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Date Description of Change Reason
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20060301 | Revised Further information, Who Completes this | Redirects users to HCAI website for further

Form, Invoice Information information _and reflects removal of DACs and

inclusion of social worker.

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-21 Auto Insurance Standard Invoice. Other manuals are available to assist in the
completion of:

OCF-3 Disability Certificate

OCF-18 Treatment Plan

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 Auto Insurance Standard Invoice 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.

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.




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.

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.


http://www.hcaiinfo.ca/

OCF-21  Automobile Insurance Standard Invoice

Background

The Automobile Insurance Standard Invoice, AlISI, is to be used when billing automobile insurers for
medical and rehabilitation goods and services, assessments and examinations. It is used for accidents
that occur on or after November 1, 1996. Any health care provider billing an Ontario automobile insurer to
treat the victim of a motor vehicle accident for benefits under the Statutory Accident Benefits Schedule of
the Insurance Act should use this form.

The Standard Invoice was devised to provide more efficient processing of invoices, better information
about medical and rehabilitation health services being provided, and increased accountability in the
automobile insurance sector. There are three distinct versions for the standard invoice: A, B and C. The
circumstances under which each version must be used are set out below.

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 to use Version A?

You can use Version A only where an auto insurer has approved the goods and services that are being
billed. Insurer approval is requested using the following forms:

e a Treatment Plan (OCF-18),
e aDesignated Assessment Centre Referral, Plan and Summary Form (OCF-11),
e an Application for Approval of an Assessment or Examination (OCF-22/198).

Since the approved plan has already described the injury, health provider and goods and services
information, there is no need to duplicate that information. Version A works in conjunction with the
approved plan to indicate services provided and remuneration owing.

When to use Version B?

Version B must be used when billing an auto insurer for goods or services that have not been previously
approved. It may not be used for billing Pre-approved Frameworks (use Version C). Version B requires
the provider to describe all the injury, health provider and goods and services information.

Providers have the option of using either Version A or B if an OCF-18 (Treatment Plan), OCF-11 (DAC
Assessment Plan), or OCF-22 (Application for Approval of an Assessment or Examination) has been
approved.

When to use Version C?

Version C must be used when billing for services rendered through a Pre-approved Framework. This
includes billing for PAF Extension Visits approved by the insurer on an OCF-24.

Who completes this form?

The Applicant or Substitute Decision Maker completes Parts 1 and 2. The remaining invoice can be
completed by the health care provider, social worker or by the individual responsible for the facility billing.
The health care provider or their authorized signatory must sign Part 4.



Fee

There is no fee associated with the completion of the Standard Invoice.

Return this form to:

ABC Insurance Company
PO Box 123, Station "4
Taoranta, O

AT A 1A

Attn: Mary MacSregar

|
Auto Insurance Standard Invoice
(OCF-21)

Lize s form R @ocioends e oo on o arer November 1, 1000
Claim Nurmber: | 1234567-001
Folicy Mumber: | D87 a543

e e eer | 20031001

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.

Part1  Applicant information

Pﬂl't 1 Dak OTEIM Y YMMDO Gepcer Tekpione Nimber ExEsziog
Applicant 19400525 v mae O remae (416) 556-5555 4222
o artName
Infermation Smith
FirstName Midde Name
;3 Fheecaog;’ﬂlce;id Jaonathan James

Akiress

123 Main Street

Chy P rowl e Pogtal C ool

Taranto o] AS A QA0

If this is a second or subsequent invoice, you do not have to fill out all fields of this section. Provide
only the full name and date of birth. If an applicant’s address has changed, provide the new address.



Part 2

Insurance Company Information

—— .
Tompany Hame City or ToAm of Eranch CFc2 [T appilcaniz)
Part 2 ABC Insurance Company Morth York
Insurance Ad]ustEr L3s Hame 5T It Hame
Company MacGregor Mary
3 AO]UGIET TEIEphanE Exienson | AGJUEIEr Fax
Information | ./ 555 5555 4777 | (418) 555-5555
Name o pollcy NOI0er 5ama 35. | Polcy Foger Lt Mame NGy Hoioer FITEL Hame
[ #poscant or ZSmith Jessizal

This is the name of the insurance company and branch responsible for processing and paying the
invoice. Completing the adjuster information fields, if known, will assist insurers to process the invoice
more quickly. The name of the Policyholder will assist insurers to match the accident with the policy,
thus ensuring quick processing of the invoice.

Part 3 Invoice information
For previously approved goods and services, please complete the following:
Plan Date Approved Previously

Type of Plan or Pre-approved Framework (Y¥YYMMDD} Plan Number Amount Billed
[] TreatmentPian (ocF-18) + awas | 03 x| o x| D1 1| $490.50 $0.00

I

Part 3 D Assessment Plan (OCF-22) + B B A B

Invoica e | COR - 3042  ese | Type: | s B B B =l

Information Futiredcn | [F] ves [Jus +  Aftach Version A or B
4 Attach Version C

iires | [ ves [e

For all other invoices, attach Version B

Invoice number is the space for your own internal invoice number. It is optional.

