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New'rou nd'land Government of Newfoundland and Labrador

Department of Health and Community Services

Lab[‘adO[' Medical Services Division
PROVIDER REGISTRATION FORM

Please Print PAGE 1 OF 2

IF YOU ARE:

New Registrant - complete all areas of this form.

Updating Your Current Registration Information - only complete areas where information has changed. Provider Number

PERSONAL INFORMATION

Surname Given Name and Initial

Date of Birth Place of Birth MINC Number Social Insurance Number
[IMale []Female

PROFESSIONAL INFORMATION

Graduation Code (See Table 1 Attached) Date of Graduation with Professional Degree Professional Category (See Table 2 Attached)
[ Medical [ ] Dental
College of Physicians and Surgeons Effective Date of License Practice Start Date Specialty For Which You Are Licensed To Practice

(See Table 5 Attached)

Email Address CMPA ID

PRACTICE INFORMATION

_ Activity Code (See Table 4 Attached) Activity Start Date Activity Stop Date
1 Solo [1 Group

Street/P.O. Box City/Town

Province Postal Code Telephone Number (709)

CORRESPONDENCE ADDRESS
(Only if different from Practice Address)

Street/P.O. Box City/Town

Province Postal Code Telephone Number (709)

Please complete over >



PROVIDER REGISTRATION FORM

PAGE 2 OF 2

PAYMENT INFORMATION

In order for all payments to be processed by direct deposit, a copy of avoid cheque or official, stamped
statement from your banking institution is required. *Professional Medical Corporations will also require the
associated Canada Revenue Agency Business Number to be included with the account details.

To whom do you Assign Your MCP Payments: [] Self [] Other*

Name of Other* Identity # of Other

CRA Business number:

*Assignment of Payment Agreement
form must be completed to assign payment to a 3" party.

| hereby declare and affirm that | understand the content of all forms signed pursuant to this registration as a provider of service under the Newfoundland
Medical Care Insurance Act, and that all information provided by me to MCP for purposes of this registration is accurate and true.

| acknowledge having reviewed and understand all pertinent information in relation to this registration with MCP, and | agree to abide by all terms and
conditions therein contained, which terms and conditions shall form part of this application.

| agree to abide by the Newfoundland Medical Care Insurance Act and Regulations as they apply to the Medical Care Program or Dental Health
Program.

Date Signature

MCP PROVIDER NUMBER

When all information is received and processed, a six (6) digit Provider Number will be forwarded to you by email. This Provider Number must be
identified on all claims submitted to MCP.

Privacy Notice

Under the authority of the Medical Care Insurance Act, 1999, personal information is collected in order to administer the Medical Care Plan (MCP). This
information is kept confidential and handled as required by the Access to Information and Protection of Privacy Act (ATIPP). Any questions or comments
can be directed to Matthew Pinsent, Senior Manager of Medical Services, Department of Health and Community Services, at (709) 729-5693 or
MatthewPinsent@gov.nl.ca.

Provider Registration, Medical Services Division
Department of Health and Community Services
P.O. Box 8700
St. John’s, Newfoundland, Canada, A1B 4J6
Telephone: (709) 729-3508
Facsimile: (709) 729-5238

www.gov.nl.ca/mcp


mailto:MatthewPinsent@gov.nl.ca

Medical Care Plan (MCP)—Physician Information Manual Appendix 1—Physician Forms

1.2 GUIDELINES FOR COMPLETION OF PROVIDER REGISTRATION FORM

Newfoufidland
Labrador

Guidelines for Completion of MCP Provider Registration Form

All Providers New providers and those registered previously, and subsequently terminated, must complete all
non-shaded areas of the form.

Registration Changes When submitting updated information, enter your provider number at the top of the form, your
surname and given name, and complete only the areas where the information requires updating.

Shaded Areas These areas are for MCP use only.

Personal Information

Surname Enter the registrant's full surname containing each letter to block markings.
Given Name & Initial Enter the registrant’s first name and initial.

Male/Female Check appropriate block to record registrant's gender.

Date of Birth Enter the registrant's date of birth, in the order of year/month/day.

MINC Number

SN Enter the registrant's Social Insurance Number.

Professional Information

Grad Code Enter the appropriate two digit code which can be obtained from Table 1 on page 3. This code is
used to record the place of graduation that relates to the registrant's University of graduation. This
refers to the basic Professional Degree and is not intended to include post graduate training
resulting in specialty certification,

Grad Date Enter the date of graduation from the University granting the basic Professional Degree. Enter the
appropriate date in the order of year/month/day.

Professional Category  Enter the appropriate code which can be obtained from Table 2 on page 3. This code is used to
designate the professional discipline of the registrant.

College of Physicians Enter the licence number which was designated for the registrant by the Professional Board
and Surgeons responsible.

Date of Registration This is the date that the registrant achieved registration with the appropriate Professional Board.

with College Enter the appropriate date in the order of year/month/day.

Practice Start Date This is the date that the registrant anticipates that the actual practice of the Profession will begin
and MCP claims will begin to be generated. Enter the appropriate date in the order of
year/month/day

Specialty Code A specialty comprises an area of knowledge in addition to that for which the provider is certified by
the College of Physician and Surgeons. If applicable, enter the appropriate code from Table 5 on
page 4.

