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P.O. BOX 2415
EDMONTON, AB  T5J 2S5
FAX:	780-427-5863
	1-800-661-1993
	C998
PROSTHETIC AND ORTHOTIC SERVICES
Service Information and/or Authorization Form
|_| Physician Prescription Attached (Required)


	WORKER DETAILS
	WCB Claim Number
[Claim#]

	Surname
[Surname]
	First Name and Initial
[FirstName]
	Date of Birth (yyyy/mm/dd)
     

	Referral Source Name and Title
     
	Referral Source Phone Number
     
	Date of Accident (yyyy/mm/dd)
     



	Provider’s Name and Title
     
	Provider’s Fax Number
     
	Provider’s Phone Number
     

	Date of Service (yyyy/mm/dd)
     
	Provider’s Billing Number
     
	Service Code
PRF04
	Provider’s Reference Number
     



RECOMMENDATIONS

Recommended Device Details

	Part of body:       
	Side of body:       

	Type of device requested (Please use full device name, no abbreviations):       

	For unlisted devices, please provide a brief rationale to support the recommendation of this device compared to options available in the WCB listed devices:
     



Recommended Referral to Other Health Care Provider

	|_|  Yes, see details below
	[bookmark: Check1]|_|  No

	Type of provider:       

	Reason for referral:       




AUTHORIZATION

Case Manager Authorization Thresholds

|_|  Authorization required for any service and or material for Prosthetics > $6,000.00.
|_|  Authorization required for any service and or material for Orthotics > $3,000.00.
|_|  Not required as under threshold

Total Estimated Cost:  $      
**Please use Calculations Worksheet in Appendix to calculate total

Claim Owner Contact Required 

|_| No 
|_| Yes - please specify reason:      

SERVICE DETAILS

Reason for Service

	Prosthetics
	Orthotics

	|_| New Prosthetic
	|_| Myoelectric Prosthetic
	|_| New Orthotic

	|_| Adjustment to Existing
	|_| Body Powered Prosthetic
	|_| Adjustment to Existing

	|_| Replacement Prosthetic
	
	|_| Replacement Orthotic

	|_| Repair Existing
	
	|_| Repair Existing

	|_| Other (Please Describe):     



Date of Last New Prosthetic or Orthotic (yyyy/mm/dd):      

Assessment Findings
Please provide full details, including any estimated time frames for the fitting, fabrication, and monitoring process.

[bookmark: Text65]     


P&O Service Information and/or Authorization Request
	(Surname)
[Surname]
	(First Name)
[FirstName]
	Claim Number
[Claim#]



If you have any questions regarding the information or would like to discuss, please contact the undersigned. 
THIS DOCUMENT MAY BE EXAMINED BY ANY PERSON WITH DIRECT INTEREST IN A CLAIM THAT IS UNDER REVIEW.
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	Provider's Name
Title
	
	Billing Address
	
	Date (yyyy/mm/dd)


 
 

APPENDIX – Calculations Worksheet
Manufacturer’s Invoice or Quote must be attached.
	
	Please list all codes and prices that are anticipated to be used for this service.

	Service Code
	Description
	Unit Price
	Quantity
	Price

	     
	     
	[bookmark: Price1]$      
	[bookmark: Unit1]     
	[bookmark: Item1]$ 0.00

	     
	     
	[bookmark: Price2]$      
	[bookmark: Unit2]     
	[bookmark: Item2]$ 0.00

	     
	     
	[bookmark: Price3]$      
	[bookmark: Unit3]     
	[bookmark: Item3]$ 0.00

	     
	     
	[bookmark: Price4]$      
	[bookmark: Unit4]     
	[bookmark: Item4]$ 0.00

	     
	     
	[bookmark: Price5]$      
	[bookmark: Unit5]     
	[bookmark: Item5]$ 0.00

	     
	     
	[bookmark: Price6]$      
	[bookmark: Unit6]     
	[bookmark: Item6]$ 0.00

	     
	     
	[bookmark: Price7]$      
	[bookmark: Unit7]     
	[bookmark: Item7]$ 0.00

	     
	     
	[bookmark: Price8]$      
	[bookmark: Unit8]     
	[bookmark: Item8]$ 0.00

	     
	     
	[bookmark: Price9]$      
	[bookmark: Unit9]     
	[bookmark: Item9]$ 0.00

	     
	     
	[bookmark: Price10]$      
	[bookmark: Unit10]     
	[bookmark: Item10]$ 0.00

	     
	     
	[bookmark: Price11]$      
	[bookmark: Unit11]     
	[bookmark: Item11]$ 0.00

	     
	     
	[bookmark: Price12]$      
	[bookmark: Unit12]     
	[bookmark: Item12]$ 0.00

	     
	     
	[bookmark: Price13]$      
	[bookmark: Unit13]     
	[bookmark: Item13]$ 0.00

	     
	     
	[bookmark: Price14]$      
	[bookmark: Unit14]     
	[bookmark: Item14]$ 0.00



	**Sub Total Amount
	[bookmark: Subtotal]$ 0.00



Please use this calculation worksheet to determine pricing for unlisted devices/services.
	NOTE: For unlisted socks, sheaths, or sleeves ONLY, please enter the Invoice Price into Line B.  Otherwise, leave this space blank.
ONLY Line A OR Line B should be completed – NOT both.
Manufacturer’s Invoice or Quote must be attached

	Code:
	     
	Item Description:
	     
	Quantity:
	     
	*Invoice Price:
	$      

	*If invoice price is in USD, please use the Bank of Canada exchange rate from the date of invoice and enter amounts in CAD.

	A.
	Mark-up *excluding unlisted socks, sheaths, sleeves	(Invoice Price x .12)
[bookmark: InvPriceA]$ 0.00  Invoice Price (If any taxes on invoice please exclude and show tax on line D)
	[bookmark: MUA]$ 0.00

	B.
	Mark-up for unlisted socks, sheaths, or sleeves ONLY 	(Invoice Price x .70)
[bookmark: InvPriceB]$ 0.00  Invoice Price (If any taxes on invoice please exclude and show tax on line D)
	[bookmark: MUB]$ 0.00

	C.
	[bookmark: Ship]Shipping, as per invoice:  0.00 	(Shipping actual cost x .12)
	[bookmark: Shipping]$ 0.00

	D.
	Taxes Paid, as per invoice	(Enter actual tax paid)
	[bookmark: Tax]$ 0.00

	E.
	Labour (please use up to the closest ¼ hour multiplied by $198.38 per hour) 
[bookmark: Hours]Indicate time needed: 0.00 (hrs and or portion)
	[bookmark: Labour]$ 0.00

	**Self-Calculated total estimated price: Invoice Price + A + B + C + D + E =
[bookmark: Text67]0Enter this amount in the Total Cost Estimate section above
	[bookmark: TOTAL]$ 0.00
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