Indicate that this is a First Invoice, if you are beginning to treat this applicant for injuries sustained in a
new motor vehicle accident or in relation to a new Treatment Plan.

Indicate “Yes” to the Last Invoice question, if the applicant has been discharged.

If the invoice is for pre-approved services, please check the appropriate type of plan or PAF and indicate
the date and number of the plan.




Part 4 Payee Information

Faclny Mame [F appicabie] AISI Faclity Mamber (T applcabe)
Part 4 Family Care Clinic T2222
Payee Tayee Laal Mame Sayze FIrel Mame Fayes NUmEer (T applcatie]
Information Berringion Belinda 854321
AdOress
234 Second Avenue East
Clty Province Pastal Code
Taranto oM =] | M2M2mz
Takaphons Kumbsar Extensian Fae Murnber
{418) 555-5555 2424 {418) 555-5555
Emall Agdress

bherringtongfamcare.ca

m wish 1o geclare that | have na conflicts of Interest relating to this Invalce, and | have detemined, after making reasonatle Inquines, that there are no
canflicie of Interest relating to this Involee on the part of any person whio refsmed the applicant to a person wha provided goods or services refemed 1o In this
Invalca

or

I:I am declaring the following conflicts of Interest relating to this Invalce

| certify that the information provided is true and correct. | understand that it is an offence under the Insurance Act to knowingly make a
false or misleading statement or represeniation to an insurer under a contract of insurance. | further understand that it is an offence undsr
the federal Criminal Code for anyone, by decsit, falsehood, or other dishonest act, to defraud or sttemipt o defraud an insurance company.
This information will be used for processing payments of daims; idenfifying and analyzing the nature and costs of goods and services that
are provided to automobile accident victims, by health care providers; preventing fraud and detecting fraud where there are reasonable
grounds o suspect fraud.

Kame of H2akn Professional Soclal Workar ar Adlhorized Signatory Signahure of Haalin Professional Soclal Workar or Authorzad Dabe (YY" YMMDD)
[piease print) Signatory
Belinda Berrington

Full mailing address and other contact information must be completed.

AISI Facility Number

AISI Facility Numbers are required for facilities and unregulated professionals but not regulated health
professionals. You can obtain an AISI Facility Number by registering at www.hcaiinfo.ca. If you already
have an AISI Facility Number, you do not need to register again for the new invoice. Regulated Health
Professionals may also register for an AISI Facility Number, although it is not mandatory. Enter your AISI
Facility Number in this field (e.g., T---). If you are a regulated health professional and have not registered,
leave the field blank.

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

Payee Number

If you are a regulated health professional, enter your college registration number here. Unregulated
providers must obtain an AISI provider registration number by registering at www.hcaiinfo.ca. Providers
that already have an AlSI Provider Number do not need to register again for the new invoice. Unregulated
providers enter the AISI Provider Number in this field.

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

Conflict of Interest and Signature of Health Professional

Read the Conflict of Interest statement and check the appropriate box.

Signature of Health Professional (Authorized Facility Signatory)

If the invoice is submitted by a regulated health professional or social worker, the regulated health
professional or social worker provides the signature. When unregulated providers/facilities register, they
indicate who is authorized to submit invoices on behalf of the facility.
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The inclusion of a revised statement of understanding identifies for the Health Professional or Social
Worker the range of specific uses that will be made of information related to providing services to injured
auto insurance claimants

Version A

You can use Version A only when billing for goods and services that have been requested and approved
through an OCF-18, OCF-22, or OCF-11. Injuries, providers, goods and services are detailed on the plan;
there is no need to duplicate that information on Version A. If you wish, you can choose to use Version B
for goods and services that the insurer has already approved following submission of one of the forms
named above.

Injury and Sequelae Information

OCF-21 - Version A - page 2

Thnis fom may be used for olliing goods and sendces that have besn previcusly approved Dy the Insurer throwgh an OCF-18 or DCF-22
Thnis fam may not be ws2d for Pre-approved Frameworks (use Verslon © - pages 2 and 3) or goods and senvices that have not besn previously approved (uss Version S - pages 2 and 3)

Imjuries and Sequelas

Description Code

Sprain and strain of lumibar 2pine 5335
Headaches 44

Injury dezalls are Nt reguined I ihey are N2 same 25 IN05E o 3 Previausly
approved plan
‘Refar to the Uiser Manual at wyyw healafo.ca for coding.

Injuries need only be entered if there has been a change in the injuries/sequelae and no change to
the planned goods and services since the plan was approved.

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.

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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Providers

Prowider Type List - | Providers Requiatad Unregulated
{College Reqsaration (AIS] KumDer It [CLOEEas F”'&i:'“"’-"

Typa Last Hams Flrat Hama Murnber} applicable, or biank)

g

"'Ff;l Berrington Bainza [ FEI00
m-nc.-;l EBrannigan Earsyp K123 £40 00
=1
=1
=1
=
Proviger detalls are not required I they ara the same a5 thase on an approved plan
* Refer bo the User Manual & warw healintg ca for cod g,

MmO | m | e

Providers need only be entered if there has been a change in the providers since the plan was
approved.