Practice Information

Practice Type This indicates whether the registrant is to practice with a group or as a solo practitioner. Check

appropriate block to record the practice type.

Activity Code Enter the appropriate three digit code which can be obtained from Table 4 on page 3. This code is
used to advise MCP of the nature of the practice in which the registrant will be engaging. If doing a
locum tenens the attached "MCP Locurm Documentation/Declaration” form must be completed

1

Department of Health & Community Services 3«4» 1l
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Medical Care Plan (MCP)—Physician Information Manual Appendix 1—Physician Forms

1.2 GUIDELINES FOR COMPLETION OF PROVIDER REGISTRATION FORM

7
(cont’d)

Activity Start Date This is used to advise MCP of the date at which the designated activity is deemed to be effective.
Enter the appropriate date in the order of year/month/day.

Activity Stop Date This is the date that will mark the end of the designated activity. If known, enter the appropriate
date in the order of year/month/day.

Specialty Start Date This is the date that the specialty became effective. Enter the appropriate date in the order of
year/month/day.

Specialty Stop Date This is the date the registrant wishes recognition of the specialty to cease. Enter the appropriate
date in the order of year/month/day.

Sub-Specialty Code Enter the specialty for which certification has been granted. Code can be obtained from Table 3 on
page 3.

Practice Address This designates the address at which the registrant will normally and usually practise. Enter the
address, including postal code, containing each letter to block markings.

Telephone Enter the telephone number at which the registrant can be contacted.

Correspondence Information
Correspondence All correspondence from MCP to the registrant will be sent to the practice address unless indicated

Address otherwise by the entry of information in the "Correspondence Address” block. Correspondence will
not be divided between the two addresses, but will be "all inclusive” to one address or the other.

Payment Information

Te Whom Do You Self = If the registrant is to receive MCP payments for claims generated by the
Assign Your MCP registrant check this block.
Payments

Other > If any provider or institution, other than the registrant, is to receive MCP

payments for claims generated by the registrant, enter the name of the
provider or institution and complete the “Assignment of Payment
Agreement’ form on the reverse side of the Provider Registration form.

Identity # of other = Enter the Identity Number of the provider or institution, other than the
registrant, to whom or to which MCP payments are to be made for claims
generated by the registrant. The provider or institution must be
registered with MCP to receive assigned payments.

Electronic Deposit To facilitate the electronic deposit of funds payable by MCP in response to claims submitted, the
Bank Name, Branch No., Code No., and Account No., are required. This information can be found
on the face of a standard cheque. Enter the appropriate bank information.

Declaration This should be dated and signed and the form sent to:

Department of Health and Community Services
Provider Registration, Physician Services Division
Belvedere Property
P.0. Box 8700
St. John's, Newfoundland  A1B 4J6

MCP Provider Number  When the information submitted has been verified and processed, a six digit provider number will be
issued. This number will be inserted on the Provider Registration form and a copy of the form will
be returned to the provider

2
%
Newfouidland ——
epartment o ea ommunity Services
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Medical Care Plan (MCP)—Physician Information Manual

Appendix 1—Physician Forms

1.2

GUIDELINES FOR COMPLETION OF PROVIDER REGISTRATION FORM

(cont’d

)

TABLE 1 - GRADUATION CODES
01 = ial Uni ity of | 29 = Caribbean/Central & South 59 = Japan
02 = Dalhousie University America - other B0 = Iran
03 = Université Laval 30 = United Kingdom 61 = Pecple's Republic of China
04 = Université de Sherbrocke 31 = Ireland (Republic) 62 = Kuwait
05 = Université de Montréal 32 = Poland 63 = Sri Lanka
06 = MeGill University 33 = France 64 = Thailand
07 = University of Ottawa 34 = Italy B5 = Taiwan
08 = Queen's University 35 = Romania B6 = Morth Korea
09 = University of Toronto 36 = Czechoslovakia 67 = South Korea
10 = McMaster University 37 = Gemany B8 = Malaysia
11 = University of Western Ontario 38 = USSR, B9 = Asia - other
12 = University of Manitoba 39 = Spain 70 = Australia
13 = University of Saskatchewan 40 = Belgium 71 = Mew Zealand
14 = University of Alberta 41 = Hungary 72 = Iraq
15 = University of Calgary 42 = Greece 79 = Oceania - other
16 = University of British Columbia 43 = Switzerland 80 = Egypt
17 = Unknown Ontario University 44 = Yugoslavia 81 = South Africa
18 = Unknown Alberta University 45 = Sweden 82 = Libya
90 = Unknown Quebec University 46 = Croatia 83 = Nigeria
19 = Unknown University within Canada 47 = Morway 84 = Zambia
20 = USA 48 = Bosnia 85 = Zimbabwe
98 = Unknown country outside 49 = Eurcpe - other 86 = Algeria
Canada & US A 50 = India &7 = Morocco
21 = Mexico 51 = Saudi Arabia 88 = Zaire
22 = Jamaica 52 = Lebanon 89 = Africa - other
23 = Venezuela 53 = Philippines 91 = Ghana
24 = Argentina 54 = Pakistan/Bangladesh 92 = Mali
25 = Brazil 55 = Syria 93 = Somalia
26 = Chile 56 = lsrael 94 = Kenya
27 = Cuba 57 = \fietnam 95 = North America - Others
28 = Haiti 58 = Hong Kong Bermuda, Saint Pierre &
Miguelon and Greenland
99 = Unknown
TABLE 2 - PROFESSIONAL CATEGORY TABLE 3 - SUB-SPECIALTY CODES
D = Dental 010 = Cardiclogy 040 = Developmental Pediatrics
M = Medical 011 = Clinical Immunology and Allergy 041 = Pediatric Emergency Med
012 = Critical Care Medicine 042 = Meonatal-Perinatal Medicine
013 = Endoerinok and Metaboli 043 = Pediatric—Hematology/Onc
TABLE 4 - ACTIVITY CODES 014 = Gastroenterology 050 = Neuroradiology
015 = Geriatric Medicine 051 = Pediatric Radiclogy
001 = Private Practice 016 = Hematology 060 = Forensic Pathology
011 = Private Practice Locum 017 = Infectious Disease 061 = Neurcpathology
021 = FFS Temporary Non-Replacement 018 = Medical Oncology 070 = Thoraic Surgery
100 = Full Time Teaching 019 = Nephrology 071 =Vascular Surgery
101 = GFT-FFS 020 = Palliative Medicine 072 = Colorectal Surgery
200 = Salaried 021 = Respirclogy 073 = Surgical Oncololgy
210 = Salaried Locum 022 = Rheumatclogy 074 = Pediatric General Surgery
300 = Salaried Resident 023 = Clinical Pharmacology 080 = Gynecologic Oncology
301 = FFS Resident 024 = Emergency Medicine 091 = Gynecologic Reproductive
500 = Administration 025 = Occupational Medicine Endocrinclgynfertility
082 = Matemal-Fetal Medicine

