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Health Claims for Auto Insurance



HCAI Processing  
Atria II
2235 Sheppard Ave., East, 11th Floor
Toronto ON, M2J 5B5

Instructions for Completing the

	HCAI ELECTRONIC INSURER ACKNOWLEDGEMENT FORM


IMPORTANT – This form only applies to Insurers that were previously enrolled with HCAI prior to March 12, 2008. 

What: 
This form should be used by Ontario Auto Insurers that were enrolled with HCAI prior to March 12 2008. 

Who: 
This form should be completed by the Insurer Authorizing Officer (AO).   The AO is the person within your organization who signed the original enrolment form or is the person currently authorized to bind the Company to the HCAI Insurer Terms and Conditions.
When: 
This form must be received by HCAI Processing in accordance with the deadline for Enrolment Form Submission found in the following:

FSCO List Publication Schedule
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How: 
The AO must:

1. Complete the form. All fields are mandatory.

2. Select an Effective Date of participation.
3. Confirm if the individual identified as the System User & Organization Administrator in Section “E” of the original enrolment form is still the person who will receive the HCAI Logon ID and temporary password for the new system.  

4. If the System User and Organization Administrator has changed then:

a. Provide the new contact information and their HCAI Logon ID from the old system; OR

b. If the person was not previously set-up in HCAI, provide the new contact information, their employee ID and select a preferred and 2 alternate HCAI Logon IDs.
5. Sign the form.
6. Send the completed form to HCAI Processing by:

a. Fax –(416)497-6505; OR

b. Mail to the HCAI Processing address (located at the top of this page)   

7. If there are problems (e.g., incomplete fields, incorrect information) with your enrollment form, you will be contacted by a member of the HCAI team by email. 

8. Prior to your Effective Date:  the contact person designated on this form as the System User & Organization Administrator will receive an email with his/her user name and temporary password.  If the System User & Organization Administrator does do not receive this information, contact Helpdesk at 1.888.422.4123
9. Note: If you are making a submission for a Group of Companies with a Parent/Child structure within your Organization pages three and four must be completed for each child organization. The Parent in all cases must complete the entire form.
For questions, please email: insurersupport@hcaiinfo.ca
HCAI ELECTRONIC INSURER AKNOWLEDGEMENT FORM
Enter Insurer Name and Insurer IBC Reporting Number

Insurer Name: 



          

 FORMTEXT 
     
Insurer IBC Reporting Number: 
          

 FORMTEXT 
     
Head Office Address (To be displayed on the FSCO participant list): 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Please indicate if the above Insurer Name is a 

Parent   FORMCHECKBOX 
        Child   FORMCHECKBOX 

Virtual  FORMCHECKBOX 

If the above is a child insurer please indicate the name of the Parent Insurer:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
WHEREAS the above named Insurer, with the above noted IBC Reporting Number wishes to resume using the HCAI Processing (HCAI P) System commencing as part of the HCAI reintroduction pilot phase; AND

WHEREAS the Authorizing Officer (AO) of the Insurer signed the HCAI Insurer Enrollment Form, wherein it agreed to comply and adhere to the HCAI Insurer Terms and Conditions copies of which can be obtained at www.hcaiinfo.ca. 

It is hereby acknowledged that the HCAI Insurer Terms and Conditions, and, any other obligations which were accepted by the Insurer as part of the enrollment process in consideration of the use of the HCAI P system remain in full force and effect and are hereby ratified and confirmed.  

Data Migration Option:

An option is available permitting the migration of the insurer set up and claim-claimant information in the current HCAI system as of July 31, 2009 to the new HCAI system. The transfer of the information would take place on or after the July 31, 2009 transition date.  The data migration option as of the transition date can be elected by completing the section below:

 FORMCHECKBOX 

We elect to have our insurer set up and claim-claimant information currently in the HCAI system migrated to the new HCAI system on or after July 31, 2009.     

Name and title of technical HCAI contact: (for insurers integrating with HCAI).  

