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Document Change History

Date Description of Change Reason

20050214 | Revised Applicant Signature & Repositioned | For consistency with revised OCF forms 01/Dec/04
Signature of Insurer

20060301 | Revised Further Information, Health Redirects users to HCAI website, reflects inclusion
Professional, Insurer & Applicant & revised of Social Worker, revisions to prior approval
Nature of Assessment/Examination categories & elimination of DACs.

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-
22 Application for Approval of an Assessment or Examination. Other manuals are available to assist in the completion of:

OCF-18 Treatment Plan

OCF-3 Disability Certificate

OCF-21 Auto Insurance Standard Invoice

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 Application for Approval of an Assessment or Examination 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.

! |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-22  Application for Approval of an Assessment or Examination

Background

All services including assessments require insurer approval except those included with a Pre-approved Framework. Some
assessments require prior approval. This form is used to request insurer approval for an assessment or examination. It
should be used whenever approval, including prior approval as set out in the regulations, of an assessment is not sought
through an OCF-18, OCF-11 or OCF-23.

Details of which assessments do and do not require prior approval are outlined in Part 4 of the form.

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.

Who completes this form?

The Applicant or a substitute decision maker completes Parts 1 and 2 and may sign Part 9. 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 can complete the rest of the form and is expected to submit the
completed form directly to the insurer. The Regulated Health Professional or Social Worker responsible for the form
preparation must sign Part 3.

Return thiz form to; | ——
ABC Insurance Compary . .
PO. Bax 123, Station A Application for Approva_il of_an
Toronto, ON Assessment or Examination
ML 1A

(OCF-22)

Attn: Mary MacGregar

Lise s Fov e A 0GOS SRtoocey O oF FEr Moveroer 4, 000

Claim Number: | 1 234R57-001]
Folicy Number: | OF7 5543
Date of Mecident: 20031001

Return this form to:

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

Claim ldentifiers

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

Part 1 Dae OTEIrt ¢ YMMD D Gender Tekphove Hamber Exk sk
Anbli 19400525 ¥ mae O Feman (416) 555-5655 4222
ppllcan_t LartNam e
Information Smith
T':l be I:Dmple‘ted Flrzt Name Middk Hame
by the applicart | Jonathan James
Bddrass
123 Main Street
chy Proulec: Pl Code
Toronto (o] MO DD

To be completed by the Applicant.

Part 2 Insurance Company Information

Company Name City ar Town of Branch Office (if applicable)
Part 2 ABC Insurance Company Maorth York
Insurance Adjuster Last Mams Adjuster First Name
Company MaciGregor Mary
Information Adjuster Telzpheone Extension Adjuster Fax
{418) 555-3558 4777 {416) 555-5855
To be completed L s . .
by the applicant azme of policy ho'der same as: Policy Holder Last Mame Policy Holder First Mame
ﬁAPF' s o Smith Jessicy

To be completed by the Applicant.

Part 3 Signature of Requlated Health Professional

Mame of Regulated Health Professional’Social Worker College Repistration Mumber
Part 3 o You are a:
: Bob Bloom 234567 [0 chiropractor
Signature of |[—— — 0 Chiropracta
Facitty Mame (if applicable] AlSI Faciity Mumber (i applicable) E Dentist
Regulated Family Care Clinic T2222 Massage Therapist
Health Fddrees E Murse Practiioner
i - Occupational Therapist
Pr§95§|?“a| 234 Second Avenus East aptmfems__ .
.3: ECIE City Province Postal Code ﬁ Physician
e Toronto on x| | mzmamz Physiotherapist
— — —L — Psychologist
=ephone Number Extension Fax Number o .
Social Worker

Speesch-Language Pathologist
Other

(416) 555-5555 2424 (416) 555-5555
Email Address E
bhleomi@famcars.ca

B2 | wish to declare that | have ne conflicts of interest relating to this form and | have determined, after making reascnable inquiries, that there are
no confiots of interest relating to this form on the part of any persen who referred the appbeant to a person who will provide goods or services
contemplated in this form
or

D am declaring the following conflizts of intzrest relating to this Applicaton:

| confirm that, 1o the best of my knowledge, the information in this form is accurate, and the services contemplated are reasonable for the
assessment or examination of the appicant. In addition. | cenfirm that | have cbhiamed the appropriate consent from the applicant for the collection,
use and disclosure of information submitted.

Mame of Regulated Health ProfessionaliZocia| Worker (please print) Signature of Regulated Health Professionall Date (YY" MMDD)
Social Worker

Bob Bloom|

Regulated Health Professionals and Social Workers should include their college registration number. An AISI number is

not necessary for the completion of this form; however, you can obtain more information on registration at
www.hcaiinfo.ca.

Part 4 Nature of Assessment or Examination
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I

Part 4 Except those assessments and examinations that are payable wil'.huut ir's.J_rer_ approval pursuant foa PAF Guideline, pa:..-r“gl_"t far laII
assessmenis and examinations is dependent upon approval by the insurer or if disputed by an arbitration or by the couris. In addition, prior

Nature of approval for payment of an assessment or examination is not reguired in some situations as outlined below. Pleass « the appropriate box in

Assessment the chart below to indicate what situation applies to this application.

ar

Examination PRIOR APPROVAL IS NOT REQUIRED FOR ASSESSMENTS OR EXAMINATIONS TO COMPLETE TREATMEMNT PLANS FOR THE
FOLLOWING -

D an assessment or examination where an immediate nsk of harm to the insured person or a person in the insured person’s
care makes obiaining the insurer's prior approval of the assessment or examination impractical;

D not more than three assessmenis or examinations if
L] the cost of each assessment or examination does not exceed 520000, and
= not more than one assessment or examination is done by the same person;

D an assessment or examination conducted after the insurer notfies the insured person that. before the examination is
conducted, it does not require the submissien of a Treatment Plan or an application under 5. 328.2 of the SABS.