-
&%

Newfoufidland
Labrador

Department of Health & Community Services
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Medical Care Plan (MCP)—Physician Information Manual

Appendix 1—Physician Forms

1.2 GUIDELINES FOR COMPLETION OF PROVIDER REGISTRATION FORM
(cont’d)

TAELE 5 - PROVIDER SPECIALTY CODES

Code Specialty Code Specialty
001 General Practice 044 Paediatric Endocrinclogist
002 Anaesthetist 045 Paediatric Respirologist
004 Emergency Medicine Specialist 046 Paediatric Rheumatclogist
006 Dermatologist 047 Paediatric Gastroenterclogist
008 General Surgeon 048 Paediatric Oncologist
010 Cardiac Surgeon 049 Paediatric Nephrologist
011 Wascular Surgeon 050 Paediatric Immunologist
012 Theracic Surgeon 051 Paediatric Haemotologist
013 Internist 052 Neonatclogist
015 Cardiclogist 053 Physical Medicine Specialist
016 Endeocrinologist 055 Plastic Surgeon
07 Respirclogist 057 Psychiatrist
018 Rheumatologist 059 Urologist
019 Gastroenterologist 081 General Dentist
020 Medical Oncolegist 082 Oral Surgeon
021 Mephrolegist 083 Orthodontist
022 Immunclogist 054 Pericdontist
023 Haemotologist 065 Pedodontist
024 Geriatric Medicine Specialist 086 Denturist
025 Medical Genetics Specialist 067 Fathologist
026 Muclear Medicine Specialist 069 Radiclogist
027 Infectious Disease Specialist 071 Optometrist
028 MNeurdlogist 073 Dental Public Health
030 Meurosurgeon 074 Developmental Neurology
032 Gynaecologist 075 Developmental Paediatrician
034 Gynaecelogy Oncologist 076 Endedontist
035 Ophthalmeologist 077 Radiation Oncologist
037 Orthopaedic Surgeon 080 Paediatric Surgeon
039 Otolarnyngologist 081 Paediatric Internist
041 Paediatrician 082 Medical Officers of Health
043 Paediatric Cardiclogist 089 Palliative Care

Newfoufidland
Labrador

Department of Health & Community Services

6 €4p» 11
January, 2007



Medical Care Plan (MCP)—Physician Information Manual Appendix 1—Physician Forms

1.3 ASSIGNMENT OF PAYMENT AGREEMENT

e

Mro'llndland Government of Newfoundland and Labrador

Department of Health and Community Senvices

Iﬂh‘adm‘ Physician Services Division

MCP Assignment of Payment Agreement

Under the Mewfoundland Medical Care Insurance Act, when payment for insured services renderad by a
provider is assigned to another provider or institution, the Act requires that a formalized agreement exist
oetween the parties concerned (Physicians and Fees Regulations, paragraph 10). Authorized signatures
to this agreement will accomplish this reguirement.

Under this agreement, the assignor {locum or associate, as appropriate) agrees fo assign to the assignee
{principal provider or institution, as appropriate) all monies paid by MCP on account of claims submitied to
MCP for services rendered by the locum or associate, whether submitted by the assignor or assignee.
Faor good consideration, both the assignee and the assignor shall be jointly and severally liable to MCP for
any recoveries of monies dus to MCP and related services performed by the assignaor.