Salutation:   Mr.    Ms.   Other (specify):      

Title:      
Name:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
                   (First)




(Middle Initial)




(Last)

Phone: 
(     )     

Fax: (     )     
Email:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
System Integration Information

Please enter X in either Yes or No for the following (as it pertains to your organization):

Outbound Payment Feed:





Yes FORMCHECKBOX 
 / No  FORMCHECKBOX 
 

Inbound Claim/Claimant Feed:




Yes FORMCHECKBOX 
 / No  FORMCHECKBOX 

Outbound Insurer Extraction (All data extract):


Yes FORMCHECKBOX 
 / No  FORMCHECKBOX 


Effective Date of Participation:

Insert the date on which you wish to start using HCAI for receipt of OCF forms from health care facilities that have enrolled in the HCAI System.  This is your “Effective Date” and is the date for which the regulations authorize you to use HCAI to receive and process OCF forms from enrolled health care facilities.  You may choose any Monday between September 28, 2009 and March 29, 2010.  
Note: 
(i)If the selected effective date is a statutory holiday, the effective date shall be the first business day following the selected date. 
(ii)Enrolled Insurers and Facilities will be noted on a participant list published monthly on the Financial Services Commission of Ontario website. 

Select Your Effective Date (month / dd / yyyy):      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
System User & Organization Administrator (if same contact as in previous HCAI system):
Please note that a contact person to receive the first HCAI Logon ID for the production environment is required.  Please confirm if the individual identified as the System User & Organization Administrator in Section “E” of the original enrolment form is still the person who will receive the HCAI Logon ID and temporary password for the new system by   providing the requested information below.

Salutation:   Mr.    Ms.   Other (specify):      

Title:      
Name:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
                   (First)




(Middle Initial)




(Last)

Phone: 
(     )     

Fax: (     )     
Email:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
HCAI Logon ID (from old system if remembered):      

 FORMTEXT 
     

 FORMTEXT 
     
Note: 
The password for this Logon ID will be re-set and emailed to the listed contact
System User & Organization Administrator (please complete if contact has changed):
Please complete the following section if the contact person that has the role of System User & Organization Administrator is different than was specified on the original enrolment form.  This new contact will be the individual that will receive the first HCAI Logon ID for the production environment.  If this contact person had a HCAI Logon ID in the old system, please provide that HCAI Logon ID.  If the person was not previously set-up in the old system, please also provide his/her Employee ID, his/her Preferred HCAI Logon ID and two Alternate HCAI Logon IDs.
Salutation:   Mr.    Ms.   Other (specify):      

Title:      
Name:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
                   (First)




(Middle Initial)




(Last)

Phone: 
(     )     

Fax: (     )     
Email:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Note: 
If the above noted contact did not have a previous HCAI Login ID, please also complete the following:

Employee ID: 
     

 FORMTEXT 
     
(This is typically an alphanumeric that the company uses to uniquely identify their employee)
Preferred HCAI logon ID:


     

 FORMTEXT 
     
Alternate HCAI logon ID:


     

 FORMTEXT 
     
(if preferred is unavailable)

Third Choice for HCAI logon ID:
     

 FORMTEXT 
     
(if preferred or alternate is unavailable)

Signature for Participation

Is the signing Authorizing Officer the original Authorizing Officer?   Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

By signing this HCAI ELECTRONIC INSURER AKNOWLEDGEMENT FORM, I understand and agree to the provisions set out in this document and confirm that the HCAI Insurer Terms and Conditions as amended from time to time, and any other obligations which were accepted by the Insurer as part of the enrollment process remain in full force and effect
Name of AO: 

     

 FORMTEXT 
     
Email of AO: 

     

 FORMTEXT 
     
Signature of AO: 
     

 FORMTEXT 
     
Date: 


     

 FORMTEXT 
     
Please Note: if you are an integrating Insurer you must complete and submit the separate form “REQUEST FOR HCAI DIGITAL CERTIFICATES FOR INSURER INTEGRATION” this form is also located on � HYPERLINK "http://www.hcaiinfo.ca" ��www.hcaiinfo.ca� and must accompany this submission.
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