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Document Change History

Date Description of Change Reason

20030930 | Initial Publication

20031215 | Invoicing for PAF Extension Visits (PW2EV)

20040204 | Clarify Payee Facility Number and Payee Number

20050214 | Revised Payee Information For consistency with revised OCF forms 01/Dec/04

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.

20100712 | Renumber the part numbers, GST field renamed | Auto Reform — changes as of September 1, 2010
TAX and PST field removed,

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 Treatment Confirmation Form

OCF-24 Pre-Approved Framework Discharge & Status Report

Health care 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.

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 HCAI website at
www.hcaiinfo.ca under HCAI User Manual.

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.


http://www.hcaiinfo.ca/Health_Care_Facility_Provider/HCAI_Web_User_Manual.asp

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.



OCF-21  Automobile Insurance Standard Invoice

Background

The Automobile Insurance Standard Invoice, AlSI, 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 AISI form 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 AISI form: A, B and C. The circumstances under which each version must be used are set
out below.

This AISI 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?

NOTE: When your practice is new to HCAI, there will be OCF-18s that were submitted directly to insurers
and NOT through the HCAI Data Entry Centre (DEC). For those plans you CANNOT use the OCF-21A.
You must use the OCF-21B because the DEC will have no record of the plan. But once you have
submitted an OCF-18 to the HCAI DEC, and the plan has been approved, you will be able to submit an
OCF-21A to the DEC to invoice for costs associated with that plan

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 (for accidents before September 1, 2010) or Minor Injury Guideline
(MIG) (for accidents on or after September 1, 2010 use Version C). Version B requires the provider to describe 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 and Assessment Plan), OCF-22 or
OCF-11 (DAC Assessment Plan) has been approved.

When to use Version C?

Version C must be used when billing for services rendered through a Treatment Confirmation Form (OCF-23), which
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 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.



Completing the Form

Return this form to:

ABC Insurance Company

|
Auto Insurance Standard Invoice

PO, Baw 123, Station 'A'
‘ OCF-21
Taranta, O Lise B form R aCclcens Mt occar o e.'{a'.‘a' November 1, .'99}6
ML 11 Claim homper: | 1234567-001
Attn: Mary iactregor Policy Humber: | 9576543
Date of fccident: 20031001

[nnomnmdd )

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
P( t 1 Dae OTBIM (FYYYMMDD) Gencer Tekphore Namber Exkishon
AF' . 10400525 + mak O remak (416) BRG-HEGE 4222
pplicant =THae
Information Smith
FlrstName Mikle Name
g; ?heecaog?a'ﬁlce;:td ﬁna‘rhan James
ress
123 Main Street
Cly Prowlice Postal C ode
Tarantao [ MDA O D

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
Company hame CRy or Town of Branch Offlcs (f applicatis)
Part 2 ABC Insurance Company Morth York
Insurance Adjuster Last kame Aduster First hame
Company Exiension :;;;yﬂ Fax
Information 77 (418) 555
Palcy Hakder Last Name Pk
Smith Jessical

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 match the accident with the policy, thus ensuring quick processing of the invoice.

Part 3 Invoice information
Part 3 | pvoles Humbsr | | Arst nvoles | [ ve: One | Last nvolce O ve: Ene
‘

Invoice . . -

Informati For previously approved goods amd services, please complete the following:
IT','D@ of Plan or Minar ijury Guldsling or Pre-appro ved "Fan Dats * A Vi * Vi "
Framawork Tre gtmarits i Flan Humbe Approved &mount Pravlously Ellled
B rreamertand sssessme vt Py 015 2006031 01 4580.50 0.00
O mwer iy Type: 5

Gukkllne of Pa
Atach Verskn Aor B Forallother liwoks: , ateh Version B

* Atk Verskn

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.

Type of Plan or Minor Injury Guideline or Pre-approved Framework — Select either Treatment and Assessment Plan
or MIG or PAF. If MIG or PAF is selected, “Type” field should be WAD1/2 MIG or left blank. Also, indicate the date and
number of the plan.