This is to certify that:

A payment agreement, effzctive from to
(Dste) (Date)

exists betwesn Dr.

iLocum ar Associae) {Provider Number]

and

{(Principal Provider or ASSooiais) {Provider or Instiulicn Mumcear)

and that both parties to the agreement agree that:

1. Payment by MCP for claims generated by the locum or associate, who must be identified on the
claim, will be mads ta the principal provider or institution from the dats of this agreement.

[

Authorized signatures for claims from the principal provider or institution are acknowledged as
authorized by the locum or associate.

3. The principal provider or institution and the assignor accept joint responsibility for the accuracy
and validity of all information entered on claims submitted to MCP under this agreement.

4. This agreement shall be cancelled by MCP upon recsipt of written notice duly signed by =ither
party to the agreement

Signed Date

{Assignar)

Signed Date
{Principal Provider or Institulion)

Batvedese She, PO, Bow 2700, 5t John's, HL, Canada A1B 416 t 705 720-3508 | 709.720.5238

&u

Newfoufidland

Labrador

Department of Health & Community Services 7 4> 11
January, 2007
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14 ELECTRONIC BILLING APPLICATION

Government of Newfoundland and Labrador
Department of Health and Community Services

%
Newfoundland Medical Care Plan mcp

Labracor Electronic Billing Application

SECTIOM A — All Providers Please Complete

Provider Mame Provider Mumber

Cliniz Or Group Mame (if applicable)

Street / P.O. Box

City / Town Prowince Postal Code
Telephone Numbser Ce Phone Mumbser Fax Mumber
Electronic Biling Coniact Person Phone Mumber During Business Hours

If wou are set up at another bng location and you require your elecronie remittancs and TADs o po there, please list the provider
names and provider bilfng numbers of that lecation

SECTIOM B - To Be Added To An Existing Electronic Billing Location

Your Claim Type: < Medica’ c Dents’ c Bath

Frovider names and provider bng numbers at existing location:

Claims preparation softwane being used at existing location:

Software Name: WVendor Mame:

SECTION C - Software Request

‘Windows Dperating Systemn on computer where software wil be instaled:

For Claims Preparation: & TeeClaim (MCP's Electronic Billing Packags) Your Claim Type: @ Medical < Dental c Both
If wou w be using claims preparation software other than TeleClaim, please supply the folowing information

Software Mame: WVendor Marme:

For Dats Transmission: & MCP's Electronic Transmission Software Package
Flzase note that you must use a @3 up modem for data transmission, and not, for examplz, 3 digita’ or cable modem.

Frovider's Signature Date
Medical Cara Plan Meadical Care Plan
22 High Sireet, P. ©. Box 5000 PP —— 57 Margaret's Place, P. 0. Box 6700
Grand Falls-Windsor ML Canaga AJA Ivs Rtpitii. gov.nl.camicp St John's ML Canada A1B 4J8
Tel: 1-600-553-1557 Fax: 708-292-4052 Tel; 1-300-563-1557 Fax: 709-758-1691
Movember, 2006
2
Newf'deland D t t of Health & C ity Servi 8 «4p 11
epartment of Hea ommunity Services
Labrador P y

January, 2007



Medical Care Plan (MCP)—Physician Information Manual Appendix 1—Physician Forms

1.5 MCP Locum DOCUMENTATION/DECLARATION

b

e
M Uun(mm Governmeant of Newfoundland and Labradar
Department of Heslth and Community Services
Iﬂh‘m Physician Services Division

MCP Locum Documentation/Declaration
Terms of Reference
1. A physician, before underiaking a locum tenens, will supply in writing o MCP, the name and

practice address of the physician{s) being replaced, along with the start and finish dates for the
period of replacemant.

[

Unless directed otherwise, the provider mnumber of the physician{s) being replaced will be
nactivated and claims will not be accepted during the time of the locum replacement
Phiysicians planning to submit claims anytime during the pernod of locum replacement must
ndicatad so in the Comments section below.

To be complered, signed and remurned ro MCP before commencement of the locum arvangement

Mame of Practice Physician:

{Plzzse Prinfl

MCP Provider Mumber:

Practice Address:

Mame of Locum Physician:

{Plazse Prinf)

MCP Provider Mumber:

Locum Start Date:

Lozum Finish Date:

Signature of Practice Physician Dale
Signature of Locum Physician Date
COMMENTS

Betwedere Sie, FO. Box 8300, 5t John's, NL, Canada ALBAJG t 705.720-3508 | 7097295238

ex

Newfoufidland

Lﬂb[‘(:ldO[‘ Department of Health & Community Services 9 «» 11
January, 2007




Medical Care Plan (MCP)—Physician Information Manual Appendix 1—Physician Forms

1.6 REQUEST FOR RELEASE OF MCP BENEFICIARY NUMBER

Surname Given Name and Initials

| Maiden Name (if applicable) Gender — M/F | Birth Date — Year/Month/Day
P.O. Box/Street Address
Postal Code | Phone Number

City/Town ‘ Provinee

I agree to allow the Newfoundland and Labrador Medical Care Commission to release my MCP
MNumber to the health care provider/facility show below.
Signature of Patient or Guardian Date

A parent or guardian may sign for a child under 16 vears of age. A person holding power of
attorney may sign for the represented individual.

PROVIDER/F.

