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Document Change History

Date Description of Change Reason
20050214 | Revised Applicant Signature, Signature of For consistency with revised OCF forms
the Initiating Health Practitioner & Prior & 01/Dec/04

Concurrent Conditions, Repositioned
Signature of Insurer

20060301 | Further Information and Revised Applicant Redirects Users to HCAI website and
Signature revised consent for consistency.

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-23, The Pre-Approved Framework Treatment Confirmation Form. Other manuals
are available to assist in the completion of:

OCF-3 Disability Certificate

OCF-18 Treatment Plan

OCF-21 Auto Insurance Standard Invoice

OCF-22 Application for Approval of an Assessment or Examination
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 or development of the Pre-approved Framework Treatment Conformation
Form 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.
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OCF-23  Pre-approved Framework Treatment Confirmation Form

Background

The health practitioner who initiates pre-approved treatment for an injury defined in a Pre-approved
Framework (PAF) must fully complete a Pre-approved Framework Treatment Confirmation Form, OCF-
23, in order to establish the Initiating Health Practitioner’s right to reimbursement for the delivery of PAF
treatment. The OCF-23 is also the form used to request insurer approval of those treatments that are
permitted to be delivered together with treatment in the PAF, but which also require insurer approval.

Purpose:
e To describe the injuries which are a direct result of the motor vehicle accident.

e To identify to the insurer the relevant PAF program of care and any related pre-approved goods
and services that will be provided.

e To request insurer approval of any treatments permitted in the PAF that require pre-approval.

e To provide speedy confirmation to the provider that there is an insurance policy in existence to
enable reimbursement.

e To identify any prior conditions and/or barriers to recovery that could affect the claimant’s
response to the treatment.

This form may not be materially altered; in other words, the document cannot be changed in any manner.
If this document is materially altered, it may be considered incomplete and the insurer may not accept the
form.

When is an OCF-23 required?

The initiating practitioner must submit the OCF-23 as soon as possible and no later than five days
following the practitioner’s first encounter with the claimant. After receipt of the OCF-23, the insurer has
five days to inform the provider that there is an insurance policy in place to respond to invoices.

There will normally be only one OCF-23 per patient. However, exceptions to this can occur, including
when:

= an ancillary service* is proposed by the initiating practitioner, family physician or insurer, either
when the PAF is initiated or after treatment is underway. The proposal and approval of the
ancillary service are documented through an OCF-23 that is signed by the initiating health
practitioner or the patient’s physician. Thus, if the insurer wishes to initiate an ancillary service,
the insurer shall do so by contacting either the initiating practitioner or the patient's family
physician, who will complete the OCF-23.

= the initiating practitioner determines, after treatment is underway, that the patient needs a good
(e.g. equipment) to support treatment or that a supplementary condition exists which requires the
Supplementary Condition service.

= the patient decides to change practitioners while there are resources remaining in the PAF, in
which case the patient and second practitioner must inform the insurer through submission of a
new OCF-23.

= the initiating provider of a WAD | PAF determines that the patient is more appropriately treated in
the WAD Il PAF. In this case, the total cost of PAF treatment must not exceed the cost of the
WAD Il PAF and must be documented in a new OCF-23.

* Refer to the PAF Guidelines for more information. An Activities of Normal Life Intervention (ANLI) is
used to identify and evaluate areas of functional difficulty or barriers to recovery and to implement
strategies for recovery.




Who completes this form?

The health practitioner who undertakes the responsibility for treating the patient in the PAF completes and submits the
OCF-23. By signing Part 5, the health practitioner is affirming that the goods and services contemplated are reasonable
and necessary for the injuries described in Part 6.

The applicant or a substitute decision maker completes Part 1 and 2 and signs Part 13. 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.

The insurer completes Part 12 and returns a copy of the page to the applicant and the health practitioner.
Fee

The fee for completion of this form is embedded in the block funding structure of the PAF. Therefore, the insurer may not
be billed separately for completion of this form.

Return this form to:

. ________________ |
ABC Insurance Company Pre-approved Framework
f.0. Box 223, Station A Treatment Confirmation Form
MIM 1M1 (OCF-23/198)

Live this e for aecidets hat occuron or ader Oclober 1, 2003

Claim Number: | 1234567-001
Policy Number: | 9B76543

Date of Accident:
frvyymimdey | 20031001

Attn: Mary MacGregor

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
Pa|'t1 Oz Q1 BIrt W YIAMDD) Gender Tekphore Namber Exeazkon
Anbli 19400525 ¥ mak O remae (416} BEE-EEES 4222
ppllcan_t EED
Information Smith
TD be Completed FlrstName Midde Name
by the applicart | Jonathan James
Agdress
123 Main Street
Chy Froulce Pretal Code
Toronto o MO DM

To be completed by the Applicant.