Health providers/Social workers are assigned an upper case alphabetic letter (i.e., the Provider
Reference). The Provider Reference letters are used to cross-reference information on previously
approved plans and the Automobile Insurance Standard Invoice.

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

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

If you are a regulated health professional or social worker, 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 nhumber.

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.

The box for Insurer Use may be used by insurers to total goods and services by Provider Type for
statistical reporting.
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Goods and Services

Each calendar page represents one month of goods or services rendered. Column headings 1 through 31
across the top of the table represent the dates of service from the first of the month to the thirty-first of the
month. If you are invoicing for goods or services which span across 2 months, complete one Version A for
each calendar month. Totals need to be calculated on only the last calendar page.

Details of the good or service (descriptions and CCI/GAP codes) are not required on Version A. These
are already provided on the approved plan. You need only enter the Goods/Service Reference number
from column 1 of the approved plan in the first column of the calendar table.

For each date a good or service was rendered, indicate the reference number of the Provider (column 1
from the Provider Table -- A or B or C, etc.) who rendered the service or prescribed the good.

Goods/Service Reference

Enter the goods and services reference number from the previously approved plan (e.g., 1, 2, 3).

Example from an approved Treatment Plan OCF-18

Part 12 Proposed Goods and Services
Tothe extent possible, this Treatment Plan should indude all goods and services [GiS) contemplated by the Health ProfessionallF adility for the perdod of thiz Treatment Plan
s Provider Estimate | Day Projected
Description *Code Tattribute
Rt REf Quantity Measure Cost (T:gltfn't I:oot:tl
/—l Initial Assessment Z2.ZZ.02 A it hr 45,00 1 45,00
2 Claim Form (OCF-18) 7.5J.30.LE A 1 pr 4250 1 4250
3 Maobilization 1.51.01 A 25 hr 15.00 12 180.00
Exercise Ball G.EX. 14 B 1 qd 20,00 1 20,00
0.00
Example from corresponding Standard Invoice OCF-21A
G P
s Month iyyyy-mm): | 2003-10 L cﬂlasyﬂ crnznfnfrlt E?Jtsall
\ 1 z2 3 4 Ll 3 7 g a3 10 11 1z 13 14 15 16 ¢ 30 31
N A 45.00 1 45.00
2 A 42.50 1 42.50
3 A A A A 15.00 4 60.00
4 B Y|¥ | 2000 1 20.00
5 B B 25.00 2 50.00
*Refer to the pre-approved plan for each good and senvice reference number (&/5 Ref),
Enterthe Provider Referance from the pre-approved plan or the Provider table abowe atthe intersection of the date Q9 217.50
of zervice and the G5 Refindicating the providerwho rendered or prescribed the service or good.

Month (yyyy-mm)

Enter the month the services or goods were rendered in the format yyyy-mm (e.g., 2003-11). Each
calendar page represents one month. Additional pages can be used for additional months.

Provider
Enter in the grid the provider reference letter (e.g., A, B, C) of the individual who rendered the service or

prescribed the good under the appropriate dates. The only entries that should appear on the calendar are
upper case alphabetic letters.

10



GST and PST

The only valid entry in the GST and PST columns is blank (does not apply) or a check mark 4(applies).
Amounts associated with GST and PST are indicated as totals and are not required at the detail level.

Cost / Day

All goods or services on a single row must have the same cost per day. Enter the cost per day in this
column (e.g., $20.00 for a 1/2 hour service each day).

If a service or good has a different cost per day it must be entered as a second row with the same G/S
Reference number (e.g., $40.00 for a 1 hour service for each day).

Total Count / Service

The Total Count is a count of all dates when this good or service was prescribed or rendered at the cost
indicated for this row. If 6 therapy sessions are indicated for this row in the calendar, Total Count is 6.

Total Cost / Service

The Total Cost column for each row is equal to Cost/Day times Total Count (i.e., the total for this service
or good at this rate for the month).

Sub-Total Count

The sub-total of Total Count is the sum of all counts of all goods and services rendered for the month. It is
calculated by summing the Total Count column and should be equal to the number of calendar dates of
service with a provider in the box.

Sub-Total Cost

The sub-total of Total Cost is the sum of all costs for all goods and services rendered for the month. It is
calculated by summing the Total Cost column and should be equal to the cost of all goods and services
by all providers for all dates of service for the month.

Other Insurance Amounts

hCH Ingurer 1 Ingurer 2

i E Chiropractic:
5 E_S Physiotherapy: -100,00
=5 o
= E z MassageTherapy:
=
- ﬁ E 10ther Service Type:
£ 85 Total: 000  -100.00 0.00
= E Please Specify Other

Service Type:

Enter the total amounts received or estimated to be payable to you on this invoice for goods and services
from other insurance sources (e.g., Ministry of Health and Long-Term Care and Extended Health Care
plans to which the applicant is eligible).

11



Categorize amounts by Chiropractic, Physiotherapy, Massage Therapy, and Other. When the category

“Other” is used, specify the type of services covered (e.g., dental, psychological, optometric).

