Send this form to Confirmation of Services Provided
i surer: Form NS-2a
appropnate In r (F ) Use this form for accideats thal occur on or after Apri! 1, 2013,
Fax #( 3 - This part to be completed by the claimant or their representative or a Primary
Health Care Practitioner
Insurance Cempany
Pollcy Nember:
Date of Accident:
{DD MM YYVY)
Fast Heme Firt Nemes Delo Of Birth (DDMMYY Y ¥}
Part 1
Claimnnt_ Drals of Initial Asserament (DDMMYYYY)
Information
Part2 Lagt Nume First Name Date of Initis Assessment DDMMYYYY)
Admisktrative Contact K Telephone Number (Inclode area code)
Primary Health ? e ¢ e
Carg
Practitioner
Information
N: Adj Provider
Part 3 ame of Adhect Therapy
Adjunet “address
Therapy
Provider ‘City, town or cownty Frovine Porz Code
Information
Administrative Centzct Nama Tacility Nama
(To be completed .
by Acupuncturist or T
ge Theragist Tefcphors Numbee (nelods areh codey ruh@w (oetods bita ¢oe)
for relmbursement
of Services)

Pleass list all services that have been provided to date. Note: The expenses of these services ara secondaty to those covered by Nova Scotia Modical Services Insurance,
Arounts listed on the table or in the attschment should be net of any reimbursement by Nova Scotia Medical Services Insurance,

Part 4 Ttem Date Description of Service and Name of Service Provider $ Amount

Treatments and

Services

Additional sheets

attached with

claimant's signature

i isformation is not

{isted on this pege

gﬂ "I* 5 01 am the claimant or pa am the authorized representative of the claimant

Taimant

Conflrmation T confirm thef § have reoeived the treatment, supplies or services ldmhﬁed ouihis form or the stguod attachments. :n-ufy that tbu mfmﬂmn pmv:dnd is !nm u.m:l
comest to the best of my knowledge, Leonfim that I have uss and discl of my persenal infi my injury, d
essessment, treatmenl or care resulting from the sutomobile midm': rcfmed toin Section | of Form N§-1 and reganting my eligibility for accident benefits xy
outlined on Form NS-1,
Name (Please Print)
Signature
Date

Part 6 { confirm that | have provided the treatment, supplics or services identified on this form or have signed the attachmeats.

Confirmation of

Adjunet :

Therapy Signature

Provider Date

Part7 1 confirns that I have provided the treatment, supplies or services identified on this form, or have suthorized the adjunct iherapy provider for these services

Confirmation of of have signed the altachments,

Primary Health :

Care Signature

Practitioner Date

77204 (04119)

To Reorder & supply of this Form, Call: INFOF\MGO ING. Phone: (416) 285-1700 Fax: (416) 285-9018
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