Provider Billing Number Facility Number

Provider Name, Address, and Telephone Number Facility Name, Address, and Telephone Number
Signature of Provider or Designate Signature of Authorized Facility Employee
Date Date

Patient’s MCP Mumber

Trtp:fvwwew. gov. il calmep

&u

Newfoufidland

Labrador

Department of Health & Community Services 10 €«» 11
January, 2007



Medical Care Plan (MCP)—Physician Information Manual

Appendix 1—Physician Forms

1.7

&u

Newfoufidland

Labrador

REQUEST FOR FORMS

FORM DESCRIPTION

QUANTITY REQUESTED

M

te=0~

Claim Forms

Claim Forms - Residents of Other Provinces

Claim Envelopes

Neo-Natal Claim Information Forms

Out-of-Province Claim For Physician Services

Independent Consideration (1C) Forms

Block Funding - Obstetrics/Gynaecology HCC Case Room

Block Funding - Neonatology Services - Janeway Hospital

Obstetrical Anaesthesia Services

Emergency Dept. Coverage Claim Form (Category B Facilities)

Long Term Care Facilities Coverage Claim Forms

Sessional Claim Forms

Surgical Assist Claim Forms

On Call Claim Forms

Patient Claim Application

Fer-ZMO

Claim Forms

Claim Envelopes

Independent Consideration (IC) Forms

Prior Approval Forms

[ Application for Newfoundland & Labrador Health Care Coverage

Department of Health & Community Services

11 «» 11
January, 2007



Medical Care Plan (MCP)—Physician Information Manual Appendix 1—Beneficiary Forms

2. FORMS FOR BENEFICIARIES

2.1 APPLICATION FOR NEWFOUNDLAND & LABRADOR HEALTH CARE

COVERAGE
-:f/
Newfoufdland —
Lﬂb[‘éldO[‘ Department of Health & Community Services 14> 6

January, 2007



Medical Care Plan (MCP)—Physician Information Manual Appendix 1—Beneficiary Forms

2.1  APPLICATION FOR NEWFOUNDLAND & LABRADOR HEALTH CARE
COVERAGE (cont’d)

Newfoufidland

Labrador

Department of Health & Community Services 24P 6
January, 2007



Medical Care Plan (MCP)—Physician Information Manual Appendix 1—Beneficia

ry Forms

2.2 NEWBORN/ADOPTED CHILD REGISTRATION FORM

e Govermment of Mawfoundiand and Lebradar

h II Ih‘ul Departmant of Health and Commaunity Services
Iaﬁﬁ'adnr mcp

NEWBORN / ADOPTED CHILD REGISTRATION FORM

Fizgse Print
MAILING ADDRESS
Street’P.0. Bax CRy/Town
Rravince Faoelal Code Telephong Number (Home) Telephone Kumber (Wark)

INFORMATION FOR PARENT OR GUARDIAN OF CHILD BEING REGISTERED

CP Reglsiratio ber un a Sirth Date
WP Regletration Mumie Sumame All Glven Names [PEMMIED)
CHILDICHILDREN TO BE REGISTERED
- s Sex Birth Date
Sumame All Glven Names (WIF) PAYMIADE]

DECLARATION i e xn ofencs to glve Talee Information for the purpocs of obtalning soverage undsr ihe Newlowndland & Labradar Madioal Cars Plan)

heraby declare that the infamation given Is corrzct and the person|s] lIsted on this fomn ane resldents of Newfoundiand & Labrador,

Sigrature Date

REGUIRED DOCUMENTATION

It regi=taring a chitd/chiidren throwgh adopilon, a copy of the officlal adoption papers, or the birth certfcats
In the chilld's new nams, I requirad far sach child.

If the sumame of tha child/children lg differant than that of the raglatering parent or guardian, a copy of the
birth cartificats 12 requirad for aach child,

Medlcal Care Plan Madlcal Care Plan
12 High Smeet, 2.0, Bax 5000 Belveders Building, 37 Margaret's Flace, F.O. Box 8700
Grand Falls-Windsor, WL, Canada, A24 174 St Jobm's, WL, Camada, A1B £
Telephane: (7092922000 Facsimile: (7092924052 Telephone: (709)738-1600  Facsimile:
Toll Fres: 1-800-563-1357
wirs gl sy

&u

Newfoufidland

Lﬂb[‘(:ldO[‘ Department of Health & Community Services

34> 6
January, 2007



Medical Care Plan (MCP)—Physician Information Manual Appendix 1—Beneficiary Forms

2.3 CHANGE OF NAME FORM

S

o st
ILm

Govamment of Mawfoundiand and Lebradar
Dopartment of Health and Commanity Services

mcp

CHANGE OF NAME FORM

FPizgse Print

REAS0N FOR NAME CHANGE

MEILING ADDRESS

StreetP.0. Box CRy/Town

Pravince ‘ Fostal Code Telzphonz Numbsr [Hame) Telephone Kumizer (\Work)
DETAILS OF HAME CHANGE

MCP Reglsiration Mumber Previous Sumame Previous Glven Names

Z2x (MF) Sirn Date (MIDD) Mew Surmama MNew Glven Kames

DECLARATION % Iz an offancs to glve fales Informaticn Tor t5s purpocs of obtalning sovarags wnder the Newiourdiand & Labrader Madloal Cars Plan)

hereby declars that the information gven is cormect and the persenis) listed on this form are
residents of Mewfoundland & Labrador.