Amounts may be signed (+/-) or unsigned. When you are indicating the amount payable or not payable

from an Other Insurer:

e Use a negative sign (-) to indicate the amount you have received or will receive directly from the
collateral source or applicant. This will allow collateral insurance payments to be subtracted from

the sub-total to determine the amount owed by the automobile insurer.

e Use a positive sign (+) or leave unsigned to indicate the amount previously identified for payment
by another insurer but subsequently ruled ineligible. This will allow you to add the unpaid amount to

the auto insurer’s invoice.

Account Activity Since Last Invoice

Account Activity Since Last
Invoice (if Interest is being charged)

Prior Balance: 120.50
FPayment Heceived
from Auta Insurer; 0.00
20verdue Amount: 120.50

Schedule.

“The insurer shall pay interest on owverdue outstanding
balances in aceord ance with the Statotory Accident Benefits

This section is required only if you are charging interest on this invoice.

It provides details on Overdue Amounts which are the basis for Interest charges. Enter Prior Balance (the
“Auto Insurer Total” from your last invoice) and subtract Payments Received since your last invoice to

calculate Overdue Amount.

12



Totals

Sub-Total: 21F.h0

MOH: 0,00

Other Insurer 1 + 2: -100.00
GST (if applicable): 1.40
PST (if applicabls): 1.60
{Interest: 241

Auto Insurer Total: 122.91

In the Totals section:

Sub-Total is the sum of the cost of all goods and services included on all pages of this
invoice.

MOH is the sum of all Ministry of Health and Long-Term Care amounts. This amount is taken
from the “Other Insurance” amounts table, column 1 (MOH). Amounts paid to you or
expected to be paid to you are subtracted from the amount billed to the auto insurer.
Amounts that you previously stated were available for you to receive but that you were
unable to collect are added to the auto insurer’s invoice.

Other Insurer 1 + 2 is the sum of all amounts received or payable to you from other insurers.
This amount is taken from the “Other Insurance” amounts table, column 2 + column 3.
Amounts paid to you or expected to be paid to you are subtracted from the amount billed to
the auto insurer. Amounts that you previously stated were available for you to receive but that
you were unable to collect are added to the auto insurer’s invoice.

GST is the total GST for all goods and services included in this invoice. Goods and services
to which GST applies are identified with a check mark in the GST column.

PST is the total PST for all goods and services included in this invoice. Goods and services
to which PST applies are identified with a check mark in the PST column.

Interest is the total amount due for overdue outstanding balances and is based on the
Overdue Amount calculated in the section: “Account Activity Since Last Invoice.” Interest is
calculated in accordance with the Statutory Accident Benefits Schedule.

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

13



MWake cheqgue payable to:

Other Information:

Make cheque payable to

Enter the name of the facility, clinic, or person to whom the cheque should be made payable.

Other Information

This space may be used to communicate any additional information that will help the insurer process the

invoice.

For Insurer Use

For insurer's Use anly

Feviewsd By:

Approved By:

Fayee MName:

Fayment Amount:

Total

Iiterest

Grawd Totl

This table is provided for insurers’ review, approval, and payment processes and to assist with
communication with accounting functions. The grand total is broken down to allow sub-ledgering of
interest separately from medical payments.

14



Version B

Version B must be used when billing an auto insurer for goods or services that have not been previously
approved. It may not be used for billing Pre-approved Frameworks (use Version C). Version B requires
the provider to describe all the injury, health provider and goods and services information.

Providers have the option of using either Version A or B if an OCF-18 (Treatment Plan), OCF-11 (DAC
Assessment Plan), or OCF-22 (Application for Approval of an Assessment or Examination) has been
approved.

Injury and Sequelae Information

OCF-21 - Version B - page 2

Werslon B - pages 2 and 3 are wsad together for biling Joods and senvices that have not been previously approved by the Insurer fhrough an OCF-18 ar CCF-22
They may be wsed, at the gscretion of the proviger, for Bliing any goods or 5envices extept Pre-approved Frameworks (use Werslon © - pages 2 and 3)

Imjuries and Sequelae

Description Code
Sprain and strain of lumibar 2pine 5335
Headaches G4

Injury detalls are not reguined If they are Ihe same a5 those an 3 previously
approved plan
‘Refer to the Uiser Manual at wyyw healinlo 3 for coding.

Injuries must be entered if:

)] no plan has been submitted,
i) the plan has not been approved, or
iii) there has been a change in the injuries/sequelae since the plan was approved.

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.

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.

15



http://www.hcaiinfo.ca/

Providers

Prowider Type List - | Providers Requiatad Unregulated
{College Reqsaration (AIS] KumDer It [CLOEEas F”'&i:”“’*
Typa Last Hams Flrat Hama Murnber} applicable, or biank)

g

rr-rr;l Berrington [=E) E54321 S60.00
m-nc.-;l EBrannigan Earsyp K123 £40 00
=1
=1
=|!
=1
Proviger detalls are not required I they ara the same a5 thase on an approved plan
* Refer bo the User Manual & warw healintg ca for cod g,

MmO | m | e

Providers must be entered if:

i) no plan has been submitted, or
ii) the plan has not been approved, or
iii) there has been a change in the providers since the plan was approved.

