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Amending O. Reg. 403/96

(Statutory Accident Benefits Schedule — Accidents on or after November 1, 1996)


1.  (1)  The definition of “catastrophic impairment” in subsection 2 (1) of Ontario Regulation 403/96 is revoked.

(2)  The definition of “health practitioner” in subsection 2 (1) of the Regulation is amended by striking out “or” at the end of clause (d) and by adding the following clauses:


(b.1)
an occupational therapist, if the impairment is one that an occupational therapist is authorized by law to treat,

.     .     .     .     .


(f)
a registered nurse with an extended certificate of registration, if the impairment is one that the nurse is authorized by law to treat, or


(g)
a speech-language pathologist, if the impairment is one that a speech-language pathologist is authorized by law to treat;


(3)  Subsection 2 (1) of the Regulation is amended by adding the following definitions:

“business day” means a day that is not,


(a)
Saturday, or


(b)
a holiday within the meaning of subsection 29 (1) of the Interpretation Act, other than Easter Monday and Remembrance Day; (“jour ouvrable”)

“designated assessment” means an assessment arranged or conducted by a designated assessment centre under section 43; (“évaluation désignée”)

“Guideline” means,


(a)
a guideline issued by the Superintendent under subsection 268.3 (1) of the Act that is published in The Ontario Gazette,


(b)
a Pre-approved Framework Guideline,


(c)
a guideline that is included in the professional fee guidelines, the Transportation Expense Guidelines or the Optional Indexation Benefit Guidelines, as published in The Ontario Gazette by the Ontario Insurance Commission or Financial Services Commission of Ontario,


(d)
a guideline published in The Ontario Gazette that is an amended version of a guideline referred to in clause (a), (b) or (c); (“directive”)

“occupational therapist” means a person authorized by law to practise occupational therapy; (“ergothérapeute”)
“Pre-approved Framework Guideline” means a guideline,


(a)
that is issued by the Superintendent under subsection 268.3 (1.1) of the Act and published in The Ontario Gazette, and


(b)
which establishes, in respect of one or more impairments, a treatment framework; (“directive relative à un cadre de traitement préapprouvé”)
“registered nurse with an extended certificate of registration” means a person authorized by law to practise nursing who holds an extended certificate of registration under the Nursing Act, 1991; (“infirmière autorisée ou infirmier autorisé titulaire d’un certificat d’inscription supérieur”)

“speech-language pathologist” means a person authorized by law to practise speech-language pathology; (“orthophoniste”)


(4)  The definition of “treatment plan” in subsection 2 (1) is revoked.


(5)  Section 2 of the Regulation is amended by adding the following subsections:


(1.1)  For the purposes of this Regulation, a catastrophic impairment caused by an accident that occurs before October 1, 2003 is,


(a)
paraplegia or quadriplegia;


(b)
the amputation or other impairment causing the total and permanent loss of use of both arms;


(c)
the amputation or other impairment causing the total and permanent loss of use of both an arm and a leg;


(d)
the total loss of vision in both eyes;


(e)
brain impairment that, in respect of an accident, results in,


(i)
a score of 9 or less on the Glasgow Coma Scale, as published in Jennett, B. and Teasdale, G., Management of Head Injuries, Contemporary Neurology Series, Volume 20, F.A. Davis Company, Philadelphia, 1981, according to a test administered within a reasonable period of time after the accident by a person trained for that purpose, or


(ii)
a score of 2 (vegetative) or 3 (severe disability) on the Glasgow Outcome Scale, as published in Jennett, B. and Bond, M., Assessment of Outcome After Severe Brain Damage, Lancet i:480, 1975, according to a test administered more than six months after the accident by a person trained for that purpose;


(f)
subject to subsections (2) and (3), an impairment or combination of impairments that, in accordance with the American Medical Association’s Guides to the Evaluation of Permanent Impairment, 4th edition, 1993, results in 55 per cent or more impairment of the whole person; or


(g)
subject to subsections (2) and (3), an impairment that, in accordance with the American Medical Association’s Guides to the Evaluation of Permanent Impairment, 4th edition, 1993, results in a class 4 impairment (marked impairment) or class 5 impairment (extreme impairment) due to mental or behavioural disorder.


(1.2)  For the purposes of this Regulation, a catastrophic impairment caused by an accident that occurs after September 30, 2003 is,


(a)
paraplegia or quadriplegia;


(b)
the amputation or other impairment causing the total and permanent loss of use of both arms or both legs;


(c)
the amputation or other impairment causing the total and permanent loss of use of one or both arms and one or both legs;


(d)
the total loss of vision in both eyes;


(e)
subject to subsection (1.4), brain impairment that, in respect of an accident, results in,


(i)
a score of 9 or less on the Glasgow Coma Scale, as published in Jennett, B. and Teasdale, G., Management of Head Injuries, Contemporary Neurology Series, Volume 20, F.A. Davis Company, Philadelphia, 1981, according to a test administered within a reasonable period of time after the accident by a person trained for that purpose, or


(ii)
a score of 2 (vegetative) or 3 (severe disability) on the Glasgow Outcome Scale, as published in Jennett, B. and Bond, M., Assessment of Outcome After Severe Brain Damage, Lancet i:480, 1975, according to a test administered more than six months after the accident by a person trained for that purpose;


(f)
subject to subsections (1.4), (2.1) and (3), an impairment or combination of impairments that, in accordance with the American Medical Association’s Guides to the Evaluation of Permanent Impairment, 4th edition, 1993, results in 55 per cent or more impairment of the whole person; or


(g)
subject to subsections (1.4), (2.1) and (3), an impairment that, in accordance with the American Medical Association’s Guides to the Evaluation of Permanent Impairment, 4th edition, 1993, results in a class 4 impairment (marked impairment) or class 5 impairment (extreme impairment) due to mental or behavioural disorder.


(1.3)  Subsection (1.4) applies if an insured person is under the age of 16 years at the time of the accident and none of the Glasgow Coma Scale, the Glasgow Outcome Scale or the American Medical Association’s Guides to the Evaluation of Permanent Impairment, 4th edition, 1993, referred to in clause (1.2) (e), (f) or (g) can be applied by reason of the age of the insured person.


(1.4)  For the purposes of clauses (1.2) (e), (f) and (g), an impairment sustained in an accident by an insured person described in subsection (1.3) that can reasonably be believed to be a catastrophic impairment shall be deemed to be the impairment that is most analogous to the impairment referred to in clause (1.2) (e), (f) or (g), after taking into consideration the developmental implications of the impairment.


(6)  Subsection 2 (2) of the Regulation is amended by striking out the portion before clause (a) and substituting the following:


(2)  Clauses (1.1) (f) and (g) do not apply in respect of an insured person who sustains an impairment as a result of an accident that occurs before October 1, 2003 unless,

.     .     .     .     .


(7)  Section 2 of the Regulation is amended by adding the following subsection:


(2.1)  Clauses (1.2) (f) and (g) do not apply in respect of an insured person who sustains an impairment as a result of an accident that occurs after September 30, 2003 unless,


(a)
the insured person’s health practitioner states in writing that the insured person’s condition is unlikely to cease to be a catastrophic impairment; or


(b)
two years have elapsed since the accident.


(8)  Subsection 2 (3) of the Regulation is amended by striking out “clauses (f) and (g) of the definition of “catastrophic impairment” in subsection (1)” and substituting “clauses (1.1) (f) and (g) and (1.2) (f) and (g)”.


2.  (1)  Subsection 7 (1) of the Regulation is amended by striking out the portion before paragraph 1 and substituting the following:


(1)  Despite subsections 6 (1) and (5), but subject to subsection 6 (2), the weekly amount of an income replacement benefit payable to a person shall be the lesser of the following amounts:

.     .     .     .     .


(2)  Paragraph 1 of subsection 7 (1) of the Regulation is amended by striking out the portion before subparagraph i and substituting the following:


1.
The amount determined under subsections 6 (1) and (5), reduced by,

.     .     .     .     .


(3)  Subsection 7 (2) of the Regulation is amended by striking out the portion before clause (a) and substituting the following:


(2)  For the purposes of paragraph 1 of subsection (1), the amount determined under subsections 6 (1) and (5) shall not be reduced by,

.     .     .     .     .


3.  Subsection 14 (4) of the Regulation is revoked and the following substituted:


(4)  The insurer is not liable to pay a medical benefit for expenses related to professional services described in clause (2) (a), (b) or (h) rendered to an insured person that exceed the maximum rate or amount of expenses established under the Guidelines applicable to the claim.


(4.1)  If the Guidelines applicable to the claim establish a range of rates or amounts for expenses related to professional services rendered to an insured person,


(a)
the highest rate or amount in the range shall be deemed, for the purposes of subsection (4), to be the maximum rate or amount established under the Guidelines applicable to the claim; and


(b)
an insurer that is liable to pay a medical benefit for expenses related to the services described in clause (2) (a), (b) or (h) shall not pay less than the lowest amount or rate in the range unless the insured person’s claim is for less than the lowest amount or rate in the range.


4.  (1)  Clause 15 (5) (k) of the Regulation is revoked and the following substituted:


(k)
transportation for the insured person to and from counselling and training sessions, including transportation for an aide or attendant;


(2)  Subsection 15 (6) of the Regulation is revoked and the following substituted:


(6)  The insurer is not liable to pay a rehabilitation benefit for expenses related to professional services described in any of clauses (5) (a) to (g) or clause (5) (l) rendered to an insured person that exceed the maximum rate or amount of expenses established under the Guidelines applicable to the claim.


(6.1)  If the Guidelines applicable to the claim establish a range of rates or amounts for expenses related to professional services rendered to an insured person,


(a)
the highest rate or amount in the range shall be deemed, for the purpose of subsection (6), to be the maximum rate or amount established under the Guidelines applicable to the claim; and


(b)
an insurer that is liable to pay a rehabilitation benefit for expenses related to the services described in any of clauses (5) (a) to (g) or clause (5) (l) shall not pay less than the lowest amount or rate in the range unless the insured person’s claim is for less than the lowest amount or rate in the range.


(3)  Subsection 15 (12) of the Regulation is amended by striking out the words “counselling session, training session or assessment” and substituting “counselling or training session”.


