and this motor
vehicle accident.
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Part1  Applicant Information
P t 1 Dae 0TI (7 YMMDD Gehder Tekphoke Namber ExEziog
a . 19400R2R ¥ mak O reman (416) BEE-EERE [lalala)
Applicant e
Information Smith
Flrzt Mame Midde Name
To be completed Jonathan James
by the applicart eIz
123 Main Street
Chy Proul ves Portal C ode
Toronto [ MO A 9 MD

To be completed by the Applicant.

Part 2 Insurance Company Information
I
Part 2 Mame of Insurance Company City or Town of Branch Office (if applicable)
Insurance ABC Insurance Company Marth York
Company Mame of Insurance Company Reprasentative
Information Mary MacGregor
Telephans Fax
To be completed {416] 555-5555 [416) 555-5555

by the applicant

Mame of policy holder same as:
[¥]#pplicant CR

Policy Holder Last Mame

Pelicy Holder First Mame

To be completed by the Applicant.

Part 3  Accident Description
Part 3 Give a brief description of the accident and what happened to you. Please describe any injuries you sustained as a direct result
Accident of the accident.
Description

To be completed
by the applicant

While stopped at a red light, I was rear-ended by a van. My head was thrown forward and hit
the steering wheel. The seat belt caused significant bruising to my neck, chest, and abdomen.

I additional sheets attached

The Applicant must describe both the accident and the injury sustained as a direct result of the accident. Additional

sheets may be attached if necessary.
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Part 4  Applicant Signature

I AT,

Part 4 | autherize my treating health ph. fessional to collect, use and disclose to my insurer or to & health professional, social worker, or

APP licant rehabilitation expert propery identified by my insurer fo conduct an examination, only such information relating to my health

Si condition and treatment received as a result of the automobile accident and any pre-sxisting or subsequently occurring health
ignature conditions that may be barriers fo my recovery as a result of the automobile accident, as is reasonably required for the purpose

of providing treatment and determining my eligibility for bensfits. | authorize the health praciitioner who completes this form to
contact my employer, if this is necessary. to confirm the essential tasks of my employment and the nature and extent of any
available work with madified hours or duties.

| cerify that the information provided is true and correct. | understand that it is an offence under the Insurance Act to knowingly
make 3 false or misleading statement or represeniation to an insurer under a contract of insurance. | further understand that it
s an offence under the federal Criminal Code for anyone, by deceit, falsehood, or other dishonest act, 1o defraud or attempt to
defraud an insurance company.

Marne of Applicant or Substitute Decision Maker (please pring) Signature of Applicant or Substitute Decision Maker Date (YO MMDD)

John Smith|

After you have explained the injuries, the Applicant or the Applicant’s substitute decision maker, as defined in the
Substitute Decisions Act, must sign here.

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.

Part 5 Injury and Sequelae Information

To the Health Practitioner:
Please complets the following infarmation based on your most recent examination of the applicant named in Part 1 and return the form to the insurance

O T“Ejf listed in Part 2. Please print clearly.

Part 5 Provide a description (list most significant first) and associated ICD-10-CA% code for any injuries and sequelas that are the
Injury and direct result of the automobile accident.

Sequelae Description Code
Information Sprain and strain of lumbar spine 5135

This part and the

. Headaches G44
rest of this form
must be completed | wayitiple superficial injuries of thorax 520.7|
oy your Heaalth
Practitioner

Mote":Refer to the User manual at www.hcainfo.ca for ICD-10-CA coding information.

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.
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Part 6 Relevant Dates

Part 6 Date symptoms first appeared: (rrr AMOD) Date of most recent examin sban: (1777 MADD)
20031001 20031006
Relevant
Dates Cetel it phstTaceiEntistan natior Gt g i kMDD 3)  mpplicant was seen by me priorto the acddent? o as o He
20031006 b)  If answerto a)is yes, enterdate on which the appiicant was first seen: (YYYYMMDD)
19820115

The question referring to the period of time under your care helps the insurer to understand your history of caregiving with
this Applicant.

Part 7 Disability Tests and Information

Part 7 Disability Tests and Information
2] Bazed onyour current knowledoe and information provided by the applicant, pleaze provide aresponze to each Benefititpplicant Category
Onset of
Benefit/Applicant S Disabili A P s Anticipated
Cate Disability Test isability Task/Adtivity Limitations Duration
pym medd)
|5 the applicart sukstantially unable Pleasze explain:
ta petform the essertial tasks of Fr-ne
histher employment at the time of 20031001 * Mo ||fT|ng o ¥ 1-4weeks
the accidert as a result of and s« [MNoprolonged sitting O 5-5 wesks
within 104 weeks of the accident? 0 9-12 weeks
Income ¥ wes OMo O Nt O more than 12
Replacement weeks
Benefits
Employed: Can the spplicant return towork on Pleaze explain:
working at the time | MAdified hours and or cutiss? #odified weork hours and duties | v 1.4 wesks
of the accident .
VT unavailable, O 5-5 weeks
= O 912 wesks
O mote than 12
wweeks

(Partial screen print)

[4)] If you responded Anticipat ed Duration 'more than 12 weeks' to any disability test above, please explain why the taskfactivity limitations are likely
to persist beyond 12 weeks

In order for the claimant to receive all the benefits for which he/she may be eligible, you must provide a response for each
category, even if you answer N/A (not applicable). Provide examples for each “Yes” or “No” answer. For more information
on Disability Test and Benefit categories, contact the insurer.