Signature Diate

REGUIRED DOCUMENTATION
& copy of the Marrlags Cerfificats |2 required for nams changee dus fo marriage.
& copy of the officlal Certificate of Divarca, or Birth Cartifcata le required for nams changes dus to divores,

& copy of tha officlal Adoption Order, or Birth Cartificate showing the naw legal sumams, |8 requirad for
nama changss dus to adoption.

A& copy of tha legal nama changs documant, or Birth Cariificats showing the naw legal nama, |s requirad
for Iegal nama changas.

Please return your old MCP card with this application.

Medical Care Plan
12 High Street, 7.0, Box 5000
Grand Falls-Windser, WL, Canada, A24 2Y4
Telephors: (T09292-2000  Facsimdle: (7097292-2052

&u

Madlcal Care Plan

Belvedara Building, 57 Margaret's Place, P10, Box 700
5t Jobm's, WL, Camada, A1B
Telephone: (T08)758-1600  Facsimile:

758-1604
Toll Frae: 1-B00-363-1557

[ p——

Newfoufidland

Labrador

Department of Health & Community Services

January, 2007
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24 CARD REPLACEMENT FORM

Sovammeant of Mewfoundiand and Lebradar

hmﬂd Dopartrant of Health and Commaunity Senvdces
Labrador Ille

CARD REPLACEMENT FORM

cards an provided fee of champs

RE&SON FOR REPLACEMENT

MAILING ADDRESS
SireetP.0. Box CRy/Town
Province Postal Code Telepnone Mumber (Home) Telephone Kumber (Wark)

CARD REPLACEMENT FOR APPLICANT
MCF Reglsiration Mumber

Sumams lalozn Kame (if appilcabie)

Al Glvan Mames

Sex Birth Cate (YYRWDD)
O Female O Male

CARD REPLACEMENT FOR AN ADDITIOHAL FAMILY MEMEER
MCF Reglstration Mumber

Sumame Malzen Name [ appilcabiz)

Al Glven Names

e Birth Cate (YYIMMDD)
O Female O Male

DECLARATION % Iz an offancs to glve fales Informaticn Tor t5s purpocs of obtalning sovarags wnder the Newiourdiand & Labrader Madloal Cars Plan)

hereby declars that the mformation gven is comect and the personis) listed on this form are
residents of Mewfoundland & Labradar.

Signature Date
Madlcal Care Plan Madlcal Care Plan
12 High Smeet, 2.0, Box 5000 Belvedara Buildmg, 57 Margaret's Flace, P10, Bax E700
Grand Falls-Windser, KL, Camada, A24 2Y4 5t Jobm's, WL, Camada, AIB 4

Telephone: (709012924000 FA-:;l:r_iL:-:-E'E';l]E';l_‘-—'[-i_‘- Telephone: (709)738-1600 Facsimile:

s o sl osimp

&u

Newfoufidland

Labrador

Department of Health & Community Services 54> 6
January, 2007
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2.5 OuT-0OF-PROVINCE CLAIM FORM

Year Month  Day
Give reason for absence from home: O Vacation [ Business 0O Study (Name of Institution) O Other
ration of Patient or Par di

Year Month  Day (Province, Temitory) Year Month  Day move?
Yes O No O

| hereby declare, conscientiously believing it to be true and knowing it to have the same effect as if it were made under oath and by virtue of
the Canada Evidence Act, that the information given above is correct and that | am a beneficiary of the Medical Care Plan in the province of

| request that payment be made: [ Directly to the treating physician [1 To the patient/contract holder [1 To a third party

IF Third Party: Surname First Name Initials

Address City Province/State Postal/Zip Code

Signature of Patient (if other than patient, state relationship to patient) Date Home Telephone | Work Telephone

SectionC  To be completed by sician ( : type or print clearly)

Fhysician's Mame and Initials L Certified
O Non-Certified
Address City Frovince/State FostaliZip Code
If O Anaesthetist O Surgical Assist O Psychiatrist i Provide duration of service: Hours Minutes
Mame of Refering Physician Services Provided in: Invoice Mumber
0 Office [ Hospital In-Patient
Lo Home 1 Hospital Out-Patient
If Hospital Services: Name of Hosptial Admission Date Discharge Date
Year Month Day Year Month Day
|
Address City Province/State Postal/Zip Code
Service Month | Year
Date(s) 1] 2 ]3] 4[s[6[7[e]a[ 0] 11]12[12[14[ 15[ 16[17[ 18] 19]20] 21] 22[ 23] 24] 25 26] 27| 28] 29 20] 21
1] 2[3] 4[5]6]|7]&]9[10[11]12[13[14][15[16]17[18]19] 20| 21]|22] 23| 24| 25] 26| 27| 28] 29| 30 31
Procedure/Treatment Fee Code Fee Date of Service Duration | For Office Use Only
Year Month  Day
!/ !
! !
! f
! !
! !
! /
! !
Diagnesis and Other Remarks
Claim Invobves: 1 Pay Patient 1 Pay Physician - | accept the patient's payment plan as payment in full
1 Workers' Compensation 1 Pensionable Disability ———
_ Adteinakile Acddert - Other Third Party Physician's Signature Date Language of Correspondence

1 English o French

**Please provide original documentation.*

&u

Newfoufidland

Labrador

Department of Health & Community Services 6 4> 6
January, 2007



Medical Care Plan (MCP)—Physician Information Manual Appendix 1—Paper Claim Forms

3. PAPER CLAIM FORMS FOR PHYSICIAN BILLING

Paper claims are pre-numbered with a unique claim number and have carbon duplicates for
physician records. Submitting claims on copies of the following sample claims is not permitted.
Forms are available upon request from MCP at 1-800-563-1557, (709) 292-4000, or (709) 292-
4015.

