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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 Insulin Pumps or Supplies from:
Workplace Safety & Insurance Board (WSIB)
Veterans Affairs Canada (VAC) – Group A
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/Supplies Required (check all that apply)
Reason for Application (only required for Insulin Pump funding request)
Replacement Pump Required Due To (check as appropriate)
Confirmation of Applicant’s Eligibility: answers required to all the statements
To be completed by an Endocrinologist or another Specialist Physician or Nurse Practitioner who is associated with one of the adult diabetes programs. Please confirm that the following Eligibility Criteria have been met: (criterion #2 not required if applying for Insulin Supplies only)
1. Applicant has Type1 diabetes
2. Applicant has demonstrated experience with a basal/bolus insulin regimen for at least one year
3. Applicant demonstrates the ability to self-assess and take action based on blood glucose results by: carbohydrate counting, correction bolus & sick day management
4. Applicant demonstrates a commitment to long-term diabetes follow-up through regular assessments by diabetes educators and physicians/nurse practitioners at least 3 times a year or as deemed appropriate by the diabetes team
5. Applicant has participated in a pre-assessment for insulin pump therapy according to ADP requirements
Section 3 – Applicant’s Consent and Signature
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Section 3 – Applicant’s Consent and Signature
Note: This section of the form may be signed only by the applicant or his or her agent
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.
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.
Please indicate the payee and authorize by signature below:
If designated payee or signature above is not that of the applicant, complete contact information below
Address
Section 4 – Signatures
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Section 4 – Signatures 
Physician/Nurse Practitioner Signature
I certify that the applicant has Type 1 diabetes and has demonstrated a clinical need for insulin pump therapy and has participated in a diabetes education program.
Name of Diabetes Program providing education
Vendor Information (for pump only)
I hereby certify that the applicant named above has received the items as authorized.
Equipment Specifications (for pump only)
Proof of Delivery (for pump only)
To be completed and signed by the applicant, parent or agent
I confirm that I have received the insulin pump described in Section 4 and that I agree to participate in a 90 day trial. If at the end of the 90 day trial period, it is determined that I am not a suitable candidate for insulin pump therapy at this time, I agree to return the insulin pump to the vendor indicated in Section 4. On receipt of the returned insulin pump the vendor must credit ADP the full amount of the ADP price in order to ensure that I may reapply at a later date.
Note: 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.
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