Part 4 Payee Information
P y Faclity Hame (ftapplicables AL Faclify Namber (f applcabk)

Part4 Family Care Clinic T2222

payee Fa@e Lathane Fa@ e FIztHame Tawee ANmber (applcaes |

Information a’fw Belinda B54321
TRITEEE N
234 Second Avenue East
Ty FroaTuce Foatl ole
Toronto [o]3] M2 202

[TeRpione Hamber G IHT TFar Number

(416) 555-5555 2325 (416) 555-5555

TEmall Address
hberrington@famcare.ca
T certfythatthe intarmation prowided 1= trie and comect. [understand that €12 an offénce under the Insurance Aot to knowingly make 3 falze or
mizleading statement or nepresentation to an insurer under a contract of insurance. | further understand that t is an offence under the federal Criminal
Code foramyone, by deceit, falehood, or other dishonest agt, to defraud or attermpt to defraud an insurance company . This information will be used for
processing payments of claims; identifying and anakysing the nature and costs of goods and senvices that are provided to automobile accident wictims,
by health care providers; preventing fraud and detecting fraud where thera are reazonable grounds to suspect fraud.
Hame o Frovkeror 2wt oreed -ukJ (5T -|J|?\'t6? |Jf|lb ukj A of Provkeror vt oreed ukJ (B
Belinda Berinaton

ECNEEELLA1T

20100709

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 AlSI Facility Number, you do
not need to register again for the new invoice. Regulated Health Professionals may also register for an AlSI 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.


http://www.hcaiinfo.ca/

NB Future implementation of the HCAI system may eliminate the need for an AlSI 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 AISI Provider
Number do not need to register again. Unregulated providers enter the AISI Provider Number in this field.

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

Signature of Health Professional (Authorized Facility Signatory)

If the invoice is submitted by a regulated health professional, the regulated health professional provides the signature.
When unregulated providers/facilities register, they indicate who is authorized to submit invoices on behalf of the facility.

The inclusion of a revised statement of understanding identifies, for the Health Professional, the range of specific uses
that will be made of the information related to the providing services to injured auto insurance claimants.


http://www.hcaiinfo.ca/

Version A

NOTE: You can use Version A only where an auto insurer has approved the goods and services that are
being billed, and the good and services were submitted through HCAI DEC.

As 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

This form may be usd for billing goods and senvises that hawe been previousty approved by the insurer through an OCF-18
g This form may net be used for hinar Injury Guideline or Pre-approued Frameuorks Treatmerts (Lse “ersion C - pages 2 and 3) or goods and sevices that hawe not besn previoushy approed (se ersion B - pages 2 and 3)

Imjuries and Sequelas

Description Code
Sprain and strain of lumbar spine 8335
Headaches 44

Injury detalls are not regulred I ey are e same a8 N0sE on a previously
aporoved pian
‘Rater fo the User Manual at i ealinfo o3 tor 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 the ICD-10-CA 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. Click here to access Appendix A.

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

Providers
Provider Type List ~ | Providers R unr Hourly Rata [ ——
iColiege Regisiration (A1) NumDEr It e

Raf Typa Last Mame Flret Nama Number) applleable, or biank)
A Fr-pe_v || Berrington Eorinda E54321 £50.00
B - ||| Brannigan By KA-1234 54000
c -
5] -
E _=1|!
F JET]

Provicer detalls are not raquirzn ¥ ihey are e sams as Ihose on an approved plan

* Refer to the User Manual at www.healintg, ca for coding.

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

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 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.



http://www.hcaiinfo.ca/Health_Care_Facility_Provider/documents/appendices/Appendix%20A%20ICD-10-CA.pdf
http://www.hcaiinfo.ca/
http://www.hcaiinfo.ca/Health_Care_Facility_Provider/Coding.asp

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

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.

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

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 that 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.


http://www.hcaiinfo.ca/Health_Care_Facility_Provider/documents/appendices/Appendix%20E%20-%20Provider%20Type%20Codes%20Dec%202009.pdf
http://www.hcaiinfo.ca/

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 externt possible, this Treatment Plan should indude all goods and services (G/5) by the Health P i adility for the pedod of this TreatmentPlan

615 Description Code Mtripute | Provider Estmate [Day Tod lpmjemdm i

ES Ref Quantity | ‘Measure Cost = o
/fl Initial Azsessment 2.22.02 A il hr 45,00 1 45,00

