Return this form to the T“ea‘mgnt Plan
appropriate insurer: (Form NS-2)
For accidents they otcur on ot eftet Apeil L, 2013,
To be compleled by the Claimant/Representative or a Primary Health Care Practitioner
Fax # ( ) -
Insurance Company
Polley Nomber:
Date of Accident:
(DD MM YYYY)
Part 1 Last Name First Name Dete of Birk (DDMMYYYY)
Claimant Date of Acridenl {DDMMY L ¥ 1)
Information
a2 Last Name l Tirst Nazo | Middie Name{s)
Clatmant’s Address
Authorized
Representative Gity, Town or Cowmiy I Provines Fostal Code
Reluionsbip with Claimant: || Pacent D Guntisn ] Other
Home Telephons Number (ke wet eose) Work Telephone umber (fctate sxa cab) Fax Number fiwhds wa csds)
Diagnosis:
Part 3
Key Subjective/Physical Examination Findings:
Therapy Status ey Sbiscive/Phy foo Findings
Report
{To be completed by
Primary Health Care
Practitioner)

@ FFOND fnAiion

Diagnosis ICD-10-CA Tnjury Code*
Sprain
15289303
Straln
1020303 -
WAD 3
10 207 303483

Other

Ix the claimaat coployed or cogaged in tralntog activides?
Ofltime [JPartTime [JScasonal []SeAfemployed [JRetired [ Susdent [INotemployed

Foactional Goals ta be

Comments

Expectad Number of Visits T you expoct these visits to be sufficient ta meet functional goals?
DYu DNn 1f o, please provide details of expecied farther asscssment and treatment

Date of Bxpected
Treatment Discharge

{(DRIMMIYYYY)

Da yous bxpect (0 reasseas within thros weeks due toalerting factors?
D Yea D No If yes, pleass desaibe

* ICD-16-CA injury codes arc only required for Spreins, Strains and WAD injuries. Tt is recommended, not required, thet ICD-16-CA injury
codes be used for other injuries when practical,




Part 4 Treatment Paovided
Treatment
{To bt completed
with reference to the
Blagrostic and
Treatment Protocols
Regnlation)

Do you expect the ciaitmant (o retum tanoimal & essential ectivities? DYu D No D Unabic to detertaine I Yes, date expected?

Hame of Primary Health Care Prectifioner Profesaion:
Part 5 Medical Doctor || Chiropractor || Paysical Thereplst
Primary Health P
Care
Praciitioner City, Towa or County Province Postal Code
Information

Administrative Contect Name Facility Name

Telephone INumber (inctods aes code) Fax Numher (fdads sen cok)
Part 6

1 certify that the information provided is true and correct to the best of my knowledge.
Signature of
Primary Health Name (Please Print)
Care
Practitioner
s} Date

Part 7 Please state your preference of treatment within or not within the Diagnostic & Treatment

Protocols: :
Cholce fn .
Following s . .
Diagnostic and ] I choose {o be treated within the Diagnostic &
Treatment Treatment Protocols as indicated on Form NS-1
Protocols Lo

n 1 choose not to be treated within the Diagnostic &
Treatment Protocols

[]1am the claimant [ am the authorized representative of the claimant

1 certify that the information provided is true and correet to the best of my knowledge. I confirm
that I have consented to the collection, use and disclosure of my personal information for my
treatment and care and determination of my eligibility for accident and/or disability income

benefits as outlined on Form NS-1.

Name (Please Print)
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