
MEDICAL SERVICES PLAN (MSP)

PAY RECIPROCAL PRACTITIONER CLAIM

HLTH 1917   V1   Rev. 2010/09/21

PLEASE USE
CAPITAL LETTERS ONLYA B C D

Mailing Address: Health Insurance BC, Medical Services Plan, PO Box 9689 Stn Prov Govt, Victoria BC  V8W 9P8
Tel: (Lower Mainland) 604 456-6950, (Rest of BC) 1 866 456-6950     Web: www.hibc.gov.bc.ca

PROVINCE/
TERRITORY REGISTRATION NUMBER 

CLAIMS MUST BE SUBMITTED WITHIN 90 DAYS

DATE OF SERVICE
 MONTH DAY YEAR

NO. OF
SERVICES S.C.C. FEE ITEM AMOUNT BILLED

TIME
 CALLED RENDERED
 START FINISH DIAGNOSTIC CODE

LOC.
OF

SERV.

DIAGNOSIS OR AREA OF TREATMENT

PATIENT INFORMATION

HOSPITAL VISITS

SERVICE(S)

PRACTITIONER INFORMATION
 FIRST NAME   
PRACTITIONER LAST NAME OR CLINIC NAME INITIAL PRACTITIONER SIGNATURE 

PR

PAYMENT NUMBER PRACTITIONER NUMBER

APT / UNIT STREET NUMBER STREET NAME

CITY PROVINCE POSTAL CODE

 M  F

PATIENT LEGAL FIRST NAME SECOND NAME INITIAL PATIENT LEGAL LAST NAME

MVA RELATED? IF YES, MVA CLAIM NUMBER 

 YES

CORRESPONDENCE
ATTACHED

SUBMISSION
CODEPATIENT BIRTHDATE (MM / DD / YYYY)GENDER

 REFERRED BY  PRACTITIONER NUMBER  REFERRED BY (PRACTITIONER LAST NAME) FIRST NAME INITIAL

REFERRED TO  PRACTITIONER NUMBER  REFERRED TO (PRACTITIONER LAST NAME) FIRST NAME INITIAL

DATE OF SERVICE
 MONTH DAY FROM - TO YEAR AMOUNT BILLED

NO. OF
SERVICES S.C.C. FEE ITEM DIAGNOSTIC CODE

LOC.
OF

SERV.


	Birthdate: 
	Sub_Code: 
	MVA_Claim: 
	Corr_Attached: 
	Date_Service: 
	0: 
	1: 
	2: 
	3: 

	No_of_Services: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 

	SCC: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 

	Fee_Item: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 

	Amount_Billed: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 

	Call_Started: 
	0: 
	1: 
	2: 
	3: 

	Finished: 
	0: 
	1: 
	2: 
	3: 

	Diagnostic_Code: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 

	Location_Service: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 

	Practitioner_Name: 
	Patient_Initial: 
	Referred_To: Off
	Practitioner_No: 
	1: 
	2: 
	0: 

	Patient_Last_Name: 
	Referred_By_Name: 
	0: 
	1: 

	Practitioner_Initial: 
	Referred_By_Initial: 
	0: 
	1: 

	Diagnosis: 
	Referred_By: Off
	Patient_First_Name: 
	Apt: 
	Street_No: 
	Street_Name: 
	City: 
	Postal_Code: 
	Date_Service_Month: 
	0: 
	1: 

	Date_Service_FromTo: 
	0: 
	1: 

	Date_Service_Year: 
	0: 
	1: 

	MVA: Off
	Gender: Off
	Province: 
	Province_Territory: 
	Registration_No: 
	Print: 
	Clear Form: 
	Save: 
	Payment_No: 