5.  Subsection 16 (5) of the Regulation is revoked and the following substituted:

(5)  The amount of the attendant care benefit payable in respect of an insured person shall not exceed the amount determined under the following rules:


1.
If the accident occurred before October 1, 2003, the amount of the attendant care benefit payable in respect of the insured person shall not exceed,


i.
$3,000 per month, if the insured person did not sustain a catastrophic impairment as a result of the accident, or


ii.

$6,000 per month, if the insured person sustained a catastrophic impairment as a result of the accident.


2.
If the accident occurred on or after October 1, 2003 and the optional medical, rehabilitation and attendant care benefit referred to in section 27 has not been purchased and does not apply to the insured person, the amount of the attendant care benefit payable in respect of the insured person shall not exceed,


i.
$3,000 per month, if the insured person did not sustain a catastrophic impairment as a result of the accident, or


ii.

$6,000 per month, if the insured person sustained a catastrophic impairment as a result of the accident.


3.
If the accident occurred on or after October 1, 2003 and the optional medical, rehabilitation and attendant care benefit referred to in section 27 has been purchased and applies to the insured person, the amount of the attendant care benefit payable in respect of the insured person shall not exceed the monthly limit fixed for that optional benefit.


6.  Section 17 of the Regulation is revoked and the following substituted:


17.  (1)  The insurer shall pay all reasonable and necessary expenses incurred by or on behalf of an insured person as a result of the accident for services provided by a qualified case manager in accordance with a treatment plan if,


(a)
the insured person sustains a catastrophic impairment as a result of the accident; or


(b)
the accident occurred on or after October 1, 2003 and the optional medical, rehabilitation and attendant care benefit referred to in section 27 has been purchased and applies to the insured person.


(2)  The insurer is not liable under subsection (1) to pay expenses related to professional services rendered to an insured person that exceed the maximum rate or amount of expenses established under the Guidelines applicable to the claim.


(3)  If the Guidelines applicable to the claim establish a range of rates or amounts for expenses related to professional services rendered to an insured person,


(a)
the highest rate or amount in the range shall be deemed, for the purpose of subsection (2), to be the maximum rate or amount established under the Guidelines applicable to the claim; and


(b)
an insurer that is liable under subsection (1) to pay expenses related to the services rendered to the insured person shall not pay less than the lowest amount or rate in the range, unless the insured person’s claim is for less than the lowest amount or rate in the range.


7.  (1)  Subsections 24 (1) and (2) of the Regulation are revoked and the following substituted:


(1)  The insurer shall pay the following expenses incurred by or on behalf of an insured person:


1.
Reasonable fees charged by,


i.
a health practitioner for preparing a disability certificate under section 34,


ii.
a health practitioner for reviewing a treatment plan under section 38, and for approving it, if appropriate,


iii.
a member of a health profession for preparing an application for approval of an assessment or examination under section 38.2,

iv.
a member of a health profession for preparing an assessment of attendant care needs under section 39,


v.
a health practitioner for preparing an application for a determination of catastrophic impairment under section 40.


2.
Fees charged,


i.
for a designated assessment of the insured person,


ii.
by a health practitioner in accordance with a Pre-approved Framework Guideline for preparing a treatment confirmation form for the purposes of section 37.1,


iii.
by a member of a health profession in accordance with a Pre-approved Framework Guideline for conducting an assessment or examination and preparing a report for the purposes of section 37.1.


3.
Reasonable fees, other than fees referred to in paragraph 1 or subparagraph 2 iii, that are charged by a member of a health profession for conducting an assessment or examination and preparing a report, if the assessment or examination and the report are reasonably required in connection with a benefit claimed or the preparation of a treatment plan, disability certificate, assessment of attendant care needs in Form 1 or application for the determination of a catastrophic impairment and,


i.
the assessment or examination and the preparation of the report,


A.
relates to ancillary goods or services described in section 37.2, and


B.
are services contemplated by a treatment confirmation form submitted in accordance with section 37.1, or


ii.
the insured person submits the expense for approval under a treatment plan under section 38 or submits an application for approval of an assessment or examination under section 38.2.

(1.1)  An insurer is not required to pay an expense referred to in subparagraph 3 ii of subsection (1) if the expense is incurred,


(a)
before obtaining the approval of the insurer; or


(b)
before a designated assessment is conducted and the report of the person or persons who conducted the designated assessment is delivered to the insured person and the insurer, in the case where an application for approval for an assessment or examination was made under section 38.2 and denied by the insurer.


(1.2)  Despite subsection (1.1), the prior approval of an insurer is not required for the following:


1.
An assessment or examination for the purposes of preparing a treatment plan under section 38 in circumstances in which an immediate risk of harm to the insured person or a person in the insured person’s care makes obtaining the prior approval of the insurer impractical.


2.
Not more than three assessments or examinations for the purposes of preparing a treatment plan under section 38 if,


i.
the insured person has not received treatment under a Pre-approved Framework Guideline,


ii.
the cost of each assessment or examination does not exceed $180.00, and


iii.
not more than one assessment or examination is done by the same person.


3.
Not more than one assessment or examination for the purposes of preparing a treatment plan under section 38 if,


i.
the insured person has received treatment under a Pre-approved Framework Guideline,

ii.
the cost of the assessment or examination does not exceed $180.00, and


iii.
the person conducting the assessment or examination did not provide goods or services to the insured person under a Pre-approved Framework Guideline in respect of the same accident.


4.
An assessment or examination for the purposes of preparing a disability certificate under section 34, if the cost of the assessment or examination does not exceed $180.


5.
An assessment or examination for the purposes of preparing an assessment of attendant care needs under section 39, but not an assessment or examination relating to an impairment that comes within a Pre-approved Framework Guideline unless the Guideline expressly states that the prior approval of the insurer is not required for the assessment or examination.


6.
An assessment or examination for the purposes of determining if an insured person has a catastrophic impairment, if the insured person is hospitalized or is in a long-term care facility at the time of the assessment or examination.


7.
An assessment or examination conducted after the insurer notifies the insured person that, before the assessment or examination is conducted, the insurer does not require the submission of a treatment plan under section 38 or an application for approval of an assessment or examination under section 38.2.


8.
An assessment or examination conducted under the provisions of a Guideline that authorizes the assessment or examination without the prior approval of the insurer.


(1.3)  If the approval of an insurer is required and is requested with respect to an assessment or examination required for the purposes of preparing a treatment plan, the insurer shall give notice as to whether it will agree to pay for the assessment or examination,


(a)
within two business days after receiving the request if the amount to be charged for the assessment is $180.00 or less; or


(b)
within five business days after receiving the request if the amount to be charged is greater than $180.00.


(1.4)  A notice required under subsection (1.3) may be given verbally to the insured person, to the member of the health profession who intends to perform the assessment or examination or to both of them if, as soon as practicable afterwards, written confirmation of the notice is given to the insured person and, if the notice was given verbally to the member of the health profession, to the member of the health profession.


(1.5)  If an insurer fails to provide a notice required under subsection (1.3) within the time period required under that subsection, the insurer shall be deemed to have agreed to pay for the assessment or examination.


(1.6)  Subject to subsection (4), the insurer shall pay reasonable expenses incurred by or on behalf of an insured person for transportation expenses incurred in transporting the insured person to and from an assessment or examination referred to in subsection (1), including transportation expenses for an aide or an attendant.


(2)  The insurer is not liable under subsection (1) for expenses related to professional services rendered to an insured person that exceed the maximum rate or amount of expenses established under the Guidelines applicable to the claim.


(2.1)  If the Guidelines applicable to the claim establish a range of rates or amounts for expenses related to professional services rendered to an insured person,


(a)
the highest rate or amount in the range shall be deemed, for the purpose of subsection (2), to be the maximum rate or amount established under the Guidelines applicable to the claim; and


(b)
an insurer that is liable to pay expenses related to the services rendered to the insured person shall not pay less than the lowest amount or rate in the range, unless the insured person’s claim is for less than the lowest amount or rate in the range.


(2)  Subsection 24 (3) of the Regulation is amended by striking out “clause (1) (c)” and substituting “subsection (1.6)”.


(3)  Subsection 24 (4) of the Regulation is amended by striking out “clause 1 (c)” and substituting “subsection (1.6)”.


(4)  Section 24 of the Regulation is amended by adding the following subsection:


(5)  Vocational assessments referred to in clause 15 (5) (f) are not assessments for the purposes of this section.


8.  (1)  Paragraph 3 of subsection 25 (2) of the Regulation is revoked and the following substituted:


3.
If no payment is required by paragraph 1, an additional payment to the insured person’s dependants and the persons, other than a former spouse or same-sex partner of the insured person, to whom the insured person had an obligation at the time of the accident to provide support under a domestic contract or court order, to be divided equally among the persons entitled, in an amount equal to $25,000 if the accident occurred before October 1, 2003 or, if the accident occurred on or after October 1, 2003,


i.
$25,000, or


ii.
if the optional death and funeral benefit referred to in section 27 has been purchased and is applicable to the insured person, the amount fixed by the optional benefit.


(2)  Section 25 of the Regulation is amended by adding the following subsection:


(4.1)  If at the time of the accident the insured person was a dependant in respect of more than one person who is entitled to a payment under this section, the payment shall be divided equally among the persons in respect of whom the insured person was a dependant.


9.  (1)  Paragraph 4 of subsection 27 (1) of the Regulation is revoked and the following substituted:


4.
An optional death and funeral benefit that,


i.
fixes the amount payable under paragraph 1 of subsection 25 (2) at $50,000, instead of the amount specified in subparagraph 1 i of subsection 25 (2),


ii.
fixes the amount payable under paragraph 2 of subsection 25 (2) at $20,000, instead of the amount specified in subparagraph 2 i of subsection 25 (2),


iii.
fixes the amount payable under paragraph 3 of subsection 25 (2) at $50,000 if the accident occurred on or after October 1, 2003, instead of the amount specified in subparagraph 3 i of subsection 25 (2), and


iv.
fixes the maximum payment for funeral expenses at $8,000 instead of the amount specified in clause 26 (2) (a).


(2)  Section 27 of the Regulation is amended by adding the following subsection:


(5)  Despite paragraph 3 of subsection (1), the amount of the attendant care benefit payable in respect of an insured person relating to an accident that occurs on or after October 1, 2003 shall not exceed $6,000 per month.


