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Government of Ontario
Ministry of Health
 
Assistive Devices Program (ADP)
5700 Yonge Street, 7th Floor
Toronto ON  M2M 4K5
Tel: 416-327-8804 
Toll-free: 1-800-268-6021
TTY: 416-327-4282             
TTY: 1-800-387-5559
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Fields marked with an asterisk (*) are mandatory.
Section 1 – Applicant’s Biographical Information
Address
Confirmation of Benefits
I am receiving social assistance benefits
If yes, please check one
I am eligible to receive coverage for Respiratory Equipment or Supplies from:
Workplace Safety & Insurance Board (WSIB)
Veterans Affairs Canada (VAC)
I am a resident of a Long-Term Care Home (LTCH)
I reside in an acute or a chronic care hospital
Section 2 – Devices and Eligibility (to be completed by Physician/Nurse Practitioner)
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Section 2 – Devices and Eligibility (to be completed by Physician/Nurse Practitioner)
Devices Currently Required by the Applicant on an ongoing daily basis, Based on Eligibility Criteria for ADP Funding Assistance
Complete and submit the relevant Section(s) below:
(check one or more as appropriate)
This page must be completed and submitted
Section 2a – Positive Airway Pressure Systems (to be completed by Physician)
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Section 2a – Positive Airway Pressure Systems (to be completed by Physician)
Device (check one)
Reason for Application (check one)
Replacement Device(s) Required Due To (check as appropriate)
Confirmation of Applicant’s Eligibility for a Positive Airway Pressure System
For all Positive Airway Pressure System devices
1.         Applicant has completed a Level 1 sleep study which confirms a diagnosis of Obstructive Sleep Apnea Syndrome (OSAS) and the presence of symptoms without therapy and the absence of symptoms with therapy (Clinic Number must be provided in Section 4).
2.         Applicant has been provided by the Sleep Lab with a copy of the ADP Applicant Respiratory Fact Sheet.
For BPAP devices
3.         Individual has a documented diagnosis of OSAS and despite CPAP of 15 cmH2O or greater, exhibits one of the following:
i)         Nocturnal hypoxemia (O2 saturation <88%)
ii)         Nocturnal hypercapnia (PaCO2 >50mmHg)
iii)         Apnea/hypopnea index > 10
4.         Individual has a documented diagnosis of OSAS and CPAP of 15 cmH2O or greater resolves the physiological abnormalities but the individual is unable to tolerate this pressure.
5.         Individual has a documented diagnosis of OSAS but is either unable to tolerate any level of CPAP or continues to complain of excessive daytime sleepiness. 
Section 2b – Compressors
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Section 2b – Compressors
Device (check one or more as appropriate)
Reason for Application (check one)
Replacement Device(s) Required Due To (check as appropriate)
Confirmation of Applicant’s Eligibility For A Compressor
(answer all questions)
1.         Applicant has cystic fibrosis.
2.         Applicant is receiving inhaled antibiotics.
3.         Applicant has a physical disability that prevents them from using a powdered delivery or metered-dose form of medication.
4.         Applicant has not yet developed the co-ordination required to operate powdered delivery or metered-dose devices.
5.         Applicant has a permanent or long-term tracheostomy and requires high humidification of inspired air.
6.         Applicant has a permanent tracheostomy and requires inhaled aerosolized antibiotics.
Section 2c – Suction Devices
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Section 2c – Suction Devices
Device (check one or more as appropriate)
Reason for Application (check one)
Replacement Device(s) Required Due To (check as appropriate)
Confirmation of Applicant’s Eligibility For a Suction Device and/or Supplies
(answer required for each question)
1.         Applicant has a chronic respiratory illness or disability requiring the long-term use of a suction device.
2.         Applicant requires a portable suction device.
Section 2d - Apnea/Cardiorespiratory Monitors
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Section 2d - Apnea/Cardiorespiratory Monitors
Device (check one)
Confirmation of Applicant’s Eligibility (answer questions 1-3 for monitor rental; 4 for monitor purchase)