2 | Claim Form (OCF-18) 7.54.30.LB A 1 pr 4250 1 42 50

3 Mabilization 1.81.01 4 25 hr 15,00 12 180,00

4 Exercise Ball G.XX.14 B 1 9d 20,00 1 20,00

0,00

Example from corresponding Standard Invoice OCF-21A

ws | Momh e ] o <o Toml Tatal
Ret 1 s |4 s |s |7 [s |9 N Plw [ [a0 [an [ e [ax [aa[as [ Jar o [as [ a0 [ a0 ay count coit
1 A 45.00 1 45.00
2 A 42.50 42.50
\ 3 A A A A 15.00 60.00
1 B ¥ [ 20.00 20.00
ﬁ B B 7500 ]
IReE 1D tie pre ukote iy appromed plan Br eack geod and se ke R e 1imber G Fef) E] Z17.50 |
Eve 1 the Proukler Rk tehce fion B pre lots by approweclplan or the Provkk [ bk above at the I rsection offle date ofsenioe a vl e G5 Ret hocativg e proskl rw ko 1@ wck red of prescrbed e sevke 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

In the grid, enter 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.

Tax

The only valid entry in the Tax column is blank (does not apply) or a check mark (applies). Amount associated with Tax is
indicated in the total and is 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

MOH Insurar 1 Insurar 2

i E Chiropractic:
5 %_S Physiotherapy: -100.00
B =1
b E z MassageTherapy:
—
= -QQE 10ther Service Type:
£85 Total: 000]  -100.00 0.00
= Please Specify Cther

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).

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
Fayment Fecered
from Auto Insurer: 0.00
20verdue Amount; 120.50

“The insurer shall pay interest on owerdue oulstanding
balances in acoord ance with the Statotony Accident Benefits
Schedule,




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

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



Totals

Sub-Total: 217.50

MO H: 0.00

Other Inswrer 1+ 2: -100.00
Tax (i apelicable) 2.60
Interest: 2.41

Auto Insurer Total: 122.51

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.

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

| Make cheque payahle to: | Eelinda Eerrington

Make cheque payable to

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

Other Infarmation:

Are there any attachments? [ Yes [ No If yes, how many? __2

Send anv atachments directlv to the insurer

Other Information

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

o

o

If you have supporting documents for this Treatment Plan, check off Yes and indicate how many pages will be
faxed or mail to the Insurer.

If no attachments will be sent, check off No.



For Insurer Use

For insurer's use only

Reviewed By:
Approved By
Payee Name:

Total Iiterest Graid Total

Payment Amount:

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



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 or Minor Injury (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 and Assessment Plan) or OCF-11 (DAC
Assessment Plan) has been approved.

Injury and Sequelae Information

QCF-21 -Version B - page 2

Version B - pages 2 and 3 are used together for billing goods and senvices that have not been previously approwed by the insurer through an DCF-13
1 They may be used, st the discretion of the provider, for biling any goods ar services excs ptor Minof Injury Guideline or Pre-approued Frameuors Tre stments (use Version C - pages2 and 3).

Imjuries and Sequelae

Diescription Code
Sprain and sirain of lumbar spine 5335
Headaches 44

Injury desalls are not reguired IF ey are e Game a8 1hose 0N 3 previauely
aporoved pian
‘Raterfo fhe Wser Manual at [ Rea ol o3 sor coding.

Injuries must be entered if:

i) 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. Click here to access Appendix A.

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



http://www.hcaiinfo.ca/Health_Care_Facility_Provider/documents/appendices/Appendix%20A%20ICD-10-CA.pdf
http://www.hcaiinfo.ca/
http://www.hcaiinfo.ca/Health_Care_Facility_Provider/Coding.asp

Providers

Provider Type List = | Provid unr
et Ty L | Providers (Callege Reqistration (AIS] Numbes I (s F”Tf""“'a
Raf Typa Last Mame Flrat Nama Number) appilcable, or biank) £
A er-pn_w ||| Berington Eainda E54321 F61.00
B Wi _w ||| Bransigan oy EN1234 F40.00
c i
D =
E |l
F =1
Provider detalls are not requirad ¥ they are the same as those on an approwved plan
* Refer o the User Manual a1 wanw healints, o3 for saoing.
Providers must be entered if:
i) no plan has been submitted, or
i) the plan has not been approved, or
iii) there has been a change in the providers since the plan was approved.

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 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. Click here to access Appendix E.

