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Health Claims for Auto Insurance



Health Claims for Auto Insurance Processing  
 


  Atria II, 2235 Sheppard Ave. East, 11th Floor

Toronto, ON, M2J 5B5
FAX: 416 497 6505


How to Complete HCAI Re-enrolment Form
 (HCAI Electronic Facility and Provider Ackowledgement Form)
Questions? : facilityenrolment@hcaiinfo.ca 

IMPORTANT – This form only applies to health care facilities that were previously enrolled with HCAI prior to March 12, 2008. 

What: This form should be used by health care facilities that were enrolled with HCAI prior to March 12 2008. 

Who: This form should be completed by the Authorizing Officer (AO) of the health care facility. 
When: This form must be received by the deadlines shown below. The deadline is dependent on the effective date you have been assigned. 
	Tier
	Date of List Publication
	Effective Dates
	Enrolment deadline
FAX: 416-497-6505

	Tier 1
	March 2010
	April 19, 26
May 3, 10, 17, 25, 31
	April 2
April 16 

	Tier 2
	April 2010
	Jun 7, 14, 21, 28
Jul 5, 12, 19, 26
Aug 3, 9, 16, 23, 30
	May 14
June 18
July 16 


How: The AO must:

1. Complete the form. All fields are mandatory.

2. Sign the form

3. Send the completed form to HCAI Processing by:

a. Fax – 416 497-6505; OR

· Note: If you are submitting faxes for more than one facility or branch, fax the enrolment form for each facility individually. Do not combine more than one facility into a single fax transmission: OR
b. Mail to the address above
4. If there are problems (incomplete fields, incorrect information) with your enrollment form, you will be contacted by a member of the HCAI team by email. 

What Happens Next?

You will receive confirmation of receipt of your enrolment form within 10 business days. If you do not, notify us at facilityenrolment@hcaiinfo.ca. Put your clinic’s name in the subject line of the email. .  

Your facility will be activated 2 weeks prior to your effective date. This will permit you to set up your organization and reset passwords of existing users or set up new users.  
HCAI ELECTRONIC FACILITY AND PROVIDER ACKNOWLEGEMENT FORM
Enter Facility Name and HCAI Facility Number (mandatory)
Facility Name:     
This name is:

 FORMCHECKBOX 
  The same name used prior to March 2008; OR

 FORMCHECKBOX 
  This is a new name

Facility HCAI ID *:      
* HCAI Facility ID can be located on the original enrolment form submitted prior to March 2008. Do NOT insert your AISI number. 
Facility Address (include city, postal code):      
This address is:

 FORMCHECKBOX 
  The same address used prior to March 2008; OR

 FORMCHECKBOX 
  This is a new address
Insert your Effective date 
Effective Date as per HCAI Full Rollout Effective Date Schedule: 
     
 FORMCHECKBOX 
  I don’t know my effective date yet 
WHEREAS the above-named Health Care Facility, assigned the above noted HCAI Facility Number wishes to resume using the HCAI Processing System commencing on the effective date listed in the FSCO enrolment schedule; AND 

WHEREAS the Authorizing Officer (AO) of the Health Care Facility has signed the HCAI Electronic Submission Facility Provider Enrollment Form, in which the AO 
agreed that the named health care facility would comply and adhere to the HCAI Electronic Access Terms and Conditions, a copy of which can be obtained at www.hcaiinfo.ca; 

It is hereby acknowledged that the HCAI Electronic Access Terms and Conditions, Affiliated Provider Form, Dependent Provider HCAI Terms and Conditions, and, any other obligations which were accepted by the Facility as part of the enrollment process 
in consideration of the use of the HCAI P system remain in full force and effect and are hereby ratified and confirmed.  
Signature for Pilot Participation
Is the signing Authorizing Officer the original Authorizing Officer?   
Yes  FORMCHECKBOX 
    
 


No  FORMCHECKBOX 

 


Not sure   FORMCHECKBOX 

By signing this HCAI enrolment form, I understand and agree to the provisions set out in this document and confirm that the HCAI Electronic Access Terms and Conditions as amended from time to time, Affiliated Provider Form, Dependent Provider HCAI Terms and Conditions and, any other obligations which were accepted by the Facility as part of the enrollment process remain in full force and effect. I also agree to provide a copy of the HCAI Electronic Access Terms and Conditions, and Any modifications to them, received from HCAI to the individual Providers working at the Facility.
Data Migration Option:

By using this Re-enrolment form, health care facilities that were registered prior to March 12, 2008 elect to have their facility set up information (as of July 31, 2009) migrated to the new HCAI system  rather than re-registering their facility from scratch.  The facility set up information will be transferred to the new HCAI system on or after July 31, 2009.  
Name of AO:      
Email of AO:       
Signature of AO: 

Date:      
Reminder All Providers working at the Facility who deliver services through and on behalf of the Facility to claimants, and for whose services payment is made to the Facility, are required to execute one of two documents (both documents can be downloaded from https://www.hcaiinfo.ca):

1. Providers who will be provided with a User ID to directly access the HCAI System I in electronic format. These providers must sign the Affiliated Provider Form (Appendix A of the HCAI Electronic Access Terms and Conditions, as amended from time to time) 
OR

2. Providers who will not have direct electronic access to the HCAI System. These providers must sign the Dependent Provider Form (Appendix B of the HCAI Electronic Access Terms and Conditions as amended from time to time).
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