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NIHB GENERAL MEDICAL SUPPLIES AND EQUIPMENT PRIOR APPROVAL FORM

Please check box if appropriate: El Palliative Care Client OR El Expected date of discharge from Health Care facility:

Section 1: Client Information

Surname: Given Name(s): Date of Birth (YYYY/MM/DD):
Client ID #: Band #: sex: M F[]

Address: Phone #:

City : Province / Territory: Postal Code :

Section 2: Parent/Legal Guardian/Representative
(If the client is under 18 months of age and not registered, please provide parent’s information.)

Surname: Given Name(s): Date of Birth (YYYY/MM/DD):

Client ID#: Band #: Phone #:

Section 3: Prescriber Information (PLEASE PRINT)
Name and Title:

Licence #:

Phone #: Fax #:

Section 4: Client Health Information
Diagnosis:

Explanation of benefit requirement and specific details of item to be provided (MUST BE COMPLETED):

* Any additional information that supports this request can be attached to this form or on a separate sheet.

Is the benefit requested due to the result of an injury? Yes E| NoD If yes, please complete the following:

Where did the injury occur? Home D Work D Motor Vehicle Accident D Other D When did the injury occur?

Are any of these expenses covered under any other federal, provincial, territorial or private health care plan?
Yes[_] No[] Ifyes, provide the details:

Is the client living in a long term care facility? YesD NOD Client height:

Client weight:

Section 5: Equipment or Supplies (For items that are distributed by package/box, please indicate the number of units per package/box, (e.g. 20 diapers per package). For items of
different sizes or volumes (e.g. 3gm tube, 5gm tube, 3.5ml packets, small, medium, large,...), indicate the volume or size requested.)

Item Description, Manufacturer Name, Benefit Code | Quantity | Actual Acquisition Mark-up Total Cost Start Date End Date
Product Code #, Size and Type (If applicable) Cost (per uni

Section 6: Provider Information (PLEASE PRINT)
Name and Title:

Phone #:

Provider #:

Fax #:

| hereby certify that the information provided above is true and complete. The NIHB Program reserves the right to request this form for audit purposes.
Provider Signature:

Date:
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Privacy statement: The personal information you provide to Indigenous Services Canada (ISC) is governed in accordance with the Privacy Act. We only collect
the information needed to administer the NIHB Program. Collection of information for this purpose is authorized by statute. We require this information for the
adjudication and payment of claims and for audit purposes. Your personal information may be disclosed without your consent, but only in accordance with
subsection 8(2) of the Privacy Act. For more information: This personal information collection is described in Info Source, available online at infosource.gc.ca.
In addition to protecting your personal information, the Privacy Act gives you the right to request access to and correction of your personal information. For
more information, please contact ISC’s ATIP Coordinator. Contact information can be found at www.ths-sct.gc.ca/hgw-cgf/oversight-surveillance/atip-
aiprp/coord-eng.asp. You also have the right to file a complaint with the Privacy Commissioner of Canada if you think your personal information has been
handled improperly.

FIRST NATIONS AND INUIT HEALTH REGIONAL OFFICES

ATLANTIC REGION

NEW BRUNSWICK, NEWFOUNDLAND AND LABRADOR,
NOVA SCOTIA, AND PRINCE EDWARD ISLAND OFFICE
FIRST NATIONS AND INUIT HEALTH

INDIGENOUS SERVICES CANADA

MARITIME CENTRE

1505 BARRINGTON STREET

15TH FLOOR SUITE 1525

HALIFAX, NS B3J 3Y6

TOLL FREE TEL.: 1-800-565-3294

TOLL FREE FAX: 1-866-963-7700

QUEBEC REGION

FIRST NATIONS AND INUIT HEALTH
INDIGENOUS SERVICES CANADA
COMPLEX GUY-FAVREAU

200 WEST RENE LEVESQUE BOULEVARD
EAST TOWER, SUITE 202 (2nd floor)
MONTREAL, QC H2Z 1X4

TOLL FREE TEL.: 1-877-483-1575
TEL. IN MONTREAL: 514-283-1575
TOLL FREE FAX: 1-855-244-4470
FAX IN MONTREAL: 514-283-7762

ONTARIO REGION

FIRST NATIONS AND INUIT HEALTH
INDIGENOUS SERVICES CANADA
SIR CHARLES TUPPER BUILDING
2720 RIVERSIDE DRIVE, 4th FLOOR
MAIL STOP 6604E

OTTAWA, ON K1A OK9

TOLL FREE TEL: 1-800-881-3921
TOLL FREE FAX: 1-800-806-6662

MANITOBA REGION

FIRST NATIONS AND INUIT HEALTH
INDIGENOUS SERVICES CANADA
STANLEY KNOWLES FEDERAL BUILDING
391 YORK AVENUE

SUITE 300

WINNIPEG, MB R3C 4W1

TOLL FREE TEL.: 1-800-665-8507
LOCAL TEL.: 204-983-8886

TOLL FREE FAX: 1-800-289-5899
LOCAL FAX: 204-984-3484

SASKATCHEWAN REGION

FIRST NATIONS AND INUIT HEALTH
INDIGENOUS SERVICES CANADA
NON-INSURED HEALTH BENEFITS PROGRAM
2045 BROAD STREET, 1ST FLOOR,

REGINA, SASKATCHEWAN S4P 3T7

TOLL FREE TEL.: 1-800-667-3515

TEL. IN REGINA: 306-780-8294

FAX: 1-306-780-7741

ALBERTA REGION

FIRST NATIONS AND INUIT HEALTH
INDIGENOUS SERVICES CANADA
CANADA PLACE

9700 JASPER AVENUE

SUITE 730

EDMONTON, AB T3J 4C3

TOLL FREE TEL.: 1-800-232-7301
TEL. IN EDMONTON: 780-495-2694
FAX : 1-780-495-3184

BC REGION

FIRST NATIONS AND INUIT HEALTH
INDIGENOUS SERVICES CANADA
757 WEST HASTINGS STREET
SUITE 540

VANCOUVER, BC V6C 3E6

TOLL FREE TEL.: 1-888-321-5003
TOLL FREE FAX: 1-888-299-9222

NORTHERN REGION — NORTHWEST TERRITORIES AND
NUNAVUT

FIRST NATIONS AND INUIT HEALTH

INDIGENOUS SERVICES CANADA

SIR CHARLES TUPPER BUILDING

2720 RIVERSIDE DRIVE

MAIL STOP 6604C

OTTAWA, ON K1A 0K9

TOLL FREE TEL.: 1-888-332-9222

TOLL FREE FAX: 1-800-949-2718

NORTHERN REGION — YUKON

FIRST NATIONS AND INUIT HEALTH
INDIGENOUS SERVICES CANADA
300 MAIN STREET, SUITE 100
WHITEHORSE, YT Y1A 2B5

TOLL FREE TEL.: 1-866-362-6717
TEL. IN WHITEHORSE: 867-393-3800
TOLL FREE FAX: 1-867-667-3999

NIHB March 2018



http://www.tbs-sct.gc.ca/hgw-cgf/oversight-surveillance/atip-aiprp/coord-eng.asp
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