Part 2 Insurance Company Information
Part? Compary Hame Chyor Tows of Braech Offiee (fapplgble
. ABC Insurance Company Morth York
Automobile adzter Lz tMame sdnzter FlretMame
Insurer MacGregar Mary
Information adnzter Tek phowe Erknzlon adwzter Fax
(416)1 5EE-ERER 477T (416)1 5E5-EREG
To be completed | Wame of paliey wider: Falloy HokeT L THame Falicy AokET FIet Hame
by the applicant | Same a appleast [,0R Smith Tessica

To be completed by the Applicant.

Part 3  Other Insurance Information
Part 3 OTHER INSURANCE: s there other insurance coverage for any goods and services listed in this Treatment Plan?
| have made reasonable enquities of the applicant and have determined that:
Other
Insurance A NO  There is no other inswance coverage v YES There is other insurance coverage that is potentially
Information identified for these goods and services available to coverpattially cover these goods and sarvices
|z there Ministry of Health and Long-Term Care (MOH) coverage for any goods and services included in this Treatment
Tn he campleted MCH Plan?
by the Initiating v Yes Mo [ Mot applicable
Eeahtq i Other Insurer Name Other Insurance Plan Or Policy Number
ractitioner wi .
informatian fram IOther XYZ Life Insurance Company HSA-87651
the applicant ns*rer Name of Flan Wember Tither Insurers [dentfer
Jonathan Smith 401-123-321
Other Insurer MName Other Insurance Plan Or Policy Mumber
Other | WER Life Insurance Company GRP-987622-01
Insgrer Name of Flan Member Other Inzurers Identfier
Jessica Smith 444-876-678

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 treatment you will be providing is covered by the MOH.

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.




Part 4 Conflict of Interest Definition

Part 4 A personhas a conflict of interest relating to a Pre-approved Framework Treatment Confirmation Fomif,

Conflict of iy the perzon or a related parsan may receive a financial benefit, directly or indirectly, a5 a result of the provision, by the related person or

Interest another person, of goods or services conternplated by the Pre-approved Framework Treatment Confirnation Formn, and

Definition il the person who may receive the financial beneft is not the employee of the person who will provide the goods or services and does nat
b have a contract with the person whowill provide the goods or services or under which goods or services of that kind are provided

Before proceeding to the rest of the form, determine if you have a conflict of interest relating to this Pre-approved
Framework Treatment Confirmation Form.

Part 5  Signature of Initiating Health Practitioner

Aliz=ing Heanh Fraciiiones Las1 Mame TRRTS0nG FEann Pracaner FITs Name Tolege Regisoation Nmoer

You are a:
Eart 5 Brown Barry 123456 Chiropractor
| p
Signatu reof == Ty Name (¥ appicabis) BT Facilly Rumber (¥ appicatie) [ Dentist
Initiating Family Care Clinic T2222 ] Nurse Praciitioner
Health TR [0 Occupational Therapist
Practitioner |234 Second Avenue East H Sﬁ;tgziztlzlst
i T e O Physiotherapist
Toronto ON -] M2M 2M2 [ Psychologist
Te=pnone Numaer Exlenion. | P Mumimer [ speech-Language Pathologist
(416) 555-5555 2424 (416) 555-5555
Emall Adoress
bbrown@famcare ca

E] | am naot the first Initatng Health Practtioner.
Conflict of Interest Declaration

Ihnis' to declare that I have neo conflicts of interest relating fo this Pre-approved Framework Treatment Confirmation Form, and | have determined, after making reascnable inguiries,
that there are no conflict

flicts of interest relating to this form on the part of any person who refemsd the applicant to a person wiho wil provide goods or services contemplated in this
form. or

D | am declaring the following conficts of interest relating to this Pre-approved Framework Treatment Confirmation Form

| certify that the QC“dS and services contermplated d ary for the treatment and rehabilitation of the applicant for the injuries identified in Part 8, and the treatment
dis il ith 3 PAF Guideline hqwe 'evlewed t ) propo d freatment with the a,pllcan

eral Cnr" nal Code i oranyc €, I:,l deceit, asenfad or ot Er .Jls"on— ac:l w0 defrau :I:ur
ayment ms: identifying and analyzing the nature, effects and costs of goods and services
g and prevel fraud.

ur'he Stan d ha tis an of'en..e under the
w zurance company. This information will b2 uead o
that are provid ed o automobile accident wiciims, by health care providers;

Mame of miliating Heallh Fraciioner |plEase prny)

Barry Brown

Dale (yyyymmad)

Only Health Practitioners can initiate a PAF. According to the Statutory Accident Benefits Schedule (SABS), health
practitioners are chiropractors, dentists, nurse practitioners, occupational therapists, optometrists, physicians,
physiotherapists, psychologists and speech-language pathologists. Only the Initiating Health Practitioner or the family
physician may sign Part 5. The signature is required before the form can be submitted to the insurer.

