
The document you are trying to load requires Adobe Reader 8 or higher. You may not have the 
Adobe Reader installed or your viewing environment may not be properly configured to use 
Adobe Reader. 
  
For information on how to install Adobe Reader and configure your viewing environment please 
see  http://www.adobe.com/go/pdf_forms_configure.


	Application for Ontario Hepatitis C Assistance Plan (OHCAP) – Applicant Form for Estates�
	Instructions�
	1. Deceased Person Information�
	2. Physician Information�
	3. Personal Representative of the Estate�
	4. Authorizations/Declarations of the Personal Representative�


3701-22E (2022/12)       © King’s Printer for Ontario, 2022	   	                                                                                                
Disponible en français
Page  of 
3701-22E (2022/12)    	                                                                                                
Page  of 
Application for Ontario Hepatitis C Assistance Plan (OHCAP) – Applicant Form for Estates
0,0,0
normal
runScript
xfa.form.form1.variables.oUtility.goBookMark(xfa.form.form1.page1.header.FormTitle.somExpression)
Ministry of Health 
Application for Ontario Hepatitis C Assistance Plan (OHCAP) – Applicant Form for Estates
F:\GASDB\FMS\_Library\Documentations\OntarioLogo\2019 Ontario Logo\B&W_LowRes.jpg
Government of Ontario
Instructions
0,0,0
normal
runScript
xfa.form.form1.variables.oUtility.goBookMark(xfa.form.form1.page1.body.instructions.sectionHeader.somExpression)
Instructions
Send completed by mail to Ministry of Health, OHCAP, 77 Wellesley Street West, Box 751, Toronto ON  M7A 9Z9          or by email to OHCAP@ontario.ca.
1. Deceased Person Information
0,0,0
normal
runScript
xfa.form.form1.variables.oUtility.goBookMark(xfa.form.form1.page1.body.personalInfo.sectionHeader.somExpression)
1. Deceased Person Information
Was the deceased person diagnosed with hepatitis C (HCV)
Did the deceased person receive a transfusion in Ontario during any or all of the following time period(s)
Hospital(s) where transfusion(s) occurred
Was the deceased person a hemophiliac?
If yes, did the deceased person receive blood products in Ontario during any or all of the following time period(s)
2. Physician Information
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2. Physician Information (to be completed by the personal representative of the estate)
Please provide the name(s) of the physician(s) the deceased person consulted who has direct knowledge of:
•         Their receipt of a blood transfusion
•         Their HCV infection
Business Address
3. Personal Representative of the Estate
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3. Personal Representative of the Estate
Address
As the personal representative for the estate, please sign below and indicate in which capacity you are acting on behalf of the estate.
Attach documentation of your legal status as personal representative of the estate. OHCAP requires one of the following documents:
•         A notarized statement that the individual is the personal representative
•         Certificate of appointment by the estate trustee
•         Grant of probate
•         Letters of administration or notarial will
Representative of Estate Signature
I am the personal representative of the estate, and confirm that I have the legal authority to sign this authorization and consent.
Upon completing this application, attach any document(s) to support the claim of eligibility which you currently have in your possession (e.g. letter from the blood agency or hospitals). If you do not have any such documents, OHCAP will coordinate a search for them.
4. Authorizations/Declarations of the Personal Representative
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4. Authorizations/Declarations of the Personal Representative
4. Authorizations or Declarations of the Personal Representative
To the Ministry
I hereby authorize the Ministry of Health, or anyone acting on its behalf for the purpose of administering the Ontario Hepatitis C Assistance Plan, to collect any necessary personal information to determine the eligibility of the estate for the Plan, from any of the physician(s) or hospital(s) named on this form or the hospital(s) named by the physician(s), Vital Statistics Act Registry, or the Canadian Blood Services. I consent to the collection, use and disclosure of any personal information necessary to verify the afore mentioned information for the purposes of determining the eligibility of the estate for the plan. I understand that the Ontario Hepatitis C Assistance Plan may be administered by the Ministry and anyone acting on its behalf.
To the Hospitals and Physicians
I, the undersigned, hereby authorize the hospital(s) noted above to disclose to the Ministry of Health and anyone acting on its behalf for the purpose of administering the Ontario Hepatitis C Assistance Plan any medical or other information relating to the care of the deceased person in its possession and to provide the Ministry of Health and anyone acting on its behalf for the purpose of administering the Plan with copies of any medical records or notes, charts or other information relating to their care, and for so doing this is good and sufficient authority.
Collection of the personal information on this form is to determine eligibility for the Ontario Hepatitis C Assistance Plan. The authority for the collection and use of this information is the Ministry of Health Act, R.S.O. 1990, c.M. 26, ss. 6(1) and (2). For information about collection practices, please contact the Coordinator, 77 Wellesley Street W., Box 751, Toronto ON  M7A 9Z9, Telephone number 1-877-222–4977.
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