3.1 FEE-FOR-SERVICE MEDICAL CLAIM FORM

Newfoufidland
Labrador

Department of Health & Community Services 14» 9
January, 2007



Medical Care Plan (MCP)—Physician Information Manual Appendix 1—Paper Claim Forms

3.2 FEE-FOR-SERVICE MEDICAL CLAIM FORM—RESIDENTS OF OTHER

PROVINCES
rf/
Newfoufdland —
Lﬂb[‘(:ldO[‘ Department of Health & Community Services 2 4» 9

January, 2007



Medical Care Plan (MCP)—Physician Information Manual Appendix 1—Paper Claim Forms

3.3 INDEPENDENT CONSIDERATION (IC) CLAIM FORM

ft.'-% Government of Newfoundland and Labrador
NEWﬁ)Uﬂmdnd Department of Health and Community Services
Labrador mcp

MEDICAL INDEPENDENT CONSIDERATION (IC) CLAIM FORM

Patient Identity Number Patient Surname Given Name

Provider Capacity Claim Number

Provider Surname Given Name

Important Note: The medical claim form accompanying this form must have the *1C” field clearly marked *X’.
Omissions may cause incorrect payment.

Tiem Date of Service | Specific or Exact Time Involved okt '
= - Comparable Fee Unts T .

Number Year Month Day | il Hours Minutes

If claim is for escort, indicate time [ Time of Departure | Time of Arrival | Total Time

of departure and arrival at the
hospital with the patient.

Reason for Claiming 1.C.

[ Provider's Signature Date

Submission procedures for Independent Consideration (1.C.) claims are specified in the Physician Information Manual.

P.0. Box 5000, 22 High Street, Grand Falls-Windsor, NL A2A 2Y4 « (709)252-4048 - 1-800-563-2163 = www.gov.nl.ca/mep

.
&%

Newfoufidland

Labrador Department of Health & Community Services

34» 9
January, 2007



Medical Care Plan (MCP)—Physician Information Manual Appendix 1—Paper Claim Forms

3.4 ALTERNATE BILLING ARRANGEMENTS CLAIM FORMS

3.4.1 Sessional—On-Site Emergency (Category A)/Organized Clinics/ICU

PaYEE NUMBER PAYEE NAME ENnD TiME
(UsE 24-Hour CLOCK)

EMERGENCY 4, NUMBER OF Hnum_v Fee g

DEPARTMENT Hours CLAIMED

INTENSIVE N

UMEER OF Bep FE
Cansl ‘ INSURED BEDS ‘ ‘ RATE ‘ ‘ ‘ ciamen | S ‘ ‘
ORGANIZED
e MUMBER OF ¥ Day FEE
Cunics ‘ UniTs ‘ ‘ ‘ RATE ‘ ‘ ‘ clamen | S ‘ ‘
THIS SECTION MUST BE COMPLETED FOR ALL SESSIONAL ARRANGEMENTS SCHEDULED CLINICS ONLY ICU OnLY
DO NoT | DGNOSTIC UNINSURED
PATIENT I\:NCP NumBer (12 DiGITS) PATIENT NAME SEEN Keep FOLLOWALP PATIENT
1
2
3
4
5
3
&
9
10
11
12
13
14
15
TOTALS
DECLARATION CERTIFICATION
THIS CLAIM COVERS SERVICES PROVIDED TO THE PATIENTS INDICATED AND THE THE ABOVE SESSION HAS BEEN FERFORMED AS CLAIMED.
SERVICES CLAIMED HAW NOT BEEN BILLED ON A FEE-FOR-SERVICE BA: HER
SERVICES HAVE BEEN Fi ED AND BILLED ON THE DATE(S) AND THE FiR: AW
ABOVE, UNLESS OTHERWISE APPROVED BY THE NEWFOUNDLAND MEDKCAL CARE PLAN.
INSTITUTION'S AUTHORIZED SIGNATURE DaTE
PROVIDER'S SIGNATURE DATE MNAME = PLEASE PRINT
Forward White Copy to MCP - Retain Yellow Copy For Your Records
'-
&
NEWfO dland D t t of Health & Ci ity Servi 4 4p» 9
epartment of Hea ommuni ervices
Labrador P y

January, 2007



Medical Care Plan (MCP)—Physician Information Manual Appendix 1—Paper Claim Forms

3.4.2 Emergency Department Coverage—Category B Facilities

g* Medical Care Plan
: end | o s,
als-vvindsor,
Newfc)undland Telephone: (709) 209-4048 Tl Free: 1-800-563-2163 Cuait NumBER

L abrad or Fax: (709) 262-4053  hitp-/Awww gov.nl.ca/mcp

EMERGENCY DEPARTMENT COVERAGE
(CATEGORY B FACILITIES)

[ FEE CODE ERVICE
611010 EMERGENCY DEPARTMENT COVERAGE
PROVIDER. NUMBER PROVIDER NAME
TNSTITUTION NUMBER INSTITUTION NAME
PAYEE NUMBER FAYEE NAME
HOURLY RATE $

* FOR START AND END TIMES, PLEASE USE 24-HOUR CLOCK. DO NOT USE AM/PM FORMAT.