PRIOR APPROVAL 1S REGUIRED FOR ASSESSMENTS OR EXAMINATIONS TG COMPLETE TREATMENT PLANS FOR:

(Partial Screen Print)

Indicate the circumstances of the assessment you will be performing by checking the appropriate box.

Part 5 Provisional Clinical Information

Part 5 a) Clinical Information:
Provisional i) Provide a brief description of the present complaints
Clinical 5 .
el Unresolved neck pain persists 4 months post MVA.
i) Has the applicant already been provided treatment under your care? v MNoO Yes

b) Assessment Information:
i Describe the details of the assessment requested and the rationale for it.
s If you have already provided treatment to this applicart, include clinical indicators to substartiate the
reasonableness of the proposed assessment.

+  For multi-disciplinary assessments, include the detail and rationale for each component of the assessment

Standard clinical assessment to determine

s activities of normal living,

* the need for a Jobsite Analysis to include an assessment of occupational and ergonomic
factors, and

s the need for treatment.

Develop a treatment plan if appropriate.

Applicant has been unable to return to work post MVA,

ij  After making reagonable inguiries, are you aware of a prior asgessment of this type completed for this applicant?
W No O Yes
If yes, provide date if possible (¥YYYMMOD)? / /

Provide as much information as is available regarding the present complaints. In b) explain why the assessment is
necessary and provide information on the content of the assessment.

Part 6 Health Providers

Provider Type Lst =1
5 Frovider Regulated v lated -
Part 6 R’,ﬁ;‘:ﬂ:’ PFT.;.‘::" -,D:Ie-:’eu;::I:tralbﬂ :Algrlulf:.u::\:' o .-ruur :';._:b:.
Health Lazd Hams Firct Hame Nursiber) applicabie, or blank) (f 2ppilc
Providers wo= v | |Bob Bioom 234567 $70.00

m|mo(o|m|e
4

Health Providers or 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, 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.
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Part 7 Proposed Goods and Services

Part 7 Proposed Goods and Services
This Assessmeni Plan should include all goods and services [G/S) confemplated by the Health Professional/Facilty.
B Description “Code Attribute | FTEOOEr . Estimated Tom
Guantity Measure Cost
1 |Initial Assessment 27702 A x|l | 300 He = 210.00
2 [Travel Time AXXTT A =1 | 033 Hr x| 2310
3 |Mileage AKM & = 50.00 Kkm _= | 1375
" =1 H =]
5 =l b x|
8 j Hr j
7 | H =]
8 | H |
] =1 H =]
10 =1 H =]
11 = H =]
12 =1 H =]
13 =1 H =]
14 =~ H =]
Note i Refer to the User Manual codng guideines posted at v heaiinfo.ca. Co Al Lk 246.85
Atrbute codes are used to further qualify the service codes and are deseribed inthe manual. *MOH:
Payment by auto insurer is secondary to available colateral benefits. fOiferturen i
GST (if applicable):
PST (if applicable):
Auto Insurer Total: 24885

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 brief description of the proposed goods and services.

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 injury 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.

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

Estimated

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.
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o First, enter the total quantity of the good or service that will be delivered (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.

Totals

In the Totals section:
e Sub-Total is the sum of the cost of all proposed goods and services.

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 subtotal.

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

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.

Part 8 Signature of Insurer

Part 8 |:| | wiaive the requirement for the applicant’s signature on a OCF 18 Treatment Plan.
Signature of | hawve reviewed this form and basad upon the information provided, |
Insurer I:l Approve I:l Fartially approve |:| Do not approve

The Statutory Accident Benefits Schedule states that subject to the conflict of interest provisions, the insurer shall, within 3 business
days of receiving the completed form for proposed assessments:
1.  Give the health professional or social worker and the applicant 2 notice approving the assessment or
2. Advise the applicant that the insurer is not agreeing to pay part or all assessments and advising the applicant that an
examination is required.
Insurer response is required within the timeframes of the SABS or payment for proposed assessment or examination is
deemed approved.

Mame of Acjuster (piesse prit Signature of Adjuster Date (YYYYMMDD)

The insurer will complete Part 8 and return the page to the applicant and the Regulated Health Professional or Social
Worker indicated in Part 3.




Part 9 Signature of Applicant (Optional)

I

Part 9 I have reviewed and confirm the information set out in this form is accurate. | understand that payment for these
Signature of services may be subject to the approval of the insurer. In the event that my insurer seeks a further review of the
Applicant application, my insurance company may require that | be examined by a health professional, social worker, or
[Optional) vocational rehabilitation expert identified by the insurer to review the application.

If not completed,

the Health

Professional or
Social Worker in
Part 3 assumes
responsibility for
obtaining
applicant's
consent

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

As required by law, a copy of the examination report by the health professional, social worker, or vocational
rehahilitation expert identified by the insurer fo 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 | undertake 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.

I certify that the information provided is trug and correct. | understand that it is an offence under the Insurance Act
to knowingly make a false or misleading statement or representation to an insurer under a confract of insurance. |
further understand that it is an offence under the federal Criminal Code for anyone by deceit, falsehood, or other
dishonest act, to defraud or attempt to defraud an insurance company.

MName of Appheant or Substtute Decision Maker (please print} | Signature of Applicant or Substiute Decision Maker Date (YYYYMMDD)

John Smith

If the signature is not obtained, then the Health Professional or Social Worker in Part 3 assumes responsibility for
obtaining the insured’s consent to release health information.

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.