Health providers/Social Workers are assigned an upper case alphabetic letter (i.e., the Provider
Reference). The Provider Reference letters are used to cross-reference information on previously
approved plans and the Automobile Insurance Standard Invoice.

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

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

If you are a regulated health professional or social worker, provide your college registration number and
leave the AISI number blank. If you are an unregulated provider, you can obtain an AISI humber 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.

The box for Insurer Use may be used by insurers to total goods and services by Provider Type for
statistical reporting.

16
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Goods and Services

‘Wfru urulnun'q-u = Cwcoripon “Cods T Flmdnz Suamiity [ — Bl::]T F::IT cost
= _w || e w | | =] [|Iviial Azsessment 177202 T 0.75 = | 45.00
o _w || =] | x] [coim Famm 2oF-18) 7.2J.3018 ] 1.00 L 3| 42.50
= ¥ || v _w | | _»| |Mozlization 1.81.01 x| 0.25 =] 5.00
wo_x || x| _x ] [Momtizaien 1.81.01 ] 0.25 == .00
e _w || i =] | x] [Mooilzation 18101 =] 0.35 | 1£.00
= _w || o w| | | |ExercissBal GEN14 ] 1.00 u_v| 4 o 0.0
wo_x || x| 1w |Exercse 1.Zz02 R ] 1.00 =] 2500
e _w || o =] | =] [Mooization 18101 o] 0.25 -zl £.00
o _w || owl | ] |Exercie 17Z02 GR 3] 1.00 =] 25.00
| “Rntar I:l@ll'ﬂulﬂllmhltﬂanhaﬂd1p | Sub-Total 140 160 7.0

Refer to Appendix B for additional examples of this section of the invoice

Date of Service

Enter the date the good or service was rendered in the format year, month, day (e.g., 2003-11-15).

Description

Enter a brief 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 under Auto Insurance Resources>Statutory Accident Benefits>Codes and

Appendices.

Provider Reference

Enter the Provider Reference code of the professional rendering the service or prescribing the good.

When a service is provided by more than one health care professional or social worker, enter all Provider
Reference codes (separated by commas) and add the appropriate Attribute Code (e.g., IM - individual
with more than one provider).
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Unit (Quantity and Measure)

Enter a number and the unit of measure to indicate the quantity of goods or services rendered on a single
date of service. For time-based services, the unit of measure is an hour. Any portion of an hour is entered
as a decimal (e.g., 15 minutes is represented as .25 Hr). For procedure-based services, the unit of
measure is a procedure and is always a whole number (e.g., a chiropractic manipulation is represented
as 1Pr).

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

GST and PST

The only valid entry in the GST and PST columns is blank (does not apply) or a check mark 3(applies).
Amounts associated with GST and PST are indicated as totals and are not required at the detail level.

Cost

Enter the cost of the good or service for the specified date.

Sub-Total

Enter the sum of all costs on this page.

If more pages are required, duplicate page 2 only, and indicate the sub-total at the bottom of each page.

Other Insurance Information

OCF-21 -VYersion B (page 3)

‘erslon B -pages 2 3vd 3ane wged togetieror billleg qoods Avd seruies thathave wtbeey preulons hyapproued bythe learer throngh 38 OCF-18,,0CF-11, 0r OCF-22,
They may be wged, gtthe discreton otthe prouler, vor billleg 2vygoods or 2 erukes ¢ cept Pre-Approved Frameworks (ze Yerzhon G -pages 2a1d 3.

OTHER INSURAHCE: | have made reasonable enguiries of the claimant and have determined that:
O HO  There s no other instrance coverage ¥ YES There is other insurance covergoe that is potentially avaliabie
Jdentified for these goods and sendces to coverpartialy cover these goods and senices.
MOH |z there Ministry of Health and Long-Term Care (MOH) coverage for goods and services included in this irvoice?
O ves O Mo ¥ bt applicakle
Ofher lisnrer Name Other len@us: PEYOTPoley Nimber
Cther | 27 Life Insurance Company H3A-87631
|nS1UrEr Hame of FEy Member Other leenrer's e viifler
Jonathan Smith 401-123-321
Ofher lisnrer Name Other len@us: PEYOTPoley Nimber
Cther
In=surer Hame of PEy Member Other liEnners Ide wiifer
Other izv@uce defalk are votreqaired Kibey ame the zame ar tioge o1 3 pre-approved paE .

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.

Indicate if the goods or services provided are covered by the MOH.
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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 (for example, 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 which are payable by any other insurer.

This information is not required on Version A as you have already provided it in the approved plan. It may
be left blank on Version B if you have already completed it on the approved plan and have elected to use
Version B for invoicing.

Conflict of Interest Definition

Conflict of Interest Definition

A person has @ conflict of interest relating to an invoice if:

i1 the person or & relsted person may receise a financial
henefit, directly or indirectly, a5 a result of the provision, by
the related person o another person, of the goods or
semvices, and

il the personwho may receive the financial benefits iz not the
employee of the perzon who will provide the goods or
services and does not have a contract wath the person who
will provide the goods or services o under which goocks ar
zervices of that kind are provicded.

Determine if you have a conflict of interest relating to this invoice. Refer any questions to your college or
association.