10.  (1)  Subsection 30 (2) of the Regulation is amended by striking out “or” at the end of clause (a) and by adding the following clauses:

(c)
in respect of a person who, at the time of the accident,


(i)
was engaged in an act for which the person is convicted of a criminal offence, or


(ii)
was an occupant of an automobile that was being used in connection with an act for which the person is convicted of a criminal offence; or


(d)
in respect of a person who is convicted under section 254 of the Criminal Code (Canada) of failing to comply with a lawful demand to provide a breath sample in connection with the accident.


(2)  Subsection 30 (5) of the Regulation is amended by striking out “clause (4) (a)” in the portion before the definition of “criminal offence” and substituting “this section”.


11.  (1)  Subsection 32 (1) of the Regulation is revoked and the following substituted:


(1)  A person shall notify the insurer of his or her intention to apply for a benefit under this Regulation.


(1.1)  A person shall notify the insurer under subsection (1) no later than,


(a)
the 30th day after the circumstances arose that gave rise to the entitlement to the benefit, or as soon as practicable after that day, if those circumstances arose as a result of an accident that occurred before October 1, 2003; or


(b)
the seventh day after the circumstances arose that give rise to the entitlement to the benefit, or as soon as practicable after that day, if those circumstances arose as a result of an accident that occurred on or after October 1, 2003.


(2)  Section 32 of the Regulation is amended by adding the following subsections:


(3.1)  If an insurer receives an incomplete application for a benefit under this Regulation, the insurer shall notify the person within 14 days after receiving the incomplete application that the application is incomplete and shall indicate the information that is missing.


(3.2)  Subsection (3.1) applies only if the insurer, after a reasonable review of the incomplete application, is unable to determine without the missing information if a benefit is payable.

.     .     .     .     .


(5)  If subsection (3.1) applies in respect of an incomplete application, no benefit is payable before the person provides the missing information.


(6)  If, in respect of an accident that occurs on or after October 1, 2003, a person fails, without a reasonable explanation, to notify an insurer under subsection (1) within the seven days set out in clause (1.1) (b), the insurer may delay determining if the person is entitled to a benefit under section 35, 38, 39 or 41 for a maximum of 45 days after the day the insurer receives the person’s application.

12.  (1)  Section 33 of the Regulation is amended by adding the following subsections:


(1.1)  If requested by the insurer, a person who applies for a benefit under this Regulation as a result of an accident shall submit to an examination under oath, but is not required to,


(a)
submit to more than one examination under oath in respect of matters relating to the same accident; or


(b)
submit to an examination under oath during a period when the person is incapable of being examined under oath because of his or her physical, mental or psychological condition.


(1.2)  A person is entitled to be represented at his or her own expense at the examination under oath by such counsel or other representative of his or her choice as the law otherwise permits.


(1.3)  The insurer shall make reasonable efforts to schedule the examination under oath for a time and location that are convenient for the person and shall give the person reasonable advance notice of the following:


1.
The date and location of the examination.


2.
That the person is entitled to be represented in the manner described in subsection (1.2).


3.
The reason or reasons for the examination.


4.
That the scope of the examination will be limited to matters that are relevant to the person’s entitlement to benefits.


(1.4)  The insurer shall limit the scope of the examination under oath to matters that are relevant to the person’s entitlement to benefits under this Regulation.


(2)  Subsection 33 (2) of the Regulation is revoked and the following substituted:


(2)  The insurer is not liable to pay a benefit in respect of any period during which the insured person failed to comply with subsection (1) or (1.1).


(3)  Subsection (2) does not apply in respect of a non-compliance with subsection (1.1) if,


(a)
the insurer fails to comply with subsection (1.3) or (1.4); or


(b)
the insurer interferes with the insured person’s right to be represented as described in subsection (1.2).


(4)  If an insured person who failed to comply with subsection (1) or (1.1) subsequently complies with that subsection, the insurer,

(a)
shall resume payment of the benefit, if a benefit was being paid; and


(b)
shall pay all amounts that were withheld during the period of non-compliance, if the insured person provides a reasonable explanation for the delay in complying with the subsection.


13.  Subsection 35 (3) of the Regulation is revoked and the following substituted:


(3)  Despite subsection (2), the insurer may delay determining whether a person is entitled to the benefit for up to 45 days from the date the insurer receives the person’s application if the person fails, without a reasonable explanation, to notify the insurer within the 30 days required under clause 32 (1.1) (a) if the application relates to an accident that occurred before October 1, 2003.


14.  Subsections 37 (3), (4) and (5) of the Regulation are revoked and the following substituted:


(3)  The following rules apply if notice is given under clause (1) (b) for the reason that the person no longer has a disability that entitles the person to continue to receive the benefit:


1.
The date specified in the notice under subsection (2) shall be not less than 14 days after the day the person receives the notice.


2.
The notice under clause (1) (b) shall inform the person that he or she has the right to require a designated assessment in accordance with section 43 by giving the insurer written notice and a disability certificate from a health practitioner under section 34, before the date specified in the notice under subsection (2).


3.
Despite subsection (2), the insurer shall not stop payment of the benefit if, within 14 days after receiving the notice under clause (1) (b), the person gives the insurer written notice that he or she requires a designated assessment in accordance with section 43 and provides the disability certificate referred to in paragraph 2.


(3.1)  Subsections 34 (3) and (4) do not apply where the notice given by the insurer under clause (1) (b) contains the information described in paragraph 2 of subsection (3).


(4)  The insurer may stop paying a benefit to a person, after providing the person with notice of its reasons for stopping payment, if,


(a)
the person undergoes a designated assessment referred to in paragraph 3 of subsection (3); and 


(b)
the report from the designated assessment centre states that the person no longer has a disability that entitles the person to receive the benefit.


(5)  The insurer may dispute the obligation to pay a benefit in accordance with sections 279 to 283 of the Act and, pending the resolution of the dispute, the insurer shall pay the benefit if,


(a)
the person undergoes a designated assessment referred to in paragraph 3 of subsection (3); and


(b)
the report from the designated assessment centre states that the person continues to have a disability that entitles the person to receive the benefit.


15.  The Regulation is amended by adding the following sections:

Pre-approved Framework Guidelines


37.1  (1)  This section applies if an insured person,


(a)
submits or intends to submit an application for a benefit in accordance with section 32; and


(b)
claims medical or rehabilitation benefits in respect of an impairment that comes within a Pre-approved Framework Guideline.


(2)  The insured person shall submit to the insurer, within the time specified in the Pre-approved Framework Guideline applicable to the impairment, a treatment confirmation form that satisfies the following requirements:


1.
The treatment confirmation form shall be prepared by a health practitioner who is authorized by law to treat the impairment that is the subject of the form and who will be the health practitioner responsible for providing goods and services under the treatment confirmation form.


2.
The treatment confirmation form shall contain details concerning the impairment and specify the Pre-approved Framework Guideline under which benefits are claimed.


3.
The treatment confirmation form shall include a statement by the health practitioner who prepared the form,


i.
disclosing any conflict of interest that he or she has that relates to the goods or services to be provided under the Pre-approved Framework Guideline,


ii.
confirming that he or she has made reasonable inquiries to determine if any person who referred the insured person to a person who will provide goods or services under the Pre-approved Framework Guideline has a conflict of interest relating to the treatment, and


iii.
disclosing any conflict of interest that a person who referred the insured person to a person who will provide goods or services under the Pre-approved Framework Guideline has that relates to the treatment.


4.
The treatment confirmation form shall be signed by the insured person, unless the insurer waives this requirement.


(3)  A lawyer or other representative who acts for the insured person in respect of the application for a benefit or in respect of any civil proceeding arising from the accident shall, at the time the treatment confirmation form is submitted, give the insurer and the insured person written notice disclosing any conflict of interest that the lawyer or representative has relating to the claim for benefits.


(4)  If a conflict of interest is disclosed in the treatment confirmation form or by a person under subsection (3), the insurer may refuse the application.


(5)  Within five business days after receiving a treatment confirmation form, the insurer shall send a notice that complies with the following rules to the insured person and to the health practitioner, acknowledging receipt of the treatment confirmation form:


1.
The notice shall state whether the policy referred to in the treatment confirmation form was in force at the time of the accident.


2.
If the insurer refuses the application by reason of a conflict of interest, the notice shall state the reason the application is refused, what the conflict of interest is and that the insured person may submit a new application.


3.
If the treatment confirmation form includes a claim for ancillary goods or services referred to in section 37.2, the notice shall comply also with the requirements of that section.


(6)  Despite subsection (4), the insurer shall not refuse an application because of a conflict of interest if there is no other person within 50 kilometres of the insured person’s residence who is able to provide the goods or services to which the conflict of interest relates.


(7)  If an insured person submits an application under section 32 and a treatment confirmation form under this section in respect of an impairment and the claim is accepted by the insurer, the insurer is liable to pay benefits of a type described in section 14 or 15 in respect of the impairment only in accordance with,


(a)
the Pre-approved Framework Guideline to which the treatment confirmation form relates; and


(b)
the requirements of section 37.2, if that section applies in respect of the claim.


(8)  If the insured person has submitted an application under section 32 to the insurer, the insurer shall pay a benefit referred to in subsection (7) within 30 days after  receiving an invoice for goods or services,


(a)
that have been provided under the Pre-approved Framework Guideline to which the treatment confirmation form relates; or


(b)
that the insurer has agreed under section 37.2 to pay for and that have been provided.

(9)  An insurer is not liable to pay benefits under more than one treatment confirmation form relating to the same Pre-approved Framework Guideline.


(10)  An insured person may receive benefits under two or more Pre-approved Framework Guidelines if permitted under the Guidelines.


(11)  An insured person shall submit an amended treatment confirmation form if, during the course of treatment under a Pre-approved Framework Guideline, he or she changes the health practitioner who is responsible for providing goods and services under the treatment confirmation form.


(12)  The insurer is liable to pay for goods and services under an amended treatment confirmation form only to the extent the goods and services have not already been provided under the Pre-approved Framework Guideline.


(13)  Sections 42 and 43 do not apply to a claim for payment for goods and services provided under a Pre-approved Framework Guideline.


(14)  If goods or services available under a Pre-approved Framework Guideline are not provided within the times specified in the applicable Guideline, any claim for medical or rehabilitation benefits to which the Guideline would otherwise apply shall, subject to section 37.2, be submitted in accordance with section 38.


