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	Request to Add / Deactivate Provider

HCAI Processing – Data Entry Centre 

PO Box 254

Orangeville, Ontario

L9W 3Z5

Tel.: (866) 348-9133        Fax.: (866) 346-6744
240 Duncan Mill Road, Suite 800, Toronto, Ontario, Canada M3B 1Z4

Tel.: (416) 445-5912  Fax.: (416) 445-8383


In order to submit OCFs for a health care provider who is delivering services to your patients on behalf of your facility, you must add that provider to HCAI’s records for your facility. Similarly, if a provider stops providing services for your facility, you must remove that provider from HCAI’s records for your facility. To make these changes, a Request to Add/Deactivate Provider form must be submitted to the HCAI Processing Data Entry Centre (DEC). The additions or deactivations shall be made on the HCAI System by the DEC within one business day of receiving the Request to Add/Deactivate Provider form. Once the information is updated, you may begin submitting OCFs for the new provider(s). 

Note: If you are adding or deactivating a large number of providers, multiple lines can be added to the tables on this form.   

Please follow these instructions:

· To add a provider: In the first table below, enter the name, profession and registration number of the health provider.

· To deactivate a provider: In the second table below, enter the name, profession and registration number of the health provider, and the deactivation date.

· Ensure the facility’s owner or authorizing officer signs the form.  

· If you are completing the form by hand, please PRINT clearly.  
· Return the completed form by fax (1-866-346-6744) or regular mail. 

Facility Information


Facility Name:

      
______________________________________
Address: 


Date of Request:

(yyyy/mm/dd)

Provider(s) to be added (please add extra rows if required): 

Dependent Provider HCAI Terms and Conditions must be completed and signed by all health providers performing services at the facility. These records must remain on file at the facility.
	Provider first name
	Provider last name
	Profession
	Registration number 

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


Provider(s) to be deactivated (please add extra rows if required): 

	Provider first name
	Provider last name
	Profession
	Registration number
	Deactivate yyyy/mm/dd

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


Owner/Authorizing Officer’s Signature

Name:           

      (Please print your name) 

Signature:    

(yyyy/mm/dd)
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