If you are not the first initiating health practitioner, you must check the box provided.

If the insurer wishes to initiate an ancillary service, the insurer shall do so by contacting either the initiating practitioner or
the patient's family physician, who will complete the OCF-23.

Before signing Part 5, confirm that the requirements for informed consent have been met. The inclusion of a revised
statement of understanding identifies for the Initiating Health Practitioner the range of specific uses that will be made of
information related to providing services to injured auto insurance claimants.



Part 6 Injury and Sequelae Information

To the Health Professional:
Flease complete the following information based on your most recent examination of the applicant named above and return the form to the insurance
company listad in Part 2. Please print clearly.

|
Part § Provide a description (list most significant first) and associated 1C0-10-CA code for injuries and seguelae that are the dirsct result
. of the automobile accident.
Injury and
Sequelae Injury Description Injury Code
Information  —— - - -
Whiplash Associate Disorder (WAD 2) 313 41
Sprain adn strain of lumber spine 3335
Headaches| Ga4

Mote *- Refer to the User manual at www heaiinfo.ca for IC0-10-CA coding information.

Provide a brief description of the injury and the corresponding injury code (ICD-10-CA code). List the PAF injury first. Up
to four 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.

Part 7 Prior and Concurrent Conditions

Part 7 a)l  Was the applicant employed at the time of the acoident?

Prior and B ves Ore

Concurrent

Conditions B} Prior to the accident, did the applicant have any dissase, condition or injury that could affect his/her response to treatmeant for

the injuries identified in Part 7
m Ma D Unknown D ‘fes (please explain)

¢l IfYes fo 'b" above, did the applicant undergo investigation or receive treatment for this disease, condition or injury in the past
year?

D Mo D Unkmnigwn D Yes (please explain and identify provider, if known)

The information provided in this section will help the insurer to better understand the applicant’s pre-accident status and
informs the insurer in advance of any pre-existing condition that may affect the applicant’s response to the treatment given
within the PAF. Provide relevant information in response to these questions to the best of your knowledge and based on
information from the applicant. A response of “Unknown” may prompt a request for further clarification from the insurer.

Inclusion of the question on employment status expands on the insurer’'s understanding of the applicant’s pre-accident
status.
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Part 8 Barriers to Recovery

e — a}) Hawve you ideniified any barriers to recowvery that may affect the success of this treatment for this particular applicant? (For
Part _3 assistance in identifying barmers fo recovery, please refer fo the user manual at waww. heaiinfo.ca.)

Barriers to [ e [ ves (please explain)

Recovery

Identify any barriers to recovery, including any “yellow flags” identified in the PAF outline that may affect the success of
this treatment.

Refer to Appendix G for further information on “yellow flags” specific to the PAF.

Part 9  PAF Pre-approved Services

Part 9 PAF Pre-Approved Services
Category Description Maximum Fee Estimated Fee
PAF (identify which PAF Guideling) WAD II 1160.00 1160.00
Supplementary Goods & Condition Exercise Ball 160.00 40.00
gtdr}iﬁopgg,e)"&ppmeci services (ncluding X-rays of cervical spine 42,00 42.00
Part9 Sub-Total 1,362.00 1,242.00

Identify the PAF guideline under which you are treating (e.g., WAD |l PAF) and indicate the maximum fee allowed under
this PAF as well as your estimated fee for provision of the services. These two numbers may be different if you anticipate
that not all blocks of the PAF will be required in order to treat and discharge this patient.

Identify any pre-approved Supplemental Goods, Condition Services or other pre-approved services allowed under the
PAF guideline that the patient will require, and insert the associated maximum and estimated costs.

Part 10 Other Health Providers

Provider Type List -
Fegulated Unragulatsd
Part 10 Froviger "Prowider Fravidar College AIZI Kuminer T “ourly Rats
Raference Reglztation appilabie, o (f apoicable
Other Health Typa Lact Hame Firct Name "!.I_,_r_l FFN:“: g

Providers — J—
{requirad anly if A 07-G_= | | Bloom Bab 234557|
Fart 11 Services
are rendered by
Other Providers)

(2]

=l
=l
|

2

This part should be filled in only if there are goods and services requiring prior approval (Part 11).