If you are a regulated health professional, provide your college registration number and leave the AlISI 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 AlSI 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.


http://www.hcaiinfo.ca/Health_Care_Facility_Provider/documents/appendices/Appendix%20E%20-%20Provider%20Type%20Codes%20Dec%202009.pdf
http://www.hcaiinfo.ca/

Goods and Services

Date of Service Fronider

L = Descripon \ode \ttribute it ouartity | Messue |17 Cost
2010 |09 25 Initial Assessment 27202 A 0.75 HR W 45.00
2010 | 10 (] Claim Form {OCF-18) T.0..30.LB [ 1.00 HE 42.50
2010 | 10 15 Mobilization 1.01.01 B 0.25 HR 15.00

2010 | 10 20 Mobilization 1.01.01 B 0.25 HR 15.00
2010 | 10 22 Mobilization 10101 B 025 HR 15.00
2010 | 10 22 Exercise Ball G.XX.14 B 1.00 Gl ! 20.00
2010 [ 10 28 Exercise 1.Z2.02 GR R 1.00 v 25.00
CRER D The User Mantal AWMWAGINT. I codig [ Sub-Total 23.01 [ 177.50

"o 1y ATEEIM TS ITAET T T aLTer
+

Refer to Appendix B for additional examples of this section of the invoice. Click here to access
Appendix B.

Date of Service

Enter the date the good or service was rendered in the format year, month, day (e.g., 2010-10-15).
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 CCl code and
attribute if required.

Refer to Appendix B for a list of CCl codes and corresponding Attribute Codes. Click here to access
Appendix B.

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. Click here to access Appendix C.

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

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) and add the appropriate Attribute Code (e.g., IM - individual with more than one provider).



http://www.hcaiinfo.ca/Health_Care_Facility_Provider/documents/appendices/AppendixB-CCI-CIHI.pdf
http://www.hcaiinfo.ca/Health_Care_Facility_Provider/documents/appendices/AppendixB-CCI-CIHI.pdf
http://www.hcaiinfo.ca/Health_Care_Facility_Provider/documents/appendices/AppendixCFINAL.pdf
http://www.hcaiinfo.ca/
http://www.hcaiinfo.ca/Health_Care_Facility_Provider/Coding.asp

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 1 Pr).

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

Click here to access Appendix F.

[ Comment [KOH1]:

{ comment [KoH2R1]:

Tax

The only valid entry in the Tax column is blank (does not apply) or a check mark 3(applies). Amounts associated with Tax
are indicated in the totals box 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

IOC.‘F-21 -Version B - page 3

arsion B- pages 2 and 3 are used together for biling goods and servicas that have not baen praviously approved by the insurer thraugh an OCF-12
They maybe used, atthe discretion of the provider, for biling any gaods o1 services excepthinor Injury G uideline or Pre-approved Framewot Treatments fuse Version C - pages 2 and ).

OTHER INSURANCE: | have made reasonable enquiries of the claimant and have determined that

|:| NO  There s no other Insurance coverage |E YES There s other insurance coverage that s potertially avallable to
identified for these goods and senices covedpartially cover these goods and senices.
WOH Is there Ministry of Health and Long-Term Care (WMOH) coverage for goods and services included in this invaice?
D Yes D Mo @ Mot applicable
*Other Insurer Name *Other Insurance Plan Of Poliey Number
Cther | XYZ Life Insurance Campany HAS-88755
Insurer = : —
1 Name of Plan Member Other Insurers |dentifier
Jonathan Smith 401-123-563
*Other Insurer Name *Other Insurance Flan O Policy Humber
Other
Insurer n T —
5 Name o1 Flan Member Other Insurers Identifisr

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.

Determine any 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 that 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.

Other Insurance Amounts


http://www.hcaiinfo.ca/Health_Care_Facility_Provider/documents/appendices/AppendixFFINAL.pdf

MOH Insurer 1 Insurer 2

Chiropractic:

Phyzictherapy: -100.00
Massage Therapy:

Tother Service Type:

Total: 0.00 -100.00 0.00

TPlease Specify Other

Service Type:

on this invoice)

Other Insurance

(for goods and services

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.

Account Activity Since Last Invoice

Account Activity since Last Invoice
(if interest is being charged)

*Prior Balance: | 120.50

*Payment Received | 0.00
fram Auta Insurer;

20verdue Amount. | 120.50
“The Tnsurer shall pay irterest on owerdue oultanding
balances az required by the Statutony 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 the 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: 177.50

MOH: 0.00

Other Insurer 1+ 2: -100.00
Tax (if applicabie) 23.01
IInterest: 2.41

Auto Insurer Total: 102.92

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.

