Health Care Strategy Contract Reference Guide (HC-782)
Occupational Therapy Services Invoice
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P.O. BOX 2415
EDMONTON, AB  T5J 2S5
FAX: (780) 427-5863
1-800-661-1993
	C950
OCCUPATIONAL THERAPY SERVICES
Invoice 




	WORKER DETAILS
	WCB Claim Number
e.g., 123 4567

	Surname
     
	First Name and Initial
     
	Date of Birth(yyyyy/mm/dd)
     

	Address Street
     
	City/Town
     
	Province
     
	Postal Code
     
	Telephone Number
     

	Referral Date (yyyyy/mm/dd)
     
	Assessment Date (yyyyy/mm/dd)
     
	Date of Accident (yyyyy/mm/dd)
     



	Date of Service
(yyyy/mm/dd)
	Service Code
	Description
	Rate Per Unit
	Number of Units
	Fee Submitted

	e.g. 2022/05/14
	COT03
	Personal Care Allowance Assessment
	$28.75
	16
	$460

	2022/05/14
	COT04
	Personal Care Allowance Reporting
	$28.75
	10
	$287.50

	     
	     
	     
	     
	     
	$     

	     
	     
	     
	     
	     
	$     

	     
	     
	     
	     
	     
	$     

	     
	     
	     
	     
	     
	$     

	     
	     
	     
	     
	     
	$     

	     
	     
	     
	     
	     
	$     

	     
	     
	     
	     
	     
	$     

	     
	     
	     
	     
	     
	$     

	     
	     
	     
	     
	     
	$     

	     
	     
	     
	     
	     
	$     

	     
	     
	     
	     
	     
	$     

	     
	     
	     
	     
	     
	$     

	     
	     
	     
	     
	     
	$     

	     
	     
	     
	     
	     
	$     

	Total Amount Billed
	$747.50




	Name and Address to Whom Fee is Payable
The full name to which the cheque will be made out to (or owner of the direct deposit). This is mandatory and must be present.
WCB Billing Number: WCB code identifying the specific provider contract
TOP NOP:  PR 58; PR 48
Skill Code: MULT
Contract ID:  000040
	Provider Name:
Signature of the staff person who can verify the information submitted on the invoice is correct

	
	Print Name
Printed or typed name of the signature above

	
	Telephone Number
Provider’s phone number
	Fax Number
Provider’s fax number, if applicable

	
	Provider Reference Number  
Reference number for provider’s file system. If none, may be left blank.
	Date (yyyy/mm/dd)
The date the invoice was completed






SERVICE LEGEND
	SERVICE DESCRIPTION
	ASSESSMENT
SERVICE CODE
	RATE PER UNIT
(15 MINUTES = 1 UNIT)
	MAX NUMBER
OF UNITS

	Personal Care Allowance Assessment 
	COT03
	$28.75
	28

	Personal Care Allowance Reporting
	COT01
	$28.75
	12

	Personal Care Allowance & Home Equipment Assessment
	COT39
	$28.75
	36

	Personal Care Allowance & Home Equipment Initial Assessment Reporting
	COT40
	$28.75
	14

	Wheelchair Assessment
	COT04
	$28.75
	12

	Wheelchair Assessment Reporting
	COT21
	$28.75
	4

	New Vehicle Modifications Assessment
	COT18
	$28.75
	12

	New Vehicle Modifications Assessment Reporting
	COT31
	$28.75
	4

	Pre/Post Accident Profile Assessment - (Brain Injury) 
	COT12
	$28.75
	84

	Pre/Post Accident Profile Assessment Reporting - (Brain Injury) 
	COT41
	$28.75
	16

	Home Maintenance Allowance Assessment
	COT22
	$28.75
	12

	Home Maintenance Allowance Assessment Reporting
	COT23
	$28.75
	4

	Housekeeping Allowance Assessment
	COT24
	$28.75
	12

	Housekeeping Allowance Assessment Reporting
	COT25
	$28.75
	4

	Housekeeping and Home Maintenance Allowance Assessment
	COT37
	$28.75
	20

	Housekeeping and Home Maintenance Allowance Assessment Report
	COT38
	$28.75
	6

	Home Equipment Assessment
	COT05
	$28.75
	12

	Home Equipment Assessment Reporting
	COT26
	$28.75
	4

	Home Modification Assessment
	COT06
	$28.75
	16

	Home Modification Assessment Reporting
	COT27
	$28.75
	4

	Ergonomics Assessment
	COT07
	$28.75
	12

	Ergonomics Assessment Reporting
	COT28
	$28.75
	6

	Exposure Therapy
	COT29
	$28.75
	72

	Exposure Therapy Report
	COT30
	$28.75
	8

	Cognitive Therapy
	COT19
	$28.75
	72

	Cognitive Therapy Report
	COT20
	$28.75
	8

	Feeding/Swallowing Assessment
	COT08
	$28.75
	12

	Hand Therapy
	COT09
	$28.75
	12

	Hand Therapy Report
	COT33
	$28.75
	4

	Splinting Assessment /Treatment
	COT34
	$28.75
	8

	Splinting Report
	COT35
	$28.75
	2

	Pressure Mapping/Seating Assessment
	COT13
	$28.75
	24

	Pressure Mapping/Seating Assessment Reporting
	COT36
	$28.75
	4

	Brain Injury
	COT11
	$28.75
	24

	General OT Assessment
	COT42
	$28.75
	24

	General OT Assessment Reporting
	COT51
	$28.75
	16

	OT Reassessment
	COTR01
	$28.75
	6

	OT Reassessment Reporting
	COTR02
	$28.75
	4

	Case Conference
	COT10
	$28.75
	2

	Other
	COT14
	$28.75
	24

	Reporting – used for Brain Injury, Feeding/Swallowing, Palliative Care, Other Service, Non-Contracted Service only
	COT51
	$28.75
	16

	Sundry Items/Equipment
	COT43
	$200.00
	Pre-approved maximum

	Non-Contracted Service
	COTNCS
	Obtain approval/fee  from HCS











	Description
	Service Code
	Rate per unit
	Maximum Number of Units

	Mileage
	EXP01
	0.58/km
	Outside of city limits only

	Breakfast
	EXP02
	$13.00
	Leave before 6:30 a.m. and arrive after 10:00 a.m.

	Lunch
	EXP03
	$17.00
	Leave before 10:00 a.m. and arrive after 2:00 p.m.

	Dinner
	EXP04
	$27.00
	Arrive after 7:00 p.m.

	Parking/Ferry and Tolls
	EXP10
	
	Receipt required for costs over $10.00

	Travel Time (≤3 hours)
	COT02
	$14.38
	

	Travel Time (>3 hours)
	COT02B
	$28.75
	24 maximum units (6 hours) daily

	Airfare
	COT15
	HCS approval required
	Economy Class, Receipt required

	Accommodations
	COT16
	HCS approval required
	

	Vehicle Rental
	COT17
	HCS approval required
	



THIS DOCUMENT MAY BE EXAMINED BY ANY PERSON WITH DIRECT INTEREST IN A CLAIM THAT IS UNDER REVIEW.
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