(15)  If a court or arbitrator determines in any dispute about an insured person’s entitlement to medical or rehabilitation benefits or related assessments or examinations that a Pre-approved Framework Guideline applies to the insured person and the insured person received benefits or underwent assessments or examinations under the Pre-approved Framework Guideline,


(a)
the benefits shall be deemed to have been reasonable and necessary for the purposes of sections 14 and 15; and


(b)
the assessments and examinations shall be deemed to have been reasonably required for the purposes of section 24.


37.2  (1)  In this section, ancillary goods or services, in respect of an impairment to which a Pre-approved Framework Guideline applies, are goods or services for which the Guideline,


(a)
requires the insurer’s approval; and


(b)
permits a claim to be made in a treatment confirmation form under section 37.1.


(2)  If a treatment confirmation form under section 37.1 includes a claim for ancillary goods or services, the following rules apply:


1.
If the insurer does not agree to pay for all of the ancillary goods and services claimed in the treatment confirmation form, the insurer shall require the insured person to be assessed by a designated assessment centre in accordance with section 43 in respect of the ancillary goods and services the insurer will not pay for.


2.
The notice given by the insurer under subsection 37.1 (5) shall state,


i.
what ancillary goods and services, if any, that the insurer will pay for,


ii.
what ancillary goods and services the insurer will not pay for and the reasons why the insurer will not pay for them, and

iii.
that the insurer requires the insured person to be assessed by a designated assessment centre in accordance with section 43 in respect of the ancillary goods and services the insurer will not pay for.

(3)  Despite subsection (2), no designated assessment is required if, within two business days after receiving the notice referred to in that subsection, the insured person gives the insurer written notice that he or she will not make any claim in respect of the goods and services for which the insurer has indicated it will not pay.


(4)  If the insurer fails, within the time required under subsection 37.1 (5), to comply with the requirements of paragraph 2 of subsection (2) or fails to give the notice under subsection 37.1 (5), the insurer shall pay for all ancillary goods and services delivered under the treatment confirmation form.


(5)  The following rules apply in respect of an expense for or relating to an ancillary good or service, subject to the determination of a dispute relating to the expense in accordance with sections 279 to 283 of the Act: 


1.
If a report from a designated assessment centre states that, in the opinion of the person or persons who conducted the designated assessment, the expense is reasonable and necessary for the insured person’s treatment or rehabilitation, the insurer shall pay the expense.

2.
If a report from a designated assessment centre does not state that, in the opinion of the person or persons who conducted the designated assessment, the expense is reasonable and necessary for the insured person’s treatment or rehabilitation, the insurer is not required to pay the expense. 

3.
If a report from a designated assessment centre states that, in the opinion of the person or persons who conducted the designated assessment, the expense in respect of an assessment or examination is reasonably required in relation to the benefit claimed, the insurer shall pay the expense.

4.
If a report from a designated assessment centre does not state that, in the opinion of the person or persons who conducted the designated assessment, an expense in respect of an assessment or examination is reasonably required in relation to the benefit claimed, the insurer is not required to pay the expense.

16.  (1)  Subsection 38 (1) of the Regulation is revoked and the following substituted:


(1)  Subject to subsection (2.1), this section applies to,


(a)
any claim for medical or rehabilitation benefits other than,


(i)
a claim payable under section 37.1, and


(ii)
a claim for ancillary goods and services referred to in section 37.2; and


(b)
applications for assessments or examinations under subparagraph 3 ii of subsection 24 (1) that are submitted with a treatment plan under subsection (2).


(1.1)  An insured person shall submit an application for a medical or rehabilitation benefit to the insurer before incurring any expense in respect of the benefit or an assessment or examination to which this section applies.


(2)  Subsection 38 (2) of the Regulation  is revoked and the following substituted:


(2)  An application under this section must be signed by the insured person, unless the insurer waives that requirement, and must include, unless section 38.1 applies,


(a)
a treatment plan prepared by a member of a health profession; and


(b)
a statement by a health practitioner approving the treatment plan referred to in clause (a) and stating that he or she is of the opinion,


(i)
that the expenses contemplated by the treatment plan are reasonable and necessary for the insured person’s treatment or rehabilitation, and


(ii)
that the impairment sustained by the insured person does not come within a Pre-approved Framework Guideline.


(2.1)  An insurer may refuse to accept a treatment plan under this section that provides for goods or services to be received in respect of any period during which the insured person is entitled to receive goods or services under a Pre-approved Framework Guideline, unless the Guideline allows the insured person to receive both, and the insurer’s refusal is final and not subject to review.


(2.2)  Nothing in subsection (2.1) prevents an insured person, while receiving goods or services under a Pre-approved Framework Guideline, from submitting a treatment plan applicable to a period other than the period referred to in that subsection.


(3)  Section 38 of the Regulation is amended by adding the following subsection:


(3.1)  Despite subsections (1.1), (2) and (3), if an insured person incurs expenses in respect of which a medical or rehabilitation benefit may be payable, other than for expenses payable under a Pre-approved Framework Guideline, without complying with subsection (1.1), (2) or (3), the insured person shall submit to the insurer an application for payment of the expenses that complies with subsections (2) and (3) within 30 days after incurring the expenses.


(4)  Subsection 38 (8) of the Regulation is revoked and the following substituted:


(8)  If no notice is given under subsection (5), the insurer shall give the insured person one of the following notices:


1.
A notice disclosing if the insurer has a conflict of interest relating to the treatment plan and stating,


i.
what goods and services, if any, contemplated by the treatment plan that the insurer will pay for, and


ii.
what goods and services, if any, contemplated by the treatment plan that the insurer will not pay for.


2.
A notice stating that the insurer rejects the treatment plan on the basis that the insured person has an impairment to which a Pre-approved Framework Guideline applies.


(8.1)  A notice under subsection (8) must be given,


(a)
within 14 days after the insurer receives the application, in the case of a notice described in paragraph 1 of subsection (8); or


(b)
within five business days after the insurer receives the application, in the case of a notice described in paragraph 2 of subsection (8).


(8.2)  If the insurer fails to give a notice under subsection (8) in accordance with subsection (8.1), the following rules apply:


1.
In the case of a notice under paragraph 2 of subsection (8),


i.
the insurer cannot reject the treatment plan on the basis that the insured person has an impairment to which a Pre-approved Framework Guideline applies, and


ii.
the insurer shall give a notice described in paragraph 1 of subsection (8) in accordance with subsection (8.1).


2.
In the case of a notice under paragraph 1 of subsection (8) or a notice required under that paragraph by reason of subparagraph 1 ii of this subsection, the insurer shall pay for all goods and services provided under the treatment plan that relate to the period starting the day after the day the insurer was required to give the notice and ending on the day the insurer gives the notice.


(5)  Subsection 38 (9) of the Regulation is amended by striking out “clause (8) (b)” and substituting “paragraph 1 of subsection (8)”.


(6)  Subsections 38 (11) and (12) of the Regulation are revoked and the following substituted:


(11)  If the application is not withdrawn under subsection (9), the insurer shall pay for goods and services the insurer agreed to pay for in the notice under paragraph 1 of subsection (8) within 30 days after receiving an invoice for them.


(12)  If the notice under paragraph 1 of subsection (8) does not indicate that the insurer will pay for all the goods and services contemplated by the treatment plan,


(a)
the insurer shall require the insured person to be assessed by a designated assessment centre in accordance with section 43 in respect of the goods and services the insurer will not pay for; and


(b)
the insurer shall include in the notice under paragraph 1 of subsection (8),


(i)
a statement of the insurer’s reasons for not agreeing to pay for all goods and services contemplated by the treatment plan, and


(ii)
notice that the insurer requires the insured person to be assessed by a designated assessment centre in accordance with section 43.


(12.1)  If an insurer gives a notice described in paragraph 2 of subsection (8),

(a)
the insurer shall require the insured person to be assessed in respect of the goods and services by a designated assessment centre; and 


(b)
the insurer shall include in the notice,


(i)
a statement specifying the Pre-approved Framework Guideline applicable to the insured person, and


(ii)
notice that the insurer requires the insured person to be assessed by a designated assessment centre.


(12.2)  If an insurer  gives notice described in paragraph 2 of subsection (8), the insured person may submit a treatment confirmation form under section 37.1 and receive goods and services in accordance with the Pre-approved Framework Guideline referred to in subclause (12.1) (b) (i), pending the determination of the designated assessment referred to in subclause (12.1) (b) (ii).


(12.3)  If appropriate, the treatment confirmation form referred to in subsection (12.2) may include a claim for ancillary goods and services under section 37.2.


(7)  Subsections 38 (13) and (14) of the Regulation are revoked and the following substituted:


(13)  Despite clause (12) (a), no designated assessment shall be required if, within five business days after receiving the notice under subclause (12) (b) (ii), the insured person gives the insurer written notice that he or she will not make any claim in respect of the goods or services that the insurer has stated it will not pay for.


(14)  The following rules apply in respect of an expense for or relating to goods or services the insurer has not agreed to pay for, subject to the determination of a dispute relating to the expense in accordance with sections 279 to 283 of the Act:


1.
If a report from the designated assessment centre states that, in the opinion of the person or persons who conducted the designated assessment, an expense claimed under section 14 or 15 is reasonable and necessary for the insured person’s treatment or rehabilitation, or in the case of an assessment or examination under subparagraph 3 ii of subsection 24 (1), that the expense is reasonably required in relation to the benefit claimed, the insurer shall pay the expense.


2.
If a report from the designated assessment centre does not state that, in the opinion of the person or persons who conducted the designated assessment, an expense claimed under section 14 or 15 is reasonable and necessary for the insured person's treatment or rehabilitation, or in the case of an assessment or examination under subparagraph 3 ii of subsection 24 (1), that the expense is reasonably required in relation to the benefit claimed, the insurer is not required to pay the expense.


3.
If a report from the designated assessment centre states that, in the opinion of the person or persons who conducted the designated assessment, the insured person has an impairment to which a Pre-approved Framework Guideline applies, the insurer may reject the treatment plan and may treat the application for benefits as an application under section 37.1.


4.
If a report from the designated assessment centre states that, in the opinion of the person or persons who conducted the designated assessment, the insured person does not have an impairment to which a Pre-approved Framework Guideline applies, the insurer shall give the insured person a notice described in paragraph 1 of subsection (8).


(8)  Subsection 38 (15) of the Regulation is amended by striking out “an assessment by a designated assessment centre” in the portion before paragraph 1 and substituting “a designated assessment”.