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



| Iake chegue payable to: Family Care Clinic

Make cheque payable to

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

“*Other Information:

Are there any attachments? ] Yes [ No If yes, how many? __2

Send anv atachments directlv to the insurer

Other Information

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

o If you have supporting documents for this Treatment Plan, check off Yes and indicate how many pages will be
faxed or mail to the Insurer.

o If no attachments will be sent, check off No.

For Insurer Use

For insurer's use only

Reviewed By:
Approved By
Payee Name:

Total Iiterest Graid Total

Paymeant Amount:

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.



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

Injury and Sequelae Information

QCF-21 - Version C - page 2

“ersion C, pages 2 and 3 are attached to OCF-21 page 1 and used to bill for goods and senvices within the MinorInjury Guideline or Fre-approved Framewa Treatments.

Far all other goods and senvices attach Version A orB.

Imjuries and Sequelas

Description Code
Whiplash (WAD 2) 513 41
Sirain and sprain of lumbar spine 5335
Headaches G44

rjury cedalls ane nct required i they are i h: ame a.— nose on the Pre-approved
Framewors Treatment Confimmation Form (G
*Refero the Waer Manual at www.heainfe.ca for soc r'sl

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 Treatment Confirmation Form (OCF-23/198) was submitted.

Provide the ICD-10-CA 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. Click here to access Appendix A. |

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


http://www.hcaiinfo.ca/Health_Care_Facility_Provider/documents/appendices/Appendix%20A%20ICD-10-CA.pdf
http://www.hcaiinfo.ca/
http://www.hcaiinfo.ca/Health_Care_Facility_Provider/Coding.asp

Health Providers

P - = -
revider TRe List | Providers fCoI:':eeg;I::D:ganon :.:Incmvgf-:-a;:?w Hourly Rats  £or Ingurars Use
Raf Typa Last Name Firat Namsa Mumger appilcable, or tank)
A |ee-ce = || Brown Barry 123456
B wi-w_= || Brannigan Betsy Kn-1234
C or-ce_= || Bloom Bob 23456 $84.00
o =
£ =1
F -

*Refer o the User Manual at wwa healinfo ca for coding.

The amounts shown in the 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.

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. Click here to access Appendix E.

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.


http://www.hcaiinfo.ca/Health_Care_Facility_Provider/documents/appendices/Appendix%20E%20-%20Provider%20Type%20Codes%20Dec%202009.pdf
http://www.hcaiinfo.ca/

Goods and Services Rendered

Eg?dhs an’f‘ SErui(‘:E:( Render'ed (MAnor Injury Guideline or Pre-approved Framew ork Treatments, pioykls s, ar req1ie d & dechare the o aba s (20 1es €0 L low on every Ueatine 111 eruke and good celive ed. Fallire toprovkle
Y et E"mar:rwe 73] e 1Code witribute ,:;Z:L"‘:‘e; Quartity e 3zure
2010 [ 06 | Initial Assessment 2.7202 A 1 pr
2010 08 06 X-ray cervical spine 1.5C10 CXB A 1 pr
2010 08 08 Manipulation 1.5L.72 A 1 pr
2010 08 10 Manipulation 1.5L.72 A 1 pr
2010 08 13 Manipulation 1.5L.72 GR B 1 pr
2010 08 13 | Exercise 1.Z2.02 A 1 hr
2010 08 15 Manipulation 1.5L.72 B 1 pr

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 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 CCl code and
attribute, if required.

Refer to Appendix B for a list of CCl codes and corresponding Attribute Codes. Click here to access
Appendix B.

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. Click here to access Appendix C.

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

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).

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 1 Pr).

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

Reimbursable Fees Within the PAF Guidelines


http://www.hcaiinfo.ca/Health_Care_Facility_Provider/documents/appendices/AppendixB-CCI-CIHI.pdf
http://www.hcaiinfo.ca/Health_Care_Facility_Provider/documents/appendices/AppendixCFINAL.pdf
http://www.hcaiinfo.ca/
http://www.hcaiinfo.ca/Health_Care_Facility_Provider/Coding.asp
http://www.hcaiinfo.ca/Health_Care_Facility_Provider/documents/appendices/AppendixFFINAL.pdf

Reimburzable Fees Within the Minor Injury Guideline or Pre-fpprowed Framework:

Dezcription 1Code aittribnste Cost
Initial visit PWWO1 213.29
PAFWAD 1 Block Fee 1 P.W1.B1 470.00
X-Rays Spine vertehrae 3.5C.10 CX 36.80
PAFWAD 2 Block Fee 2 P.WZ2.BZ 380.25

Minor Injury Guideline or Pre- 1100.34

IRER T D the User Mannal atwuw.bcallib.ca tor codii.
e 4 approwed Framework Fee Totals:

The amounts shown in the example for the Block 1 and 2 fees and OT hourly fee are accurate from July
1, 2009 until further notice. Block 1 fee - $519.11; Block 2 fee - $444.68; OT hourly rate - $120.