Other Insurance Amounts

o a MOH Insurer 1 Insurer 2
g Chiropractic:
S &g Physiotherapy: -100.00
= :T: g Massage Therapy:
% @ 2 "Other Service Type:
22 Total: 0.00 -100.00 0.00
5 = “ 'Please Specify Other
i_‘_ Service Type:

Enter the total amounts received or estimated to be payable to you on this invoice for goods and services
from other insurance sources (e.g., Ministry of Health and Long-Term Care and Extended Health Care
plans to which the applicant is eligible).
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Categorize amounts by Chiropractic, Physiotherapy, Massage Therapy, and Other. When the category

“Other” is used, specify the type of services covered (e.g., dental, psychological, optometric).

Amounts may be signed (+/-) or unsigned. When you are indicating the amount payable or not payable

from an Other Insurer:

e Use a negative sign (-) to indicate the amount you have received or will receive directly from the
collateral source or applicant. This will allow collateral insurance payments to be subtracted from

the sub-total to determine the amount owed by the automobile insurer.

e Use a positive sign (+) or leave unsigned to indicate the amount previously identified for payment
by another insurer but subsequently ruled ineligible. This will allow you to add the unpaid amount to

the auto insurer’s invoice.

Account Activity Since Last Invoice

Account Activity Since Last
Invoice (if Interest iz being charged)

Prior Balance: 120.50
Fayment Heceived
from Auto Insurer: 0.00
20werdue Amount: 120.50

Schedule.

“The insurer shall pay interest on overdue outstanding
balances in aceord ance with the Statotony Accident Benefits

This section is required only if you are charging interest on this invoice.

It provides details on Overdue Amounts which are the basis for Interest charges. Enter Prior Balance (the
“Auto Insurer Total” from your last invoice) and subtract Payments Received since your last invoice to

calculate Overdue Amount.
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Totals

Sub-Total: 21750

MOH: 0,00

Other Insurer 1 + 2: -100,00
GST (¥ applicable): 1.40
PST {if applicablel: 1.60
Interest: 241

Auto Insurer Total: 12291

In the Totals section:

Sub-Total is the sum of the cost of all goods and services included on all pages of this
invoice.

MOH is the sum of all Ministry of Health and Long-Term Care amounts. This amount is taken
from the “Other Insurance” amounts table, column 1 (MOH). Amounts paid to you or
expected to be paid to you are subtracted from the amount billed to the auto insurer.
Amounts that you previously stated were available for you to receive but that you were
unable to collect are added to the auto insurer’s invoice.

Other Insurer 1 + 2 is the sum of all amounts received or payable to you from other insurers.
This amount is taken from the “Other Insurance” amounts table, column 2 + column 3.
Amounts paid to you or expected to be paid to you are subtracted from the amount billed to
the auto insurer. Amounts that you previously stated were available for you to receive but
that you were unable to collect are added to the auto insurer’s invoice.

GST is the total GST for all goods and services included in this invoice. Goods and services
to which GST applies are identified with a check mark in the GST column.

PST is the total PST for all goods and services included in this invoice. Goods and services
to which PST applies are identified with a check mark in the PST column.

Interest is the total amount due for overdue outstanding balances and is based on the
Overdue Amount calculated in the section: “Account Activity Since Last Invoice.” Interest is
calculated in accordance with the Statutory Accident Benefits Schedule.

Auto Insurer Total is the sum of all amounts in this section.
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Ialke chegue payable to:

| Family Care Clinic

Cther Information:

Make cheque payable to

Enter the name of the facility, clinic, or person to whom the cheque should be made payable.

Other Information

This space may be used to communicate any additional information that will help the insurer process the

invoice.

For Insurer Use

For insurer's Use anly

Feviewsd By:

Approved By:

Fayee MName:

Fayment Amount:

Total

Iiterest

Grawd Totl

This table is provided for insurers’ review, approval, and payment processes and to assist with
communication with accounting functions. The grand total is broken down to allow sub-ledgering of
interest separately from medical payments.
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Version C

Version C must be used only when billing for services rendered through a Pre-approved Framework.

Injury and Sequelae Information

Imjuries and Sequelas

Description Code
Whiplash (WaD 2) 13 41
Sirain and sprain of lumbar sping 5335
Headaches 44

Framewors Treatment Confimation Form (SCF-23M58)
‘Refer o the Wser Manual at www hcalnfo.ca for coding.

rjury cetals ans ot requined I they ans the same as Tose on ihe Pre-approved

Injuries need only be entered if there has been a change in the injuries/sequelae and no change to
the planned goods and services since the Pre-approved Treatment Confirmation Form (OCF-

23/198) was submitted.

Provide a brief description of the injury and the corresponding injury code (ICD-10-CA code). List the PAF
injury first. Up to six injuries/sequelae may be entered including the description and a valid ICD-10-CA

code.

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.

23


http://www.hcaiinfo.ca/

Health Providers

Prowvider Type List * | Providers Reguiatad Unreguiated
{Caliege Reqstration (#IS] Number HOUNY RAE e neurer's Use
Raf Type Last Mame Firzt Hama umber) appilcable, or biank)
A |ee-ar_v || Brown Barry 123456
B |m-w_~ || Brannigan Betay Kn-1234
G |er-e_~ || Bloom Bob 23456 584.00
(0] -
E =
F -
¥ Rmter by e User Manual at wawa.hcalinfio.ca for codirg.

