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Government of Ontario
Ministry of Government and Consumer Services
Motor Vehicle Accident Claims Fund
Application For Statutory Accident Benefits
Form 3
Notice of Collection of Personal Information
Under section 6 of the Motor Vehicle Accident Claims Act
Fields marked with an asterisk (*) are mandatory. 
The completed Accident Benefits package can be submitted by email at mvacf@ontario.ca or by mail.
This application form must be completed, signed and delivered to the Motor Vehicle Accident Claims Fund (the “Fund”) together with your Application for Accident Benefits Package (including OCF 1). Failure to complete this form will delay or jeopardize your right to apply to the Minister of Government and Consumer Services for payment out of the Fund.
Hereby certify:
2.    The applicant was:
3.    the applicant has investigated and determined that the following vehicles were involved in the accident:
Vehicle Make
Model
Plate Number
4.
5.    the accident occurred in Ontario
6.    Are you a Permanent Resident of Ontario?
7.    on the date of the accident the applicant
8.    the applicant has investigated and determined that he/she does NOT have access to a motor vehicle liability policy (Check all that apply)
9.    Is the vehicle involved a leased vehicle?
Leasing/Rental Agency
Insurance Company Policy No. 
Policy Effective Date 
Policy Expiry Date
10.  Have you submitted the application to an insurance company?
Date Submitted
Name of Insurer
Policy Number
11.
12.
13.
14.
* Completed means all form parts filled out and signed by Applicant, Employers and Health Practitioners
Applicants for Statutory Accident Benefits
This notice is made pursuant to the Freedom of Information and Protection of Privacy Act, R.S.O. 1990, c.F.31
Legal authority for the collection of personal information:
Motor Vehicle Accident claims Act, R.S.O. 1990, c.M.41, as amended, section 6. Statutory Accident Benefits Schedule, O. Reg. 776/93, Part XV or O. Reg. 403/96, Part X, as applicable.
Principal purposes for which the personal information is intended to be used:
The Motor Vehicle Accident claims Fund (the “Fund”) and any agent acting on behalf of the Fund will be using the information on this application form:
•              to administer the Motor Vehicle Accident Claim Act generally;
•              to complete or verify information relating to an application for accident benefits and to determine a proper amount of payment out of the Fund;
•              to consult with insurance companies; employers; health practitioners; hospitals; insurance adjusters; accountants; financial advisors; solicitors, agents or representatives of the applicant; federal, provincial and municipal governments and agencies; and Canadian or foreign police forces to determine or verify entitlement to accident benefits; and
•              to disclose such information to parties for purposes which are consistent with the purposes set out above.
The public official who can answer your questions about the collection of this information is:
Director
Motor Vehicle Accident Claims Fund
222 Jarvis Street, 7th Floor
Toronto ON  M7A 0B6
Telephone: 416-250-1422
Toll-Free outside Toronto calling area: 1-800-268-7188
Consent for Collection, Use and Disclosure of Personal Information:
I irrevocably consent to the Fund collecting, using and disclosing the information contained in my accident benefits file. I also irrevocably consent to the Fund and any agent acting on behalf of the Fund collecting and using additional information about me from the sources mentioned above for the purposes set out above.
And I also Consent to the use and to the disclosure of all such information as is contained on this form or is obtained as a result of verification.
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Hereby certify. 1. Date of the accident (yyyy/mm/dd).
Enter date in format: year: 4 digits, month: 2 digits, day: 2 digits. Or select date from the drop down calendar (press down arrow to open the calendar, use the arrow keys to navigate by keyboard)
3. the applicant has investigated and determined that the following vehicles were involved in the accident. Item 1. Vehicle Make. 
3. the applicant has investigated and determined that the following vehicles were involved in the accident. Item 1. Vehicle Model. 
3. the applicant has investigated and determined that the following vehicles were involved in the accident. Item 1. Plate Number. 
3. Remove Item 1
Hereby certify. 9. Is the vehicle involved a leased vehicle? Yes. Item 1. Leasing/Rental Agency. 
Hereby certify. 9. Item 1. Insurance Company Policy Number. 
