
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 Funding Pressure Modification Devices�
	Section 1 – Applicant’s Biographical Information�
	Section 2 – Devices and Eligibility�
	Section 2a - Hypertrophic Scar Management Devices  (to be completed by Authorizer)�

	Section 2b – Lymphedema Management Devices  (to be completed by Authorizer)�
	Section 3 – Applicant’s Consent and Signature�
	Section 4 – Signatures�


4823-67E (2023/01)       © King’s Printer for Ontario, 2022	   	                                                                                                
Disponible en français
Page  of 
4823-67E (2023/01)    	                                                                                                
Page  of 
Application for Funding Pressure Modification Devices
0,0,0
normal
runScript
xfa.form.form1.variables.oUtility.goBookMark(xfa.form.form1.page1.header.FormTitle.somExpression)
F:\GASDB\FMS\_Library\Documentations\OntarioLogo\2019 Ontario Logo\B&W_LowRes.jpg
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
Application for Funding
Pressure Modification Devices
Fields marked with an asterisk (*) are mandatory.
Section 1 – Applicant’s Biographical Information
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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 Pressure Modification devices from
Workplace Safety & Insurance Board (WSIB)
Veterans Affairs Canada (VAC) – Group A
Section 2 – Devices and Eligibility
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Section 2 – Devices and Eligibility
Diagnosis: (to be completed by Physician/Nurse Practitioner where applicable)
Chronic Lymphedema
Section 2a - Hypertrophic Scar Management Devices  (to be completed by Authorizer)
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Section 2a - Hypertrophic Scar Management Devices  (to be completed by Authorizer)
Device(s) Required:
Mask
Trunk
Lower Extremity
Foot Gloves 
Anklet / Sock
Leg Tube
Stockings  - knee length
Stockings  - thigh length
Stockings  - waist high (one leg)
Stockings – chaps style (one leg)
Upper Extremity
Mittens
Gauntlet
Glove
Finger Supports
Half Sleeve
Sleeve
Sleeve with shoulder flap
Orthotics
Wrist-hand-finger
Elbow-wrist-hand-finger
Elbow-wrist-hand-finger (bi-valved)
Axilla Splint
Ankle-foot
Ankle-foot (bi-valved)
Reason for Application (check one)  (to be completed by Authorizer)
Replacement Required Due To: (check as applicable)  (to be completed by Authorizer)
Confirmation of Applicant’s Eligibility for Hypertrophic Scar Management Devices  (to be completed by Authorizer)
Applicant requires a compression garment and/or a compression orthosis for hypertrophic scar management for a minimum of six (6) months of regular daily use.
Section 2b – Lymphedema Management Devices  (to be completed by Authorizer)
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Section 2b – Lymphedema Management Devices  (to be completed by Authorizer)
Device(s) Required:
Mask
Trunk
Lower Extremity
Foot Gloves 
Foot Cap
Stockings – foot to knee
Stockings – foot to thigh
Stockings – foot to thigh with waist attachment
Stockings  - waist high (one leg)
Stockings – chaps style (one leg)
Upper Extremity
Glove
Gauntlet
Arm Sleeve – ½ 
Arm Sleeve – ½ with glove
Arm Sleeve – full
Arm Sleeve – full with glove
Arm Sleeve – with shoulder flap
Arm Sleeve  - with shoulder flap & glove
Compression Sleeves
Upper Extremity 
Glove
Lower Extremity
Lower ½ Extremity
Sequential Extremity Pumps & Accessories
Reason for Application (check one)  (to be completed by Authorizer)
Replacement Required Due To: (check as applicable)  (to be completed by Authorizer)
Confirmation of Applicant’s Eligibility for Lymphedema Management Garments/Sleeves (to be completed by Authorizer)
1.         Applicant has chronic primary or secondary lymphedema and requires a graduated compression garment for a minimum of six (6) months of regular daily use.
2.         Applicant has chronic lymphedema and requires the use of a compression sleeve for longer than six (6) months of daily/nightly use, in conjunction with the use of graduated compression garments. Applicant's edema cannot be managed effectively with the use of nighttime bandaging. 
Confirmation of Applicant’s Eligibility for Sequential Extremity Pumps/Accessories  (to be completed by Authorizer)
3.         Applicant has primary lymphedema. 
4.         Applicant requires the use of a Sequential Extremity Pump for a minimum of five (5) days per week and a minimum of two (2) hours per day.
Section 3 – Applicant’s Consent and Signature
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Section 3 – Applicant’s Consent & 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.
If the above signature is not that of the applicant, specify relationship and complete contact information
Address
Section 4 – Signatures
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Section 4 – Signatures 
Physician/Nurse Practitioner Signature (if applicable)
I hereby certify that I have personally assessed the applicant in person and determined that the applicant has a chronic physical disability requiring regular use of the prescribed pressure modification device(s).
Authorizer’s Signature and Confirmation of Applicant’s Eligibility
I hereby certify that I have personally assessed the applicant in person and determined that the applicant meets ADP eligibility criteria. I have also measured and/or authorized the equipment described on this form and advised the applicant or his/her agent that he/she may purchase the device through an ADP Registered Vendor of their choice and have provided a list of ADP Registered Vendors in the applicant’s community for their use.
Certified Fitter’s Signature
I hereby certify that as recommended by the Physician/Nurse Practitioner/Authorizer/Burn Team/Lymphedema Team, I have measured the applicant named above and subsequently fitted the pressure modification device to the applicant’s satisfaction. I have also trained the applicant on how to apply, remove, use, care for, and maintain the device.
Clinic (if applicable)
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.
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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