November 1, 2003 until further notice.
amounts are: Block 1 fee - $300; Block 2 fee - $540; OT hourly rate - $120.

The amounts shown in the example for the Block 1 and 2 fees and OT hourly fee are accurate from
For the period October 1 - October 31, 2003 inclusive, these

Providers must be entered.

Health providers are assigned an upper case alphabetic letter (i.e., the Provider Reference). The Provider
Reference letters are used to cross-reference information on the Automobile Insurance Standard Invoice.

Assign a Provider Type code for each of the health professionals 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.

Since hourly rates are generally not applicable to Pre-approved Frameworks, enter N/A (not applicable).
The exception to this is the Activities of Normal Living Intervention (ANLI), for which the hourly rate of the
provider must be entered.

The box for Insurer Use may be used by insurers to total goods and services by Provider Type for

statistical reporting.
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Goods and Services Rendered

Goods and Services Rendered (FAF providers are required to declare the informafion requested below on every treatment, service and good

delivered. Failure to provide this information may delay payment)
MM DD Description "Code Awiibute | poeiel, | Quanity | tMeasure
2003 10 06 | Initial Assessment Z.22.02 A 1 pr
2003 10 06 X-ray cervical spine 3.3C.10 CXB A 1 pr
2003 10 08 Manipulation 1.81.72 A 1 pr
2003 10 10 Manipulation 1.51.72 A 1 pr
2003 10 13 Manipulation 1.81.72 A 1 pr
2003 10 13 Exercise 1.22.02 GR B 1 hr
2003 10 15 Manipulation 1.51.72 A 1 pr
2003 10 15 Exercise 1.52.02 GR B 1 hr

Providers are required to declare the information requested on every treatment, service and good
delivered. Failure to provide this information may delay payment.

Date of Service

Enter the date the good or service was rendered in the format year, month, day (e.g., 2003-11-15).

Description

Enter a brief 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 CCI 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 under Auto Insurance Resources>Statutory Accident Benefits>Codes and

Appendices.

Provider Reference

Enter the Provider Reference code of the professional rendering the service or prescribing the good.

When a service is provided by more than one health care professional, enter all Provider Reference
codes (separated by commas).
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Quantity and Measure

Enter a number and the unit of measure to indicate the quantity of goods or services rendered on a single
date of service. For time-based services, the unit of measure is an hour. Any portion of an hour is entered
as a decimal (e.g., 15 minutes is represented as .25 Hr). For procedure-based services, the unit of
measure is a procedure and is always a whole number (e.g., a chiropractic manipulation is represented

as 1Pr).

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

Reimbursable Fees Within the PAF Guidelines

Reimbursable Fees Within the PAF Guidelines:

Refar to the Liser Manual at www.healinfo.ca for coding.

Description '‘Code "Attribute Cost
PAFWAD Il Block Fee 1 PANVIEBA 240.00
X-Rays Cervical Spine 3.5C10 CXB 4200
FAFWAD Il Block Fee 2 P.W2B2 432.00
Supplemental Goods andfor Services P.W2.5C 40.00
PAF Fee Totals: 754.00

November 1, 2003 until further notice.

The amounts shown in the example for the Block 1 and 2 fees and OT hourly fee are accurate from
For the period October 1 - October 31, 2003 inclusive, these
amounts are: Block 1 fee - $300; Block 2 fee - $540; OT hourly rate - $120.

Use this box to record fees that are pre-approved in the relevant PAF Guideline.

Description, Code, and Attribute

Enter a description and code of the reimbursable service. Attribute codes in this section are required for

all radiology codes.

Refer to Appendix D for a complete list of PAF block codes.

Cost

Enter the appropriate cost according to the Pre-approved Framework Guideline.
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Other Reimbursable Goods and Services Approved by the Insurer

Other Relmbursable Gocds and Serdess Approved by She Insurer:;
\'W'Fr! nr"l“un.'n-u DD pecaralon e “ARribute Rm‘:':ﬂ:a L Moacurs GI:I-[ F;:'.r e
= - o= ARLI POWNIAN < 4 3.00 | Hr 4 252.00
2 l_x > AXKTT G x 0.33 | Hr x 26.00
0_x - o= AJOCHM C - S0.00 | Km - 13.7
EY|ES Y| = =
| =l | =l = =
| x| =l = =
Srter 5 i Loy Marnan! ot o il oo for cocling Diner Goces and Sarvioss Tolal: 203.75

The amounts shown in example for the Block 1 and 2 fees and OT hourly fee are accurate from November 1,
2003 until further notice. For the period October 1 - October 31, 2003 inclusive, these amounts are: Block 1
fee - $300; Block 2 fee - $540; OT hourly rate - $120.

Use this box to record fees for services permitted by the relevant PAF Guideline, but which require insurer
approval. This includes fees for PAF Extension Visits approved by the insurer on an OCF-24. Enter one
line for each date of service using the code P.W2.EV with a quantity and measure of 1 sn (session). Use
page 2, to intemize the services rendered for each visit.