(9)  Paragraphs 3 and 4 of subsection 38 (15) of the Regulation are revoked and the following substituted:


3.
Expenses for transportation to or from counselling sessions, training sessions, or treatment sessions, including transportation for an aide or attendant.

4.
Labour market re-entry expenses payable by the insurer until a dispute over whether a benefit is payable under the Workplace Safety and Insurance Act, 1997 is resolved.


(10)  Subsections 38 (16) and (17) of the Regulation are revoked.


(11)  Subsection 38 (18) of the Regulation is amended by striking out the portion before clause (a) and substituting:


(18)  Despite subsection (1.1), if the insurer receives an application described in subsection (3.1), the insurer shall, within 30 days after receiving the application,

.     .     .     .     .


(12)  Subsection 38 (19) of the Regulation is amended by striking out “subclause (8) (a) (i) or (ii)” and substituting “subparagraph 1 i of subsection (8)”.


(13)  Subsections 38 (22) to (25) of the Regulation are revoked.


17.  The Regulation is amended by adding the following sections:

38.1  (1)  This section applies to a claim for a medical or rehabilitation benefit under section 38 if the insurer gives the insured person a notice informing the insured person that the insurer will pay the expenses without the submission of a treatment plan under that section.


(2)  If the insurer gives the insured person a notice under subsection (1),


(a)
the notice shall describe the expenses that the insurer will pay without the submission of a treatment plan and shall specify,


(i)
the types of expenses,


(ii)
any restrictions on the amount of the expenses, and


(iii)
any restrictions on when the expenses may be incurred;


(b)
the insurer shall pay expenses described in the notice within 30 days after receiving an invoice for them; and


(c)
if there is a dispute about whether, for the purpose of subsection 14 (2) or 15 (5), an expense described in the notice is reasonable or necessary, the insurer shall pay the expense pending resolution of the dispute in accordance with sections 279 to 283 of the Act.


(3)  The insurer shall give the insured person a notice disclosing any conflict of interest that the insurer has relating to any person who will provide goods or services to whom the insured person is referred by the insurer.


(4)  Every member of a health profession who refers an insured person to a person who will provide goods or services in respect of which a medical or rehabilitation benefit will be paid by an insurer under this section shall give the insurer and the insured person written notice disclosing any conflict of interest that the member of the health profession has relating to the goods or services.


(5)  If a conflict of interest is disclosed under subsection (4), the insurer may give the insured person a notice requiring the insured person to submit a treatment plan to the insurer under section 38 and, if a notice is given under this subsection,


(a)
the insurer is relieved of any obligation under this section to pay expenses other than expenses incurred before the notice was given; 


(b)
subsections (1) to (4) do not apply; and


(c)
the insured person may submit an application and treatment plan under section 38.

Assessments and Examinations

38.2  (1)  This section applies to an application for approval of an assessment or examination referred to in subparagraph 3 ii of subsection 24 (1), unless the application is submitted with a treatment plan under section 38.


(2)  The application shall include a statement by the member of a health profession who is to conduct the assessment or examination,


(a)
disclosing any conflict of interest that he or she has relating to the assessment or examination to which the application relates;


(b)
indicating that he or she has made reasonable inquiries to determine whether any person who referred the insured person to him or her has a conflict of interest relating to the assessment or examination and, if there is a conflict of interest, disclosing the conflict of interest that the person has; and


(c)
stating that the assessment or examination is reasonably required in relation to a benefit.

(3)  A lawyer or other representative who acts for the insured person in respect of the application or with respect to any civil proceeding arising from the accident shall, at the time the application is submitted, give the insurer and the insured person written notice disclosing any conflict of interest that the lawyer or other representative has relating to the application.


(4)  If a conflict of interest is disclosed under subsection (2) or (3), the insurer may refuse the application and, within two business days after receiving the application, give the insured person notice that the application is refused and that the insured person may submit a new application.


(5)  Despite subsection (4), the insurer shall not refuse the application because of a conflict of interest if there is no other person within 50 kilometres of the insured person’s residence who is able to conduct the assessment or examination.


(6)  If the insurer has not refused the application under subsection (4), the insurer shall, within the applicable time period under subsection 24 (1.3), determine whether the insurer is required to pay for any assessment or examination to which the application relates and shall give the insured person a notice,


(a)
stating which assessments or examinations in the application that the insurer will or will not pay for;


(b)
specifying the insurer’s reasons for not agreeing to pay for any assessment or examination to which the application relates;


(c)
requiring the insured person to be assessed by a designated assessment centre in accordance with section 43, if the insurer states in the notice that it will not pay for an assessment or examination to which the application relates; and


(d)
disclosing any conflict of interest that the insurer has relating to any assessment or examination to which the application relates.


(7)  If the insurer determines that it is not required to pay for any assessment or examination to which the application relates, the insurer shall require the insured person to be assessed in respect of the requirement for the assessment or examination by a designated assessment centre in accordance with section 43.


(8)  Despite clause (6) (c) and subsection (7), no designated assessment shall be required in respect of an assessment or examination that the insurer has stated it will not pay for if, within two business days after receiving the notice under subsection (6), the insured person gives the insurer written notice that he or she will not make any claim in respect of the assessment or examination.


(9)  If the insurer does not refuse the application under subsection (4) but fails to give the notice as required under subsection (6), the insurer shall pay for all assessments and examinations to which the application relates.


(10)  If, in a notice under subsection (6), the insurer discloses a conflict of interest relating to an assessment or examination, the insured person may withdraw the application and submit a new application within two business days after receiving the notice from the insurer.


(11)  Despite subsection (10), the insured person shall not withdraw the application or submit a new application if there is no other person within 50 kilometres of the insured person’s residence who is able to conduct the assessment or examination.


(12)  If the application is not withdrawn under subsection (10), the insurer shall pay for all assessments and examinations it agreed to pay for in the notice under subsection (6) and shall make each payment within 30 days after receiving an invoice for the cost of the assessment or examination.


(13)  The following rules apply in respect of an assessment or examination that the insurer has not agreed to pay for, subject to the determination of a dispute relating to the expense in accordance with sections 279 to 283 of the Act:


1.
If a report from a designated assessment centre states that, in the opinion of the person or persons who conducted the designated assessment, the assessment or examination to which the application relates is reasonably required in relation to the benefit claimed, the insurer shall pay for the assessment or examination.


2.
If a report from a designated assessment centre does not state that, in the opinion of the person or persons who conducted the designated assessment, the assessment or examination is reasonably required in relation to the benefit claimed, the insurer is not required to pay for the assessment or examination.


(14)  If, after giving a notice under subsection (6) in which the insurer agrees to pay for an assessment or examination, it comes to the insurer’s attention that a person described in subsection (2) or (3) has a conflict of interest relating to the assessment or examination, the insurer may give the insured person notice requiring the insured person, within five business days after receiving the notice, to amend the application so that no conflict of interest will arise.


(15)  If the insured person does not amend the application as required under subsection (14), the insurer is not required to pay for the assessment or examination referred to in that subsection.

(16)  Subsection (14) does not apply if there is no other person within 50 kilometres of the insured person’s residence who is able to conduct the assessment or examination to which the conflict of interest relates.
Conflict of Interest


38.3  (1)  For the purposes of sections 37.1, 38, 38.1 and 38.2,


(a)
a person has a conflict of interest relating to the provision of goods or services if,


(i)
the person or a related person may receive a financial benefit, directly or indirectly, as a result of the provision, by the related person or another person, of the goods or services, and


(ii)
the person who may receive the financial benefit is not the employee of the person who will provide the goods or services and does not have a contract with the person who will provide the goods or services or under which goods or services of that kind are provided; and


(b)
an insurer has a conflict of interest relating to the provision of goods or services to an insured person if the insurer may receive a financial benefit, directly or indirectly, as a result of the provision of the goods or services.


(2)  A related person, in respect of a person who is not a corporation, is an individual who is,


(a)
the spouse or same-sex partner of the person;


(b)
connected with the person by blood relationship or adoption; or


(c)
connected by blood relationship to the spouse or same-sex partner of the person.


(3)  For the purposes of subsection (2),


(a)
persons are connected by blood relationship if one is the child or other descendant of the other or is the brother or sister of the other; and


(b)
persons are connected by adoption if one has been adopted, either legally or in fact, as the child of the other or as a child of a person who is connected by blood relationship, otherwise than as brother or sister, to the other.


18.  (1)  Clause 39 (1) (b) of the Regulation is revoked and the following substituted:


(b)
give the insured person notice that the insurer requires the insured person to furnish an assessment of attendant care needs in Form 1 prepared by a member of a health profession who is authorized by law to treat the person’s impairment.


(2)  Subsection 39 (2) of the Regulation is amended by striking out “a certificate” and substituting “an assessment of attendant care needs”.


(3)  Subsections 39 (3), (4) and (5) of the Regulation are revoked and the following substituted:


(3)  If the insurer is required to pay the benefit, it shall begin payment of the benefit within 30 days after receiving the application or, if the insurer has required an assessment of attendant care needs in Form 1, within 14 days after receiving Form 1.


(4)  If the insurer determines that an insured person is not entitled to receive an attendant care benefit, the insurer shall require the person to undergo a designated assessment in accordance with section 43 and shall give the person notice of its determination and the requirement for the designated assessment, with reasons,


(a)
within 14 days after receiving the application; or


(b)
within 14 days after receiving the assessment of attendant care needs in Form 1, if the insurer required an assessment of attendant care needs under this section.


(4)  Subsection 39 (6) of the Regulation is amended by striking out “an assessment” and substituting the words “a designated assessment”.


(5)  Subsections 39 (7) and (8) of the Regulation are revoked and the following substituted:


(7)  If an insured person is receiving an attendant care benefit and the insurer determines that the person is no longer entitled to receive the benefit or that the amount of the benefit should be reduced, the insurer shall require the person to undergo a designated assessment in accordance with section 43 and shall give the person notice of its determination and the requirement for the designated assessment, with reasons, no later than the date the next payment of the benefit is due.


(8)  If an insured person who is receiving an attendant care benefit submits an application to the insurer to increase the amount of the benefit, and the insurer determines that the person is not entitled to receive an increased amount, the insurer shall require the person to undergo a designated assessment in accordance with section 43 and shall give the person notice of its determination and the requirement for the designated assessment, with reasons, within 14 days after the application is received.