1.         Applicant is the sibling of a Sudden Infant Death Syndrome (SIDS) Infant.
2.         Applicant is an infant who has experienced an Apparent Life-Threatening Episode (ALTE).
3.         Applicant is a premature infant in whom apnea persists beyond 37 weeks corrected gestational age.
4.         Applicant has a Tracheostomy (purchase only).
Section 2e – Airway Clearance Devices
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Section 2e – Airway Clearance Devices
Device (check one or more as appropriate)
Reason for Application (check one)
Replacement Device(s) Required Due To (check as appropriate)
Confirmation of Applicant’s Eligibility for an Airway Clearance Device (answer required)
Applicant has cystic fibrosis
Section 2f – Tracheostomy Equipment
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Section 2f – Tracheostomy Equipment
Equipment (check one or more as appropriate)
Confirmation of Applicant’s Eligibility For Tracheostomy Equipment or Supplies (answer required)
Applicant has undergone a tracheostomy
Section 3 – Client Consent and Signature
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Section 3 – Client Consent and Signature
I consent to the Ministry of Health (the Ministry) collecting the information I provide on this form for the purpose of assessing and verifying my eligibility to receive benefits under the Ministry’s Assistive Devices Program (the “Program"). In addition, I consent to the Ministry and the Workplace Safety and Insurance Board (WSIB) collecting, using and disclosing personal information about me, including the information on this form and information related to my entitlement to health care benefits under the Workplace Safety and Insurance Act ("WSIA"), for the purpose of assessing and verifying my eligibility to receive benefits under the Program and WSIA.
The Ministry and WSIB will limit the information that they exchange about me to only that information that is necessary for the purpose above.
The Ministry will only use and disclose my personal health information in accordance with the Personal Health Information Protection Act, 2004, and the Ministry's "Statement of Information Practices" which is accessible at: www.health.gov.on.ca. In addition, the WSIB will collect, use and disclose personal information about me from the Ministry for the purpose of administering and enforcing the WSIA.
I understand that if I choose to withhold or withdraw my consent to the collection, use and disclosure of this information by the Ministry or WSIB, I may be denied coverage under the Program.
For more information on the Ministry's Information Practices, or the collection, use or disclosure of the personal information on this form, call 1-800-268-6021/416-327-8804 or TTY: 416-327-4282 or write to the Program Manager, 5700 Yonge Street, 7th Floor, Toronto ON  M2M 4K5.
Note: This section of the form may be signed only by the applicant or his or her agent
I have read the Applicant Information Sheet, understand the rules of eligibility for ADP and am eligible for the equipment specified.
I certify that the information I have provided on this form is true, correct and complete to the best of my knowledge. I understand that this information is subject to audit.
If designated payee or signature above is not that of the applicant, complete contact information 
Address
This page must be completed and submitted
Section 4 – Signatures
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Section 4 – Signatures
Physician/Nurse Practitioner Signature
I hereby certify that I have personally assessed the applicant in person and determined that the applicant has a chronic respiratory illness or disability requiring the long-term use of the device(s) or supplies specified above.
Clinic providing Sleep Lab diagnosis (for Positive Airway Pressure Systems applications only)
Vendor Information
I hereby certify that the applicant has received or will receive the item(s) as authorized and the information provided is true and accurate.
Equipment Specifications
ADP Device Code
Description of Item (Make & Model)
Serial Number
ADP Portion ($)
Client Portion ($)
This page must be completed and submitted
Proof of Delivery
I confirm that I have received the respiratory device(s) specified above and that I have received a fully itemized invoice from the vendor. I understand that the vendor may bill me for the equipment if I do not meet the ADP's criteria for funding.
Pages and Attachments Being Submitted
1. Complete this application form in full according to applicant’s eligibility for ADP funding assistance and make a copy for your records.
2. Check the following pages/sections of the application form and the attachments that are included with your submission:
3. Attachments (if required) Note: Other attachments will not be considered by the Assistive Devices Program.
4. Application form may be submitted to ADP once all signatures are obtained – applicant/agent, physician/nurse practitioner and vendor.
This page must be completed and submitted
Note: Attach vendor/manufacturer’s quote and/or repair bills if required (see Section 2)
Other attachments will not be considered by the Assistive Devices Program.
It is an offence punishable by fine and/or imprisonment to knowingly provide false information to obtain funding for a device.
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