The responses should be based on your current knowledge and information provided by the client.

In order to provide accurate information regarding Income Replacement Benefits and modified hours or duties you may
benefit from contacting the employer, but a job site assessment is not required to complete this form.

Anticipated duration of the disability is to be based on your best judgement, NOT the claimant’s determination. Hence, you
must fully explain why the limitations will continue, if you check “more than 12 weeks.”

Future Employment is no longer an eligible Benefit/Applicant category.
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Part 8  Further Investigations or Consultations

Part 8 a)  Have there been any examinations, investigations, or consultations not previously reported by you?

Further Qg & Ves (please specify findings and results)

Inve stigations L . L .

or Examination conducted by the orthopaedic surgeon, October 5, 2003 indicates injury of
Consultations radial nerve at forearm level.

by Are further examinations, investigations or consultations contemplated ar required?
O na « ‘fes (please specify)

Follow-up visit with the orthopaedic surgeon scheduled for November 15, 2003

Describe the results of any relevant prior investigations and consultations, if any, and whether any further investigations
and examinations are required.

Part 9 Prior and Concurrent Conditions

Part 9 a)  Prior tothe accident, did the applicant have any disease, condition or injury that affected hizher ahility to perform the
a activities listed in Part 77

Prior and O ko O Unknown & “Yes(pleass explaing

Concurrent

Conditions Periodic low back pain. Last episade March 2003,

If ves, is the applicant currently receiving any disabilty benefits for the pre-existing dissase, condition o injury?
& Moo O Unknown O Yes(please explain)

Fatient returned to modified work June 2003, W5IB benefits discontinued at that time.

If vou trested the spplicant for similar conditions prior to the accident, plesse describe (include date of onset, any
subssguent irtervertions, snd status at the time of the actidert).

Low back strain injury of March 2003 ftreated with heat Therapy and gradual progression fo
an active exercize program, Home exercise and use of a lumbar suppart belt for lifting
allowed return to modified work in Tune,

bl Since the automobile accident, has the applicant developed any disease, condtion or injury, not related to the aocident,
thiat could affect hisiher disabilty?
O me O Unknown Yes(please explain)

Depression - sudden death of mother,

Provide relevant information in response to these questions to the best of your knowledge and based on information from
the claimant. A response of “Unknown” may prompt a request for further clarification from the insurer.
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Part 10 Medications

Part 10
Medications

a)

Pleaze list any medications (including dosage and frequency) thet the applicant i currenth taking for injuries related to the
automohile accident.

Maprasyn 275 mg (1 every & hours as needed)
Tylenol 3 (1 every 4 to & hours as needed)

Wiere these medications prescribed by you? O Mo ¥ e

]

Pleaze list any medications (including dozage and frequency) that the applicart i= currently taking as a result of prior or
concurrent conditions identified in Part 5.

Zaloft 25 mg / day

Wiere these medications prescribed by you? O Mo ¥ e

If you are unaware of any medications, ask the claimant for this information.

Part 11 Health Practitioner Signature

——
Part 11 MName of Health Practiticner College Registration Mumber
Barry Brown 123455 You are a:
Health J _ i i i Chiropra
Practitioner Facdity Name (if applicable) AISI Facility Number (if applicable) H E |r?p:.ach:ur
. Family Care Clinic T2222 entls
Signature poE— [ Nurse Praciitionsr
234 Second Avenue East E gc%pic’;ﬁl Therapist
City Province Postal Code 7l FI’EﬁE a; =
Toronto — oN - MM aM2 O Physiotherapist
.TE'|_E-FI|'IE_:"E' '\lember :xl.fnsl::nn Ilrax_l.\.lumber_ ) D Peychologist
(416) 555-5555 2424 (418} 555-5555 O Speech-Language
Email Address Pathologist
borown{@famcars.ca

| confirm that the information provided is true and correct. | understand that it is an offence under the Insurance Act to
knowingly make a falze or misleading statement or representafion to an insurer under a confract of insurance. | further
underztand that it iz an offence under the federal Criminal Code for anyone, by deceit, falsshood, or other dishonest act, to
defraud or attempt to defraud an insurance company.

Barry Brown|

Mame of Health Practiicner (please print)

Signature of Health Practitoner

Date (Y YMMDD)

Regulated Health Professionals should include their college registration numbers. An AlSI (Automobile Insurance
Standard Invoice) number is not necessary for the completion of this form; however, you can obtain more information on

registration at www.hcaiinfo.ca.

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