Date of Service

Enter the date the good or service was rendered in the format year, month, day (e.g., 2003-11-15).
Description

Enter a brief 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 CCI 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 under Auto Insurance Resources>Statutory Accident Benefits>Codes and

Appendices.

Provider Reference
Enter the Provider Reference code of the professional rendering the service or prescribing the good.

When a service is provided by more than one health care professional, enter all Provider Reference
codes separated by commas.
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Quantity and Measure

Enter a number and the unit of measure to indicate the quantity of goods or services rendered on a single
date of service. For time-based services, the unit of measure is an hour. Any portion of an hour is entered
as a decimal (e.g., 15 minutes is represented as .25 Hr). For procedure-based services, the unit of
measure is a procedure and is always a whole number (e.g., a chiropractic manipulation is represented
as 1Pr).

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

GST and PST

The only valid entry in the GST and PST columns is blank (does not apply) or a check mark V(applies).
Amounts associated with GST and PST are indicated as totals and are not required at the detail line level.

Cost

Enter the cost of the good or service for the specified date.

Other Goods and Services Total

Enter the sum of all costs in this section.

Other Insurance Amounts

MOH Insurer 1 Insurer 2
Chiropractic: -50.35
Fhysiotherapy: 100,00

Mazzage Theragy:
TOther Service Type:
Total: -50.35 -100.00 0.00

'Please Specify Other
Service Type:

Other Insurance
(for goods and

services on this
invoice)

Enter the total amounts received or estimated to be payable to you on this invoice for goods and services
from other insurance sources (e.g., Ministry of Health and Long-Term Care and Extended Health Care

plans to which the applicant is eligible).

Categorize amounts by Chiropractic, Physiotherapy, Massage Therapy, and Other. When the category
“Other” is used, specify the type of services covered (e.g., dental, psychological, optometric).

Amounts may be signed (+/-) or unsigned. When you are indicating the amount payable or not payable
from an Other Insurer:

e Use a negative sign (-) to indicate the amount you have received or will receive directly from the
collateral source or applicant. This will allow collateral insurance payments to be subtracted from
the sub-total to determine the amount owed by the automobile insurer.

e Use a positive sign (+) or leave unsigned to indicate the amount previously identified for payment
by another insurer but subsequently ruled ineligible. This will allow you to add the unpaid amount to
the auto insurer’s invoice.
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Account Activity Since Last Invoice

Account Activity Since Last
Invoice (if Interest is being charged)

Prior Balance: 0.00

FPayment Heceived 0.00

from Auto Insurer;

2verdue Amount: 0.00

“The insurer shall pay interest on owerdue outstanding
balances as required by the Statutory Accident Benefits
Schedule.

This section is required only if you are charging interest on this invoice.

It provides details on Overdue Amounts which are the basis for Interest charges. Enter Prior Balance (the
“Auto Insurer Total” from your last invoice) and subtract Payments Received since your last invoice to
calculate Overdue Amount.

Totals

Sub-Total: 104775

MOH: -50.35

Other Insurer 1 +2; -100.00
GS8T (if applicabla): 2.80
PST (if apolicabia): 3.20
“Interest: N/A

Auto Insurer Total: 20340

In the Totals section:

Sub-Total is the sum of the cost of all goods and services included on all pages of this
invoice.

MOH is the sum of all Ministry of Health and Long-Term Care amounts. This amount is taken
from the “Other Insurance” amounts table, column 1 (MOH). Amounts paid to you or
expected to be paid to you are subtracted from the amount billed to the auto insurer.
Amounts that you previously stated were available for you to receive but that you were
unable to collect are added to the auto insurer’s invoice.

Other Insurer 1 + 2 is the sum of all amounts received or payable to you from other insurers.
This amount is taken from the “Other Insurance” amounts table, column 2 + column 3.
Amounts paid to you or expected to be paid to you are subtracted from the amount billed to
the auto insurer. Amounts that you previously stated were available for you to receive but that
you were unable to collect are added to the auto insurer’s invoice.
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e GST is the total GST for all goods and services included in this invoice. Goods and services

to which GST applies are identified with a check mark in the GST column.

e PST is the total PST for all goods and services included in this invoice. Goods and services

to which PST applies are identified with a check mark in the PST column.

e Interest is the total amount due for overdue outstanding balances and is based on the
Overdue Amount calculated in the section: “Account Activity Since Last Invoice.” Interest is

calculated in accordance with the Statutory Accident Benefits Schedule.

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

Make chegue payable to: | Family Care Clinic

Cther Information:

Make cheque payable to

Enter the name of the facility, clinic, or person to whom the cheque should be made payable.

Other Information

This space may be used to communicate any additional information that will help the insurer process the

invoice.

For Insurer Use

For insurer's Lse only

Feviewsad By:

Approved By

Fayee Name:

Total
Fayment Amount:

Iterest

Grawd Totl

This table is provided for insurers’ review, approval, and payment processes and to assist with
communication with accounting functions. The grand total is broken down to allow sub-ledgering of

interest separately from medical payments.
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