START DATE START TIME END DATE END TIME NUMBER OF _ FEE
YY MM DD {use 24-hour clock) b MM (W8} {use 24-hour clock) HOURS CLAIMMED

: | [ |
2 | [ |
. || | |
: | | I I
: | |
6 | [ |
7 || [ |
: | [ |
’ || ||
i | [

PrOVIDER™S SIGNATURE OR AUTHORIZED SIGNATURE Date

ORIGINAL - SEND TCO MCP COPY - RETAIN FOR RECORDS

rf/
Newfoufdland ——
Labrador Department of Health & Community Services 5<4» 9

January, 2007



Medical Care Plan (MCP)—Physician Information Manual Appendix 1—Paper Claim Forms

3.4.3 Surgical Assist Claim—Dedicated Time Method

PAYEE MUMBER PAYEE NAME SCHEDULED
START TIME
(Use 24-hour clock)
SCHEDULED
END TIME
(Use 24-hour clock)
MNUMBER OF Unir S FEE S
TiME UNITS RATE CLAIMED
VISIT PREMIUM | PREMIUM CODE l l | | Efmgg‘ l $
PROCEDURE PREMIUM | PREMIUM CODE l | | | EEEI’:.';’Q" l ]

THIS SECTION MUST BE COMPLETED

PATIENT MCP Mumger (12 DiciTs) PATIENT NAME

b I O

o ||

10

[ | l
|| l
|| |
"L l
i l
[ | l
|| |
|| |

DECLARATIONS:

No SERVICES HAVE BEEMN BILLED ON A FEE-FOR-SERVICE BASIS DURING THE TIME FRAME SHOW ABOVE.

Provider's Signature Date

White Copy — Forward to MCP  «4»  YYellow Copy — Retain for your records

.
&%

Newfoufdland

Labrador Department of Health & Community Services

6 4» 9
January, 2007



Medical Care Plan (MCP)—Physician Information Manual Appendix 1—Paper Claim Forms

3.4.4 Long Term Care Facility Coverage

1 DU VLLIED, SYUSIDED, ‘ 1 DU VAL, v

TNSTITUTION NUMBER INSTITUTION NAME
PAYEE NUMEER. PAYEE NAME

Facmwity RATE %

* FOR START AND END TIMES, PLEASE USE 24-HOUR CLOCK. )0 NOT USE AM/PM FORMAT.

vv M op | s ihowrcloy | v M DD | dse Dhhourclock) | HOURPERIODS | CLAIMED
: || ||
: I I
: | I
! I ||
a | |
d | |
’ | |
: | ||
d | ||
10 | ||

PROVIDERS SIGNATURE OR AUTHORIZED SIGNATURE DaTE

ORIGINAL - SEND TO MCP COPY - RETAIN FOR RECORDS
Newfoufdland ——
Labrador Department of Health & Community Services 7 4» 9

January, 2007



Medical Care Plan (MCP)—Physician Information Manual

Appendix 1—Paper Claim Forms

3.4.5 Block Funding—Neonatology Services (Janeway Hospital)

Pavee NUMBER

PAYEE NAME

* FOR START AND END TIMES, PLEASE USE 24-HOUR CLOCK. 1O NOT USE AM/PM FORMAT.

Newfoufidland
Labrador

White Copy — Forward to MCP «4»  Yellow Copy — Retain for your records

1 | | :
i | | ‘
' || | .
' | | !
’ | | !
’ || | .
| | !
' || | .
’ | | !
! | | ‘
PROVIDER"S SIGNATURE OR AUTHORIZED SIGNATURE DATE

Department of Health & Community Services

8 «4» 9
January, 2007



Medical Care Plan (MCP)—Physician Information Manual

Appendix 1—Paper Claim Forms

3.4.6 On-Call Payment

9«4» 9

PAYEE I ’_F'KYEE NAE ‘ END THE |
NUMBER (UsE 24-HOUR CLOCK)
RATE b ToOTAL HOURS/UNITS FEE CLAMED $
THIS SECTION MusT BE COMPLETED
PATIENT MCP MUMBER (12 DIGITS) PATIENT NAME
! | I I
2 | I I
3 | I |
4 I I I
3 | I I
6 | I I
7 | I I
8 I I I
: | I I
10 I I I
il I I I
1 | | I
13 | I I
1 I | I
15 I I I
‘ No PaTients SEen [
PrOVIDER'S SIGNATURE OR AUTHORIZED SIGNATURE Date
White Copy —Forward to MCP 4»  Yellow Copy — Retain for your records
[
Newfoufdland ——
Labrador Department of Health & Community Services

January, 2007