(9)  If a designated assessment is required under subsection (7) or (8), the insurer shall, pending receipt of the report of the designated assessment centre, continue to pay the insured person the attendant care benefit in the amount that was being paid before the notice under that subsection was given.


(10)  The determination by the designated assessment centre is binding on the insured person and the insurer in respect of the attendant care benefit, subject to the determination of a dispute in accordance with sections 279 to 283 of the Act.


(11)  Despite subsections (7) and (8), if more than 104 weeks have elapsed since the accident, the insurer shall not require a designated assessment of the insured person and the insured person shall not submit an application to the insurer to increase the amount of the benefit unless at least 52 weeks have elapsed since the insured person was last assessed by a designated assessment centre.


(12)  The insured person and the insurer may agree at any time that the insured person be assessed in accordance with section 43.


(13)  If the insurer determines that, pursuant to subsection 18 (2), a person is not entitled to receive an attendant care benefit,


(a)
subsections (4), (7),  (8) and (11) do not apply; and


(b)
if the insurer has been paying an attendant care benefit to the person, the insurer shall not stop payment of the benefit unless it gives the person notice of its determination, with reasons, at least 14 days before the last payment of the benefit.


19.  Section 40 of the Regulation is amended by adding the following subsection:


(3.1)  Despite clause 19 (2) (a), if an application under subsection (1) is made within 104 weeks after the accident and a designated assessment is required under this section, the insurer shall continue to pay the insured person the attendant care benefit in the amount that was being paid before the notice under clause (2) (c) or subsection (3) was given, pending receipt of the report from the designated assessment centre.

20.  (1)  Subsection 42 (1) of the Regulation is revoked and the following substituted:


(1)  For the purpose of determining whether an insured person is entitled to a benefit for which an application is made, an insurer may give the insured person notice requiring the insured person to be examined by one or more persons specified by the insurer, each of whom is a member of a health profession or a person with expertise in vocational rehabilitation.


(1.1)  Subsection (1) does not apply in respect of an application,


(a)
for a benefit that is subject to section 37.1 or 37.2;


(b)
for a funeral benefit or death benefit; or


(c)
for a medical or rehabilitation benefit under section 14 or 15 unless the claim for the benefit is the subject of proceedings under sections 279 to 284 of the Act.


(2)  Subsection 42 (2) of the Regulation is revoked and the following substituted:


(2)  The notice shall state the reasons why the insurer requires the examination and shall specify a date for the examination that is at least five business days after the person receives the notice.


(3)  Subsection 42 (4) of the Regulation is revoked and the following substituted:


(4)  The insurer shall make reasonable efforts to schedule the examination for a time that is convenient for the insured person.


(4)  Subsection 42 (7) of the Regulation is amended by striking out “seven days” and substituting “five business days”.


(5)  Clauses 42 (8) (a) and (b) of the Regulation are revoked and the following substituted:


(a)
the insurer may stop payment of the benefit related to the examination until the person submits to the examination or complies with subsection (5); and


(b)
no benefit is payable for the period after the person has failed to attend the examination or failed to comply with subsection (5) and before the insured person submits to an examination under subsection (1) and complies with subsection (5).


(6)  Section 42 is amended by adding the following subsections:


(9)  If a person subsequently submits to an examination under subsection (1) or complies with subsection (5), the insurer,


(a)
shall resume payment of the benefit; and


(b)
shall pay all amounts that were withheld during the period of non-compliance, if the insured person provides a reasonable explanation for not attending the examination or not complying with subsection (5).


(10)  No person who is member of a health profession or who has expertise in vocational rehabilitation shall examine an insured person on behalf of an insurer for the purposes of determining whether an insured person is entitled to a benefit except in accordance with this section.


21.  The heading before section 43 and section 43 of the Regulation are revoked and the following substituted:

Designated Assessments


43.  (1)  The following rules apply if a designated assessment is required under this Regulation:


1.
The insurer shall notify the designated assessment centre within five business days.


2.
The insured person and the insurer shall provide the person or persons who will conduct the designated assessment with such information as is reasonably necessary, within the same period of five business days referred to in paragraph 1.


3.
The designated assessment centre shall promptly notify the insured person and arrange for the designated assessment.


4.
The insured person shall submit to all reasonable physical, psychological, mental and functional examinations requested by the person or persons who conduct the designated assessment.


(2)  The following rules apply if an insured person does not submit to a designated assessment arranged under subsection (1) or fails to comply with paragraph 2 or 4 of subsection (1):


1.
The insurer may stop payment of the benefit related to the designated assessment until the insured person submits to the designated assessment and complies with paragraphs 2 and 4 of subsection (1).


2.
No benefit is payable for the period after the insured person fails to submit to the designated assessment or fails to comply with paragraph 2 or 4 of subsection (1) and before the insured person subsequently submits to an examination under subsection (1) and complies with paragraphs 2 and 4 of subsection (1).


(3)  If an insured person subsequently submits to a designated assessment and is in compliance with paragraphs 2 and 4 of subsection (1), the insurer,


(a)
shall resume payment of the benefit; and


(b)
shall pay all amounts that were withheld during the period of non-compliance, if the insured person provides a reasonable explanation for not submitting to the designated assessment or not complying with paragraph 2 or 4 of subsection (1), as the case may be.


(4)  After conducting the designated assessment, the person or persons who conducted the designated assessment shall prepare a report and provide a copy of the report to,


(a)
the insurer;


(b)
the insured person; and


(c)
the insured person’s health practitioner.


(5)  Subject to subsection (11), the designated assessment centre shall deliver the report within 14 days after the completion of the designated assessment.


(6)  If the designated assessment is required under section 37 in respect of a claim for an income replacement, non-earner or caregiver benefit, the report of the designated assessment shall include a statement as to whether the insured person continues to have a disability that entitles the insured person to continue to receive the benefit.


(7)  If the designated assessment is required under section 37.2, the report of the designated assessment shall state whether the ancillary goods and services claimed in the treatment confirmation form are reasonable and necessary.


(8)  If the designated assessment is required under section 38, the report of the designated assessment shall,


(a)
state whether the goods or services to be provided under the treatment plan are reasonable and necessary and shall include recommendations relating to the future provision of goods and services to the insured person for his or her treatment and rehabilitation, if the purpose of the designated assessment is to determine if the goods and services are reasonable and necessary; and


(b)
state whether the impairment comes within a Pre-approved Framework Guideline, if the purpose of the designated assessment is to determine if the insured person has an impairment to which a Pre-approved Framework Guideline applies.


(9)  In the case of a designated assessment described in clause (8) (b), the report of the designated assessment centre shall also state whether the goods or services to be provided under the treatment plan are reasonable and necessary and shall include recommendations relating to the future provision of goods and services to the insured person for his or her treatment and rehabilitation, if the report states that the impairment does not come within a Pre-approved Framework Guideline.


(10)  If the designated assessment is required under section 38.2, the report of the designated assessment shall state whether an expense in respect of an assessment or examination is payable under section 24.


(11)  Despite subsection 53 (9), if the designated assessment is conducted to determine whether there are medical or rehabilitation benefits payable otherwise than under a Pre-approved Framework Guideline or the designated assessment is required under section 38.2, the designated assessment centre shall deliver its report to the insured person and the insurer within five business days after the later of,


(a)
the day it receives the information required to be provided under paragraph 2 of subsection (1); or


(b)
the day any conflict of interest disclosed by the designated assessment centre under section 53 in respect of the designated assessment is resolved under that section.


(12)  If an insurer fails to give a notice required under subsection (1) in accordance with that subsection, the insurer shall pay for the goods and services that are the subject of the designated assessment and that relate to the period commencing on the day the insurer was required to give the notice and ending on the day the insurer gives the notice.


(13)  If the designated assessment is required under section 39 in respect of a claim for an attendant care benefit, the report shall include,


(a)
an assessment of attendant care needs in Form 1; and


(b)
recommendations on the future provision of attendant care services to the insured person.


(14)  If the designated assessment is required under section 40 to determine whether an impairment is a catastrophic impairment, the report shall include a statement of whether, in the opinion of the person or persons who conducted the designated assessment, the impairment is a catastrophic impairment.


22.  Subsection 47 (1) of the Regulation is amended by striking out “or” at the end of clause (b) and by adding the following clauses:


(d)
if subsection 37 (4) applies, any income replacement benefit, non-earner or caregiver benefit that is paid for the period after the insurer gives notice under subsection 37 (1) and before the date of the report of the designated assessment centre referred to in subsection 37 (4); or


(e)
fees paid by the insurer under paragraph 2 of subsection 24 (1), if the insured person fails, without a reasonable explanation, to attend a designated assessment that has been arranged, or cancels a designated assessment without providing such notice as may be specified in the Pre-assessment Cancellation Fee Schedule established by the committee referred to in section 52, as it may be amended from time to time, that he or she will not be attending the designated assessment.


23.  Section 49 of the Regulation is revoked and the following substituted:


49.  If an insurer refuses to pay a benefit under this Regulation or reduces the amount of a benefit that a person is receiving under this Regulation, the insurer shall provide the person with a written notice concerning the person’s right to dispute.


24.  Section 50 of the Regulation is revoked and the following substituted:


50.  (1)  An insured person shall not commence a mediation proceeding under section 280 of the Act unless,


(a)
the insured person notified the insurer of the circumstances giving rise to a claim for a benefit and submitted an application for the benefit within the times prescribed by this Part;


(b)
the insured person made himself or herself reasonably available for any examination required by the insurer under section 42, other than in relation to a medical or rehabilitation benefit under section 14 or 15; and

(c)
the insured person has undergone any required designated assessment under section 43 and has complied with that section in respect of the designated assessment.


(2)  Despite clause (1) (b), an insured person who does not attend an examination that has been scheduled shall not be considered to have made himself or herself reasonably available for the examination unless, before applying for mediation, the person attends a rescheduled appointment for the examination, if required by the insurer.


25.  The Regulation is amended by adding the following sections:


52.1  The committee referred to in section 52 may suspend, revoke or modify a designation under section 52, subject to such terms and conditions as the committee specifies.


52.2  (1)  When required by the committee referred to in section 52, every designated assessment centre shall provide the Superintendent with such information respecting the performance of its functions as the committee may require.

