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Instructions
The Ontario Hepatitis C Assistance Plan (OHCAP) provides financial assistance to eligible applicants who were infected with the hepatitis C virus through blood transfusions prior to 1986 and after 1990. The following information is required to assist the applicant in obtaining assistance under this program. The applicant has provided the Ministry of Health, and anyone acting on its behalf for the purpose of administering the OHCAP, with the authority to collect this information from you.
Send the completed form by mail to Ministry of Health, OHCAP, 77 Wellesley Street West, Box 751, Toronto ON  M7A 9Z9 or by email to OHCAP@ontario.ca.
The Ministry of Health Schedule of Benefits fee code for completion of the form is K027.
Applicant’s Authorization to Disclose Information
I hereby authorize the physician named on this form to disclose to the Ministry of Health, or anyone acting on its behalf for the purpose of administering the Ontario Hepatitis C Assistance Plan, any information in his or her possession regarding myself and to provide the Ministry of Health or anyone acting on its behalf for the purpose of administering the Plan, with copies of any records in his or her possession regarding myself, and for so doing this is good and sufficient authority.
1. Applicant’s Information (to be completed by applicant)
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1. Applicant’s Information (to be completed by applicant)
Applicant's Address
2. Physician’s Information (to be completed by physician)
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2. Physician’s Information (to be completed by physician)
Business Address
3. Medical Information (to be completed by physician)
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3. Medical Information (to be completed by physician)
Is applicant diagnosed with hepatitis C (HCV)?
If yes, attach a copy of laboratory test (required)
File
Size (MB)
Delete
Total
References
Did you make the diagnosis?
Did applicant receive transfusion in Ontario during any or all of the following time period(s)?
Hospital(s) where transfusion occurred (if known)
Is applicant a hemophiliac?
If yes, did applicant receive blood products in Ontario during any or all of the following time period(s)?
Do you have knowledge of any other risk factors for HCV infection for this applicant? (e.g. history of intravenous drug use, occupational exposure, tattoos)?
4. Signature
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4. Signature
4. Authorizations or Declarations of the Personal Representative
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 Executive Co-ordinator, 77 Wellesley Street W., Box 751, Toronto ON  M7A 9Z9, telephone number 1-877-222–4977.
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