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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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To be completed by the prescribing physician to facilitate processing a request for Ventilator Equipment and Supplies.
Section 1 – Applicant’s Information
Section 2 – Diagnosis: physician to indicate primary and secondary diagnosis
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Section 2 – Diagnosis: physician to indicate primary and secondary diagnosis 
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Section 3 – Equipment Details 
Ventilator
Quantity                                                                                            
Ventilator Interface                                                                                
Bi-Level ST
Humidifier                                                                                                
Quantity                                                                                              
Hours of Ventilation/Ventilation Assist
Battery                                                                                               
Charger                                           
Cable                                       
Mechanical In-Exsufflation
Settings
Saturation Monitor (max of 2 years)
Alarm Setting
Section 4 – Equipment Delivery Instructions
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Section 4 – Equipment Delivery Instructions
Deliver to                                             
Client’s Home Address
Facility Address
Facility Contact Person
Physician Signature
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