(2)  Information required under subsection (1) shall be provided at such times and in such manner as the committee may determine and direct.


(3)  The Superintendent shall review the information compiled under subsection (1) and may take such action in respect of the information as the Superintendent considers appropriate.


(4)  If a designated assessment centre fails to comply with a request for information under subsection (1), the Superintendent may report the deficiency to the committee referred to in section 52.

26.  The heading before section 53 and section 53 of the Regulation are revoked and the following substituted:

Designated Assessment Centres


53.  (1)  A designated assessment shall be conducted by the designated assessment centre nearest to the insured person’s residence that,


(a)
is authorized to assess impairments of the type sustained by the insured person; and


(b)
is authorized to conduct the type of designated assessment that is required.


(2)  Before conducting a designated assessment, a designated assessment centre shall give the insurer and the insured person written notice disclosing any conflict of interest that the centre has relating to the designated assessment.


(3)  The designated assessment centre shall give any notice required under subsection (2) in respect of a designated assessment described in subsection 43 (11) within three business days after receipt of the request for the designated assessment.


(4)  If a conflict of interest is disclosed under subsection (2),


(a)
the designated assessment centre shall conduct the designated assessment if the insurer and the insured person agree; or


(b)
if the insurer and the insured person do not agree, the designated assessment shall be conducted, subject to subsection (2), by the designated assessment centre next nearest to the insured person’s residence that,


(i)
is authorized to assess impairments of the type sustained by the insured person, and

(ii)
is authorized to conduct the type of designated assessment that is required.


(5)  For the purposes of clause (4) (b), the insurer and the insured person shall be deemed not to agree in the case of a designated assessment described in subsection 43 (11) unless they agree by the end of the third business day after the day the insurer receives the notice under subsection (2) or the insured person receives the notice under subsection (2), whichever day is later.


(6)  If the designated assessment centre determined in accordance with subsection (1) or clause (4) (b) is more than 100 kilometres from the insured person’s residence, the insurer and the insured person shall endeavour to agree on one or more persons, at least one of whom is a health practitioner, who will conduct the designated assessment.


(7)  If the insurer and the insured person cannot agree under subsection (6), the insured person shall be assessed at the designated assessment centre determined in accordance with subsection (1) or clause (4) (b), as the case may be.


(8)  Subsections (6) and (7) do not apply to a designated assessment required under section 39 or 40 or to a designated assessment described in subsection 43 (11).


(9)  Except as otherwise required under subsection 43 (11), a designated assessment centre must begin a designated assessment within 14 days after receiving a request for the designated assessment.


(10)  If a designated assessment centre is unable to begin a designated assessment within 14 days after receiving the request for the assessment, the insured person or the insurer may require that, subject to subsection (2), the designated assessment be conducted by the designated assessment centre next nearest to the insured person’s residence that,


(a)
is authorized to assess impairments of the type sustained by the insured person; and


(b)
is authorized to conduct the type of designated assessment that is required.


(11)  For the purpose of this section, a designated assessment centre has a conflict of interest relating to a designated assessment if,


(a)
the insurer, the insured person or a lawyer or other representative acting on behalf of the insurer or the insured person has a financial interest in the designated assessment centre; or


(b)
the designated assessment centre, a related person, an assessor or consultant who will carry out all or part of the designated assessment or a facility owned or controlled, directly or indirectly, in whole or in part, by the centre or a related person,


(i)
has provided goods or services to the person to be assessed, other than a previous designated assessment,


(ii)
prepared or approved a treatment confirmation form under section 37.1, a treatment plan under section 38 or an application for approval of an assessment or examination under section 38.2 for the person to be assessed, or


(iii)
is identified by a treatment confirmation form, treatment plan or an application for approval of an assessment or examination as a person who will provide goods or services to the person to be assessed.


(12)  In clause (11) (b),

“related person” means, in respect of a designated assessment centre, an owner, partner or another person who has a financial interest in the designated assessment centre, but does not include a person who has a financial interest in the designated assessment centre by reason only of being a creditor who deals at arm’s length with the designated assessment centre.


27.  The heading before section 54 is revoked.


28.  Subsections 55 (4) and (5) of the Regulation are revoked and the following substituted:


(4)  If an insured person does not comply with subsection (1), the insurer may notify the insured person that the insurer intends to stop payment of the benefit in accordance with subsection (5).


(5)  If at least 14 days have elapsed after a notice was given under subsection (4) and the insured person has not complied with subsection (1), the insurer may stop payment of the benefit.


(6)  Section 37 does not apply in respect of a stoppage of benefits, or proposed stoppage of benefits, under this section.

(7)  If, after the stoppage of benefits under subsection (5), the insured person subsequently complies with subsection (1), the insurer shall resume payment of the benefit in respect of periods after the insured person complied.


29.  Subsections 56 (3), (4) and (5) of the Regulation are revoked and the following substituted:


(3)  If an insured person does not comply with subsection (1), the insurer may notify the insured person that the insurer intends to stop payment of the benefit in accordance with subsection (4).


(4)  If at least 14 days have elapsed after a notice is given under subsection (3) and the insured person is not in compliance with subsection (1), the insurer may stop payment of the benefit.

(5)  Section 37 does not apply in respect of a stoppage of benefits, or proposed stoppage of benefits, under this section.

(6)  If, after the stoppage of benefits under subsection (4), the insured person subsequently complies with subsection (1), the insurer shall resume payment of the benefit in respect of periods after the insured person complied.


30.  (1)  Subsection 59 (2) of the Regulation is amended by striking out “section 10 of the Workers’ Compensation Act” and substituting “section 30 of the Workplace Safety and Insurance Act, 1997.”

(2)  Subsection 59 (3) of the Regulation is amended by striking out “section 10 of the Workers’ Compensation Act” and substituting “section 30 of the Workplace Safety and Insurance Act, 1997.”

(3)  Subsection 59 (4) of the Regulation is amended by striking out “section 10 of the Workers’ Compensation Act” and substituting “section 30 of the Workplace Safety and Insurance Act, 1997.”

31.  Clauses (a), (b) and (g) of the definition of “temporary disability benefit” in subsection 60 (3) of the Regulation are revoked and the following substituted:


(a)
an income replacement or non-earner benefit paid under this Regulation, unless the benefit is paid more than 104 weeks after the onset of the disability,


(b)
a caregiver benefit paid under this Regulation,

.     .     .     .     .


(g)
benefits paid under section 37, subsection 43 (9) or subsection 147 (2) of the pre-1997 Act, as defined in Part IX of the Workplace Safety and Insurance Act, 1997, in respect of injuries that occurred before January 1, 1998, including benefits paid under those provisions as those provisions are deemed to have been amended by Part IX of the Workplace Safety and Insurance Act, 1997,


(g.1)
benefits paid under subsection 43 (3) of the Workplace Safety and Insurance Act, 1997 in respect of injuries that occurred after December 31, 1997, or


32.  (1)  Subsection 65 (1) of the Regulation is revoked and the following substituted:


(1)  The assignment of a benefit under this Regulation, or the assignment of the right to pursue a mediation, arbitration, appeal or variation proceeding under sections 280 to 284 of the Act, is void.

(2)  Clause 65 (2) (b) of the Regulation is revoked and the following substituted:


(b)
an assignment of a benefit to,


(i)
the Ministry of Community, Family and Children’s Services,


(ii)
a delivery agent under the Ontario Disability Support Program Act, 1997 or the Ontario Works Act, 1997, or


(iii)
The Minister of Finance under subsection 6.1 (4) of the Motor Vehicle Accident Claims Act; or


33.  Section 68 of the Regulation is revoked and the following substituted:

Notices and Delivery


68.  (1)  All notices required or permitted under this Regulation, other than a notice under subsection 24 (1.3), 32 (1) or (3.1) or paragraph 3 of subsection 43 (1), shall be in writing.


(2)  Any document, including a notice in writing, required or permitted under this Regulation to be given to a person may be delivered,

(a)
by faxing the document to the person or to the solicitor or authorized representative, if any, of the person in accordance with subsection (6);


(b)
by leaving a copy of the document with the solicitor or authorized representative, if any, of the person, or with an employee in the office of the solicitor or authorized representative;


(c)
by personal delivery to the person; or


(d)
by letter mail, certified mail or registered mail,


(i)
in the case of an insurer, addressed to the insurer or its chief executive officer at the insurer’s head office in Ontario as identified in the records of the Superintendent, or


(ii)
in the case of a person other than an insurer, addressed to the person at his or her last known address.


(3)  Despite clause (2) (d), any notice or other document that must be given within five or fewer business days shall not be delivered by letter mail, certified mail or registered mail.


(4)  If an attempt is made to personally deliver a document to a person at his or her place of residence and, for any reason, it is not possible to personally deliver the document to the person, the document may be delivered by,


(a)
leaving a copy, in a sealed envelope addressed to the person, at the person’s place of residence with anyone who appears to be an adult member of the same household; and


(b)
mailing, on the same or the following day, another copy of the document to the person, addressed to his or her place of residence.


(5)  In the absence of evidence to the contrary, a person is deemed to receive anything delivered by letter mail, certified mail or registered mail under clause (2) (d) or delivered to his or her place of residence under subsection (4) on the fifth business day after the day the document is mailed in accordance with clause (2) (d) or subsection (4).


(6)  A document that is delivered by fax must include a cover page indicating,


(a)
the sender’s name, address and telephone number;


(b)
the name of the person for whom the document is intended;


(c)
the date of the accident to which the document relates;


(d)
the name, address and telephone number of the person to whom the document relates;


(e)
the date and time the fax is sent;


(f)
the total number of pages faxed, including the cover page;


(g)
the telephone number from which the document is faxed; and


(h)
the name and telephone number of a person to contact in the event of transmission problems with the fax.


(7)  A document delivered in accordance with clause (2) (a), (b) or (c) after 5 p.m. local time of the recipient shall be deemed to be delivered on the next business day.


(8)  Despite subclause (2) (d) (i) and subsections (5) and (7), if the insurer provides the name and address of a contact person to whom documents are to be delivered, anything delivered to the insurer that is not addressed to the attention of the contact person at that address shall not be considered to have been delivered to the insurer until it is received by the contact person.


(9)  A reference in this Regulation to a number of days between two events shall be read as excluding the day on which the first event happens and including the day on which the second event happens.


