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Emall- medical authortzation@gresnshisidca

AUTHORIZATION FORM FOR CUSTOM BERACES

To the Patlent: The detalls requestsd below are mandaiory In omder for Green Shield Canada to determine our Rabliity with respect to this
reqquest. For prior approwal, plaass forwand this form fo the addrees Indicated. A responss letier cutiining our by wil ba
Torwarded to the patient prompily. Our decislon ke not Infended to Interfere with or refiect upon the courss of freatment
recommendsd by your doctor. Fallune fo request pre-approval may result in a denilal of your clalm.

SECTION I - MUST BE COMPLETED IN FULL BY THE PATIENT/GUARDIAN

Patient Name Data of Birth i f Age
Addreas Grean Shield LD. No.

Telephone No.

E-Mall Address

Do you have any oitver Group InsEnce coverage that may Inciude these sendces 35 benefis? ] tes ] Mo
I ¥es, please provide Insurance Company name
If athar WIEIBEHEEEEH Shisld, Indicate Green Shisld number,
SECTION Il - MUST BE COMPLETED IN FULL BY TREATING PHYSICIAN

1. |, as the attending physician, hereby prescribe the following custom brace for the abowe named patient. (Flease include
specifications when available. )

(&) Type Of Braca:
(B) Left Right Bilateral
({C) Estimated cost
2. Condiion of Patient:  Acute Chronic
3. Duration of Need: Week(s) Maonthis) Year(s) Lifetime
4. Diagnosis (Please be specific):
3. PastTreatment Physio & of Treatmenis Surgery  Medications_ Xays
6. Degree of joint spacs: Past/Future Loss WA,
T

Specify medically why a custom brace is necessary as opposed to a standard brace.

B. 'Was brace shown to patient and costs provided? es [ | Mo [ |
9. [Isthe prescribed iem a replacement? Yes [ ] ['Yes, give reason Mo []
10. Has application been made for Government funding? Yes [] Mo []
If Miz, give reason Mot Applicable ]
11.  Is the device(s) and/or medical equipment required:
- As a result of a work related injury? Tes  [] Mo []
- A motor wehicle accident? Tes  [] Mo []
- For sports purposes only? Tes  [] Mo []
Date
Physlcian’s Slgnature
Physiclan's Name [Pleass Pring) Physlclan's Telephons Number
| am by Y Spoiea andior to disolces and recaive I6 UEbd for these pEpoGss. | Bndemstand in
may be cean by the oandholder.

By signing thic clalm form andicor cubmitting achsal recsipis, | agres that the Indormation provided o complate and stourate. | underctand that the Indomation
provided by ma to Gresn Shisld Canada abowt mycedl and my dependents, will b wead by Sresn 3hisld Canada for slalme adjudioation and any ofher cervicsc
NEDECEATY In the sdminictration of cur Bbensts which may Induds the sxohangs of Informaticn with other partiss to sdminicber thic baneftt slalm.

| further awthortos Gresn Ehield Canada to oirain and sxohanges Informeation with other parties, cuoh a6 health practtbonss or Incurerns., In crder to cornfirm the
acourany of the cubmiitted olaimic) irformation. in the event of cucpected fraudulent aodteffy pertaining fo slalme cubmitisd cn behall of myseif andior my
depandenis, | aoknowiadge and agres o the dicolocurs of thic irformaticn to relevant partes, cuch ac the Plan Sponcor, regulabory and law snicrosmand agenolss.

ALL CLAIMS MUST BE SUBMITTED WITHIN 12 MONTHS OF THE DATE OF SERVICE junbsss otherwlse stated In your bensfit plan documentaBion).
THE COST, IF ANY, OF OBTAIMING THIS INFORMATION 15 AT THE EXPENSE OF THE PATIENT/PLAN MEMBER.
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