BRITISH | Ministry of Children At Home Program
COLUMBIA | and Family Development Request For School-Aged
Extended Therapies

[The personal information collected on this form will be used for the purposes of determining eligibility for and providing At Home Program school-aged extended therapies and will be treated confidentially in]

compliance with the Freedom of Information and Protection of Privacy Act. If you have any questions about the collection, use or disclosure of this information, please call Enquiry BC at 1 800 663-7867 and
ask for the listing for Children and Youth with Support Needs Policy.

All Parts of this form must be completed in order to prevent delay of your request from being processed.
Completion of Part 4 is only required for chiropractic and massage therapy requests.

Part 1 Child (age 5 and older, or upon school entry for children who will be 5 years on or before December 31st of the school year)
Name of Child Date of Birth (YYYY/MM/DD) Phone Number

C )

Address City/Town Postal Code

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

Part 2 Intent of Service

Indicate which type of service will be provided to the child: [] post-surgical rehabilitation [ Maintain or improve functional skill

(Please include letter from (max $5760 for OT/PT/SLP;
physician/surgeon/ max $1920 for chiropractic/massage)
Please indicate surgery date: nurse practitioner)
YYYY/MM/DD
Part 3 Service Requested (please select one only)
[0 0CCUPATIONAL THERAPY ©T) Start and End Dates*: to (max 12 months)
YYYY/MM/DD YYYY/MM/DD

L] PHYSIOTHERAPY (PT)
] SPEECH-LANGUAGE PATHOLOGY (SLP)

I:l CHIROPRACTIC (see Part 4)

D MASSAGE (see Part 4) * Written approval from the At Home Program must be received prior to delivery of requested service.
** See the At Home Program Guide at www.gov.bc.ca/athomeprogam, for the maximum funding rates

Total Funding Requested**:

Part 4 Physician or Nurse Practitioner's Referral (required only for massage and

chiropractic requests) | support this request for massage or chiropractic (circle one) services.

Name of Physician or Nurse Practitioner Signature or Physician or Nurse Practitioner Date Signed (YYYY/MM/DD)

PART 5 Functional Outcomes

Indicate the intended functional outcomes of your service for the child. Identify those outcomes that will be addressed through the use of a
therapist assistant (if applicable). Refer to the Guidelines for Therapists — Writing Functional Outcomes, available at

www.gov.bc.ca/athomeprogram Please use the reverse or attach an additional sheet if required.
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Part 5 Functional Outcomes (continued)

Part 6 Coordination of OT/PT/SLP Services

The OT, PT and SLP services made available through the At Home Program are an enhancement to the therapy services provided by the
child’s school/community based team (i.e. School-Aged Therapy Program and school district SLP services). As a result, the requested
OT, PT or SLP service must compliment and be consistent with the child’s established school/community based therapy plan.

Indicate the name and profession of the child’s therapy team member(s) (OT, PT, SLP) consulted:

Part 7 Therapist (must match payee name on future invoices, if payment to be provided to therapist)

Name of Therapist Profession
Licensed By Registration/License Number Phone Number
Address City/Town Postal Code

Agency Name applicable)

Have you previously provided therapy for this child? [1yes [INoO

Have you submitted an outcome summary of the previous therapy? LJyes [No

Payment to be made to: [] Therapist [ ] Agency [] Other:

Please Provide a Name
This request has been developed in collaboration with the family and school/community therapist(s), and reflects meaningful
outcomes for the child and family.
Signature of Therapist Date Signed (YYYY/MM/DD)

Mail, fax or email completed form to: Medical Benefits - At Home Program
Ministry of Children and Family Development
PO Box 9763 Stn Prov Govt
Victoria BC V8W 9S5

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

The At Home Program may provide extended occupational therapy (OT), physiotherapy (PT), speech-language
pathology (SLP), chiropractic and massage services for children aged five or older who are enrolled in the At Home
Program Medical Benefits.

The maximum hourly billing rate for OT, PT and SLP are as follows:

«  Services delivered directly by a therapist: $160 per hour
»  Services delivered by a therapist assistant (TA): $60 per hour; and,

»  Services delivered by both a TA and supervising therapist at the same time,
including therapist time spent providing the TA with child-specific instructions: $220 per hour

Invoices must be clearly itemized by hourly rate and payment category in order to qualify for payment. Services
lasting less than one hour must be prorated. Therapy service providers may bill up to a combined total of six
hours (within the approval period) for consultation, report writing, and travel purposes.

The maximum hourly billing rate for chiropractic and massage services are as follows:

»  $40 per session for chiropractic services; and,

«  $40 per hour for massage services (massage services lasting less than one hour must be
prorated)

For questions regarding billing, please call (250) 387-9649 (Victoria) or 1-888-613-3232 (Toll Free)
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