BRITISH

Ministry of Children
~ COLUMBIA | and Family Development

Medical Benefits
Request For Orthotics

he personal information requested on this form is collected under the authority of and will be used for the purpose of administering the Supply Act. The collected information may be subject to

please call Enquiry BC at 1 800 663-7867 and ask for the listing for Children and Youth with Special Needs Policy.

T
[disclosure as per the Supply Act and/or the Freedom of Information and Protection of Privacy Act (FOIPP Act). If you have any questions about the collection, use or disclosure of this information, ]

This request is for:

[J cChildren in Care Medical Benefits Program*

*please provide a copy of this request to the child’s guardianship worker

[J At Home Program Medical Benefits

Name of Child

Date of Birth (YYYY-MM-DD)

Phone Number

Address

City/Town

Postal Code

Specific Diagnosis (i.e. type of impairment, location and degree of involvement)

Part 1 - Required Device Details
To be completed by the orthotist, occupational therapist, physiotherapist, podiatrist, physician or nurse practitioner.

Identify the orthotic device required and what type of material the device is made from. Please see the Glossary of Orthotic Devices

available at http://www2.gov.bc.ca/assets/gov/family-and-social-supports/children-teens-with-support-needs/glossary_ortho_devices.pdf

Name of Device

. Wrist-Hand . .
D Cervical [] Low-temperature D Restin [J Low-temperature D Wrist [ Low-temperature D Wrist-Hand [J] Low-temperature
Collar [] High-temperature Orth t'g [ High-temperature Orthotic [] High-temperature Orthotic [ High-temperature
rtnotic
D Hand [] Low-temperature |:| Ankle-Foot []Low-temperature D Foot [] Low-temperature I:, Bilateral I:, Orthopaedic
Orthotic [] High-temperature Orthotic ] High-temperature* Orthotic [] High-temperature Twister Cables Shoes
D Other** D * Requests for custom high-temperature ankle-foot orthotics should be forwarded to PharmaCare.
Low-temperature ** Devices that do not appear in this list may not be available. For more information, please contact Medical Benefits
High-temperature at the telephone number at the end of the form.

Please provide a clear justification for this device, which outlines its expected impact for the child (note the child’s specific physical skills

or limitations that the device is intended to address).

Is this item expected to be used for less than one year (e.g., post-surgical) and/or intermittently

throughout the day? JYes [No
Name of Heath Care Professional Professional
Signature of Health Care Professional Date Signed (YYYY-MM-DD)
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Part 2 - Supplier Information To be completed by the supplier.

Price Quoted

$

Is this item a Pharmacare Benefit? [ Yes* ] No

*Items that are Pharmacare benefits should be forwarded to Pharmacare.

Name of Supplier

Phone Number

()

Address

City/Town Postal Code

Email, Mail or Fax Completed Form to:

CLEAR

CF2181_(2022/03/22)

Medical Benefits Program — At Home Program
Ministry Of Children And Family Development
PO Box 9763 Stn Prov Govt

Victoria BC V8W 9S5

Fax Number: (250) 356-2159
Phone Number: (250) 387-9649 or 1-888-613-3232 (Toll Free)
Email: MCF.MedicalBenefitsProgram@gov.bc.ca
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