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 Pre-approved Framework Treatment Confirmation Form 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.

Because 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.

Part 11 Other Goods or Services within the PAF Guidelines Requiring Insurer Approval

Part 11 Other Goods or Services Within the PAF Guidelines Requiring Insurer Approval
- i Estimated
Description tCode thttribute | e TPV B rre— -
Activities of Mormal Living P.W2.AN A =] 3.0000 Hr - 210.00
Travel Time AITT A =] 0.3300 | 23.10
Milzage A KM .| £0.0000 wm_x | 12.75
=l =l
=l =l
R et o ot oo o s iy e o ot e v Sesered e manual Part 11 Sub Tatal 2eEs
Payrent by auto insurer s secondary to avaisble collateral bensfis. Total: 248.25
Briefly explain why the goods and services in Part 11 are being proposed and the treatment goal:
Insurer has requestad an AMLI because the nature of the work and unusual physical demands of the patient's j-:}:-.|

This section is for services allowable under the PAF Guideline, but still requiring insurer approval.

Description

Enter a 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.

Provider Reference

Enter the Provider Reference code of the professional who will render the service or is prescribing the good (from Part
10).

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

e 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.

Sub-Total

Enter the total cost of goods or services proposed in Part 11.

Total

Enter the combined total of the estimated fees from Part 9 and Part 11.

Part 12 Signature of Insurer

Part 12 QO  |waive the requiremert of the Applicant's signature.

% | have reviewed this Pre-approved Framesvork Treatment Confirmstion Form, and based upon the information provided, |

Slgnature confirm that the policy referred to on page 1 was in force at the time of the accident.

of Insurer It ofhier goods or services requiring insuwrer approval have been proposed in Pard 77, T
S e O Fartially approve O Do not approve
Pp [ explanation to follovy ar attached) [ explanation to follow ar sttached)
Hame of Acdes &1 ke ase privg Shatre of Ads ke Dak (0T D D
Mhary Maczreqon 20031010

PEAIE PIOVKIE 3, Gopy OTThE Pade T te Applicavtanc e [nMathg He afh Practtonsr clicated (v Parts.

The insurer will complete this section and return page 3 to the applicant and the Initiating Health Practitioner indicated in
Part 5. If there is a service requiring insurer approval on the plan, and the insurer partially approves or does not approve
the treatment, it must provide an explanation as to why the additional service has been declined. In this case, the provider
may submit a Treatment Plan (OCF-18) for the declined services, and approval will be subject to the SABS

10



Part 13 Signature of Applicant
|
Part 13 | have reviewed thiz form. | have been informed about and agree with the proposed treatment. | cerdify that, to the

h best of my knowledge, the information | have provided is accurate. Payment for this freatment is pre-approved,
Signature andior subject to the approval of the insurer. For services requiring insurer approval, | understand that, if | undertaks
of those services prior to approval by the insurer, | may be responsible to my provider for any goods or services
Applicant provided. All services arg subject to coverage i2sUes or exclusions.

| congent to sharing of personal information between my Initiating Health Practitioner and my insurer. If this
OICF-23/158 iz not being completed by the first Inifiating Health Praciitioner, | consent to the insurer contacting the
first Initiating Health Practitoner to determine the amount of the PAF goods and services that have been congumed.

TO THE INSURER TO WHOM THIS APPLICATION 15 BEING SUBMITTED:

I UNDERSTAMND that you, and persons acting for you, will collect and use personal information and personal health
information about me that is related to my claims for accident benefits arising out of the accident described in this

application, and that all such information will be collected directly from me, or from any other person with my consent.

I ALSO UNDERSTAMND that thiz infformation will be collected and used only as reasonably necessary for the
purposes of:

*  Investigating my claims and processing my claims as required by law, including the Ontaric Automobile
Policy;

#  (Obtaining or verifying information relating to my claims in order to determine enfittement and the proper
amount of payment;

*  Recovering payment from insurers and others liable in law for amounts that you pay in connection with my
claime;

*  |dentifying and analyzing the nature and costs of goods and services that are provided to automokbile
accident victims by health care providers;

*  Preventing fraud, and detecting fraud where there are reazonakle grounds o suspect fraud,
*  Compiling anonymized statistics for government agencies; and

» Assessing underwrifing risks and claims experience.

(Partial Print Screen)

After you have reviewed the form with the applicant, the applicant or the applicant’s Substitute Decision Maker, as defined
in the Substitute Decisions Act, must sign here. The insurer may elect to waive the requirement of the applicant signature,
but this should be ascertained in advance.

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.

11
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