(10)  Subject to subsection (11), if any provision of this Regulation requires a person to do anything within a time period expressed in days or business days, the time period is deemed to expire on the last day of the time period at 5 p.m. local time.


(11)  If a time period in which a person is required to do anything expires on a day that is not a business day, the time period is deemed to expire on the next day that is a business day at 5 p.m. local time.


(12)  For the purposes of subsections (10) and (11), if the person delivering a document or notice and the person to whom the document or notice is to be delivered are in different time zones, references to 5 p.m. local time shall be read as references to the time when it is 5 p.m. in one time zone and after 5 p.m. in the other time zone.


34.  Section 69 of the Regulation is revoked and the following substituted:


69.  Each of the following documents shall be in a form approved by the Superintendent:


1.
An application form referred to in clause 32 (2) (a).


2.
A certificate required under section 34.


3.
A notice under section 36.


4.
A notice under subsection 37 (1).


5.
A treatment confirmation form under section 37.1.


6.
An application referred to in section 38, including the treatment plan.


7.
An application under section 38.2.


8.
An application under subsection 40 (1).


9.
A notice under subsection 40 (2).


10.
A report of a designated assessment.


11.
An explanation under section 45.


12.
A notice under section 49. 


35.  The Regulation is amended by adding the following section:


70.1  Form 1, as it read on September 30, 2003, continues to apply in respect of accidents occurring before October 1, 2003.


36.  Form 1 is revoked and the following substituted:

Form 1
assessment of attendant care needs
Insurance Act
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37.  This Regulation comes into force on the later of October 1, 2003 and the day it is filed.
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Level 1
Attendant Care

Level 1 attendant care is for routine personal care. Please assess the care requirements of the
applicant for each activity listed. Estimate the time it takes to perform each activity, and the number of
times each week it should be performed. Multiply the number of minutes by the number of times
each week the activity should be performed to get the total number of minutes per week for each

activity.

Number Times Total
of per minutes
Minutes X week = per week

Dress

Upper Body (for example, underwear, shirt/blouse, sweater, tie, jacket, gloves, jewelry)

Lower Body (for example, underwear, disposable briefs, skirt/pants, socks, panty hose,
slippers, shoes)

Undress

Upper Body (for example, underwear, shirt/blouse, sweater, tie, jacket, gloves, jewelry)

Lower Body (for example, underwear, disposable briefs, skirt/pants, socks, panty hose,

slippers, shoes)

Subtotal

Prosthetics

applies upper/lower limb prosthesis and stump sock(s)

ensures prosthesis is properly maintained and in good working condition

Subtotal

Orthotics

Grooming

assists dressing applicant using prescribed orthotics (for example, burn garment(s),
brace(s), supports, splints, elastic stockings)

Subtotal

Face: wash, rinse, dry, morning and evening

1 Toenalils: cleans and trims as required

Subtotal |
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Basic Supervisory
Care

Co-ordination of
Attendant Care

Number Times
of per
Minutes X week ™

Total
‘minutes
per woek

applicant lacks the capacity to reattach tubing If it becomes detached from the trachea

---------------- L R L T I I O B N R R S SN R

applicant lacks the abllity to independently get In and out of & wheelchalr or to be self-
sufficient in an emergency

---------------------------------------------------

applicant lacks abllity to respond to an emergency or needs custodial care due to

-----------

changes In behaviour

Subtotal
Number Times
of per

Minutes X week ™

Total
minutes
por week

applicant requires assistance In co-ordinating/scheduling attendant care (maximum

1 hour per week)

Subtotal

Part 2 Total — Add all Part 2 Subtotals. Fill in total here and in Part 4 on Page 7.

[ ]
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Number
of

Minutes X

Times
per

Total
minutes

week = per week

Skin Care
{excluding
bathing)

attends to skin care needs — wounds, sores, eruptions, (amputees, severe burns, spinal
cord injuries, etc.)

Medication

cleans and maintains equipment

Bathing

Bathtub or Shower

cleans dentures as required

Subtotal
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Number Times Total
of per minutes
Minutes X  week = per week

Other Therapy

Transcutaneous Electrical Nerve Stimulation (TENS)

..................................................
..................................................
..................................................
...................................................

--------------------------------------------------

maintains equipment

-------------------

...................

Maintenance of

monitors, orders and maintains required supplies/equipment

Supplies and L .. .. ... emanmmaeea e
Equipment ensures wheelchairs, prosthetic devices, Hoyer lifts, shower commodes and other
specialized medical equipment and assistive devices are safe and secure
Subtotal
Skilled Supervisory applicant requires skilled supervisory care for violent behaviour that may result in physical
Care harm to themselves or others
Subtotal
Part 3 Total — Add all Part 3 Subtotals. Fill in total here and below.
| . ;
Part 4: This part must be completed by the assessor. Calculate the monthly attendant care
’ allowance for Part 1, 2 and 3. The sum of all three parts will be the Total Assessed
Calculation of Monthly Attendant Care Benefit
Attendant Care Y )
Total Minutes Total Weekly Total Monthly Monthly Care
Costs per Week Hours Hours Hourly Rate Benefit
Part 1 +60 = x4.3= x 1$10.53 = $
(from Pg. 3)
Part 2 +60= x43= x | $7.00 =] $
(from Pg. 4)
Part3 . an = - =
(from Pg. 7) +60= x4.3= x | $16.86 =| s
Total Assessed Monthly Attendant Care Benefit
(This amount is subject to the limits allowed under the Statutory $
Accident Benefits Schedule)
T— | Narme of Regulated Health Professional Registration Numbe You are a:
Part 5: _ e eaton Tumber Q chiropractor
Signature(s) of Facility Name (i applicable) AISI number (f appiicable) Q Dentist
{3 Massage Therapist
Assessor(s) ,
v | Street Address Q Nurse
(RQQU|ated {Q Occupationat Therapist
Health ciy Province Postal Code Q optometrist
Professional(s)) D Physician
1 Telephone Number Extension Fax Number O physiotherapist
1 @ Psychologist
Emall Address () 8peech Languiage Pathologlst
Q Other,
] 1confirm that, to the bast of my knowledge, the information in this form is accurate. | have obtained the appropriate consent from the applicant for the collection, use and
disclosure of the information submitted,
Signature of Regulated Health Professional Date (YYYYMMDD)

Form 1 (08/03)
Page 7 of 7







_1254302156.doc
[image: image1.png]|
Part 3:

Level 3

Attendant Care

Level 3 attendant care is for complex health/care and hygiene functions. Please assess the care
requirements of the applicant for each activity listed. Estimate the time it takes to perform each
activity, and the number of times each week it should be performed. Multiply the number of minutes
by the number of times each week the activity should be performed to get the total number of minutes

per week for each activity.

Times Total
per minutes
week = per week

Number
of
Minutes X

Genitourinary
Tracts

performs catheterizations

monitors residuals

Bowel
Care

administers enemas or suppositories and performs stimulation or disimpaction

cleans applicant and equipment after procedure/evacuation

Tracheostomy
Care

changes and cleans inner and outer cannulae as needed

cleans and maintains suction equipment

Ventilator
Care

ensures volume rate and pressure are maintained as prescribed

reattaches tubing if it becomes detached

Exercise

assists applicant with prescribed exercise/stretching program

assists applicant with walking activities using crutches, canes, braces and/or walker

Subtotal
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Number Times Total
of per minutes

Minutes X  week = per week

Feeding prepares applicant for meals (Includes transfer to appropriate location)
provides assistance, either in whole or in part, in preparing, serving and feeding meals
Subtotal
Mobllity ; "
(location change) | 250'e'> SPPICEN 7o & SHing Poson (o e, e, el ot ]
supervises/assists in walking
I ;;s-rf;r;n-s -tr;n-sf-e; r;e-e;s. ;s.r;q.ul};d-(fno; ;x.ar}u;lﬁ;. .b;d- t:: .w-h;e.lci'l;lr: ;v};e.el:':hair -to --------------------
bed)
Subtotal
Extra Laundering launders applicant's bedding and clothing as a result of incontinence/spillage
launders/cleans orthotic supplies that require special care
Subtotal
Part 1 Total — Add all Part 1 Subtotals. Fill in total here and in Part 4 on Page 7. [:l
. | . . . .
Part 2: Level 2 Attendant Care is for basic supervisory functions. Please assess the care
Level 2 requirements of the applicant for each activity listed. Estimate the time it takes to perform
Attendant Care each activity, and the number of times each week it should be performed. Multiply the
number of minutes by the number of times each week the activity should be performed to
get the total number of minutes per week for each activity.
‘Number Times Total
of per minutes
Minutes X  week ™ porwoek
Hygiene | Bathroom

................................

---------------------------------

---------------------------------

changes applicant's bedding, makes bed, cleans bedroom, including Hoyer lifts,
overhead bars, bedside tables

................................
--------------------------------
................................

hangs clothes and sorts clothing to be laundered/cleaned

Subtotal -"
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Assessment of Attendant

Care Needs
(Form 1)

Policy No.

|.._ __| Claim No.

Use this form to report the future needs for attendant care required by the applicant as a result of an automobile accident that
occurs on or after October 1, 2003. This form must be completed by a member of a health profession who is authorized by
law to treat the person's impairment (in this form referred to as a regulated health professional). This form has five parts:

Part1l: Level 1 Attendant Care

Part2: Level2 Attendant Care

Part3: Level 3 Attendant Care

Part4: Calculation of Attendant Care Costs

Part5: Signature of Assessor(s)
Please complete all relevant parts. You will have to make copies and give one to:

B the applicant

B the applicant’s health practitioner

B the applicant’s insurance company
Please note: Users of Form 1 should also review other accident benefits available under the Statutory Accident Benefits
Schedule for possible reimbursement of other losses and expenses (such as housekeeping and home maintenance,
transportation, home modifications and other medical and rehabilitation expenses).

Applicant’s Name | Applicant's Name Date of Birth
Street Address Date of Accident
City Province Postal Code
Name of Policyholder (if different than above) Policy No.

What is the date of this assessment?

Date of Last Assessment
Is this the first assessment of this applicant? Yes D No D

Current Monthly Allowance

Applicant's Health Name of Health Practitioner Telephone No.
Practitioner Facillity or Institution
‘ Street Address
City Province Postal Code
Insurance | Name Telephone No.
Company Street Address
City Province ‘ Postal Code
Name of Policyholder Policy No.
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