Hereby certify. 9. Item 1. Policy Effective Date (yyyy/mm/dd).
Enter date in format: year: 4 digits, month: 2 digits, day: 2 digits. Or select date from the drop down calendar (press down arrow to open the calendar, use the arrow keys to navigate by keyboard)
Hereby certify. 9. Item 1. Policy Expiry Date (yyyy/mm/dd).
Enter date in format: year: 4 digits, month: 2 digits, day: 2 digits. Or select date from the drop down calendar (press down arrow to open the calendar, use the arrow keys to navigate by keyboard)
9. Remove Item 1
Hereby certify. 9. Is the vehicle involved a leased vehicle? Yes. Item 2. Leasing/Rental Agency. 
Hereby certify. 9. Item 2. Insurance Company Policy Number. 
Hereby certify. 9. Item 2. Policy Effective Date (yyyy/mm/dd).
Enter date in format: year: 4 digits, month: 2 digits, day: 2 digits. Or select date from the drop down calendar (press down arrow to open the calendar, use the arrow keys to navigate by keyboard)
Hereby certify. 9. Item 2. Policy Expiry Date (yyyy/mm/dd).
Enter date in format: year: 4 digits, month: 2 digits, day: 2 digits. Or select date from the drop down calendar (press down arrow to open the calendar, use the arrow keys to navigate by keyboard)
9. Remove Item 2
Hereby certify. 9. Is the vehicle involved a leased vehicle? Yes. Item 3. Leasing/Rental Agency. 
Hereby certify. 9. Item 3. Insurance Company Policy Number. 
Hereby certify. 9. Item 3. Policy Effective Date (yyyy/mm/dd).
Enter date in format: year: 4 digits, month: 2 digits, day: 2 digits. Or select date from the drop down calendar (press down arrow to open the calendar, use the arrow keys to navigate by keyboard)
Hereby certify. 9. Item 3. Policy Expiry Date (yyyy/mm/dd).
Enter date in format: year: 4 digits, month: 2 digits, day: 2 digits. Or select date from the drop down calendar (press down arrow to open the calendar, use the arrow keys to navigate by keyboard)
9. Remove Item 3
Hereby certify. 9. Is the vehicle involved a leased vehicle? Yes. Item 4. Leasing/Rental Agency. 
Hereby certify. 9. Item 4. Insurance Company Policy Number. 
Hereby certify. 9. Item 4. Policy Effective Date (yyyy/mm/dd).
Enter date in format: year: 4 digits, month: 2 digits, day: 2 digits. Or select date from the drop down calendar (press down arrow to open the calendar, use the arrow keys to navigate by keyboard)
Hereby certify. 9. Item 4. Policy Expiry Date (yyyy/mm/dd).
Enter date in format: year: 4 digits, month: 2 digits, day: 2 digits. Or select date from the drop down calendar (press down arrow to open the calendar, use the arrow keys to navigate by keyboard)
9. Remove Item 4
Hereby certify. 10. Have you submitted the application to an insurance company? Yes. Item 1. Date Submitted (yyyy/mm/dd).
Enter date in format: year: 4 digits, month: 2 digits, day: 2 digits. Or select date from the drop down calendar (press down arrow to open the calendar, use the arrow keys to navigate by keyboard)
Hereby certify. 10.  Item 1. Name of Insurer. 
Hereby certify. 10.  Item 1. Policy Number. 
10. Remove Item 1
Date (yyyy/mm/dd).
Enter date in format: year: 4 digits, month: 2 digits, day: 2 digits. Or select date from the drop down calendar (press down arrow to open the calendar, use the arrow keys to navigate by keyboard)
Date (yyyy/mm/dd).
Enter date in format: year: 4 digits, month: 2 digits, day: 2 digits. Or select date from the drop down calendar (press down arrow to open the calendar, use the arrow keys to navigate by keyboard)
Consent for Collection, Use and Disclosure of Personal Information. Date (yyyy/mm/dd).
Enter date in format: year: 4 digits, month: 2 digits, day: 2 digits. Or select date from the drop down calendar (press down arrow to open the calendar, use the arrow keys to navigate by keyboard)
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