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

Reimbursable Fees Within the MiG Guidelines

Reimbursable Fees Within the Minor Injury Guideline or Pre-Approwved Framework:

Dazcription 1Code wittribute Cost
Initial Visit MIGOO 215.00
MIG Block Fee 1 MIGO1 775.00
MIG Block Fee 2 MIG02 500.00

Minor Imjury Guideline or Pre- 1490.00

IRER D te User Manval atmww.Acallih o3 tor codlig .
e 4 approved Framework Fee Totals:

The amounts shown in the example for the Block 1 and 2 fees and OT hourly fee are accurate from June
1, 2010 until further notice. Block 1 fee - $775.00; Block 2 fee - $500.00; OT hourly rate - $120.

Use this box to record fees that are pre-approved in the relevant MIG 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. Click here to access Appendix D.

Cost

Enter the appropriate cost according to the Pre-approved Framework Guideline/ Minor Injury Guideline.


http://www.hcaiinfo.ca/Health_Care_Facility_Provider/documents/appendices/Appendix%20D-PAFcodes-Sept-2007.pdf

Other Reimbursable Goods and Services Approved by the Insurer

Dther Reimbursable Gonds and Services Approved by the Insurer:

e of Service Description Frovider
HH ik} 1Code wettribute Referames Quartity

o

Measure & Cost

VT

2010 | 06 25 P.W2.AN C 3.00 Hr 252.00
2010 | 06 25 AOCTT C 0.33 Hr 28.00
2010 | 06 25 AOCKM C 50.00 Km 13.75

FREEI D the User Man 4l Stwu Al 22 Pr ool Other Goods and Services Total 293.75

Use this box to record fees for services permitted by the relevant PAF/MIG 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 itemize 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 CCl code and
attribute if required.

Refer to Appendix B for a list of CCl codes and corresponding Attribute Codes. Click here to access
Appendix B.

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. Click here to access Appendix C.

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

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.

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 1 Pr).

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



http://www.hcaiinfo.ca/Health_Care_Facility_Provider/documents/appendices/AppendixB-CCI-CIHI.pdf
http://www.hcaiinfo.ca/Health_Care_Facility_Provider/documents/appendices/AppendixCFINAL.pdf
http://www.hcaiinfo.ca/
http://www.hcaiinfo.ca/Health_Care_Facility_Provider/Coding.asp

| Click here to access Appendix F.

Tax

The only valid entry in the Tax column is blank (does not apply) or a check mark 3(applies). Amounts associated with Tax
are indicated in the totals box and are not required at the detail 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
Physiotherapy: -100.00

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

Pleaze 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.


http://www.hcaiinfo.ca/Health_Care_Facility_Provider/documents/appendices/AppendixFFINAL.pdf

Account Activity Since Last Invoice

IBccount Activity Since Last
Invoice (if Interest is heing charged)

Priar Balance: 0.00

Fayment Received
from Auto Insurer: 0.00

2{overdue Amount; 0.00

The insurer shall pay inferest on owerdue outstanding
balances as required by the Statutony Accident Benefits
Schedule.

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

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

Totals

Sub-Total: 1.047.75

MOH: 50,35

Other Inswrer 1+ 2: 100
Tax (if aoplicablek 6.00
Interest: N/A

Auto Insurer Total: 903.40

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.

Tax is the total tax for all goods and services included in this invoice. Goods and services to which taxes
apply are identified with a check mark in the Tax 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.

Make cheque payable to

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



“*ther Infarmation:

Are there any attachments? [ Yes [J No  If yes, how many? __2

Send anv atachments directlv to the insurar

Other Information

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

o If you have supporting documents for this Treatment Plan, check off Yes and indicate how many pages will be
faxed or mail to the Insurer.

o If no attachments will be sent, check off No.

For Insurer Use

For insurer's use only

Feviewed By:
Approved By:
Payee Name:

Total Interest Grad Total

Payment &mount;

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