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Request for Prior Approval for Full Payment of Insured Out-of-Country (OOC) Health Services
Instructions
The Out-of-Country Prior Approval Program acts as a safety valve to ensure funding is available for medically necessary services that are either not available in Ontario or not available without medically significant delay. There is no discretion under the Health Insurance Act (HIA) or its regulations to make payments under the Ontario Health Insurance Plan (OHIP) for services that do not meet the regulatory requirements (outlined in Part 5 of this application). For more information on this program please visit:OHIP coverage while outside Canada | ontario.ca.
A practicing Ontario physician must complete the sections of the form that pertain to their request.
This form is designed to be completed and submitted electronically. Mandatory fields must be completed or the form cannot be submitted to the ministry for review. 
For assistance in completing an application, please contact the ministry at 1–888–359–8807 or OOCPAApplicationRequests.MOH@ontario.ca.
Fields marked with an asterisk (*) are mandatory.
Are you providing additional information for a previously submitted application? *
Is the OOC treatment required as a result of a work-related accident? *
If yes, do not complete this form. Please contact the Workplace Safety and Insurance Board (WSIB) at 1-800-387-0750 or by mail at 200 Front Street West, Toronto, Ontario  M5V 3J1.
Please select one *
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Part 1 – Patient Information
Beginning of the page
•         Before submitting, please verify that your patient’s health card is valid. Any funding applications submitted with an expired health card will not be processed by the ministry: https://www.ontario.ca/page/health-card-renewal.
•         If the patient is under the age of 16, a parent or legal guardian must be noted as the Substitute Decision Maker.
•         If a Substitute Decision Maker is identified on an application where the patient is over the age of 16, documentation must be provided which establishes that the Substitute Decision Maker is legally authorized to make decisions on the patient’s behalf.
or
Is this patient a newborn or a child currently without a health card? *
*
Current Mailing Address
(if necessary, continue to select the Postal Code Lookup button until your correct address is shown)
Name of Substitute Decision Maker (if applicable)
or
Part 2 – Referring Ontario Physician
This funding request must be submitted by a physician who practices medicine in Ontario, or, in cases requesting emergency services, by an emergency patient referral service.
“Emergency circumstances” means medical circumstances in which an insured person faces immediate risk of,
(a)         death, or
(b)         medically significant irreversible tissue damage;
“Emergency patient referral service” means a person, agency or organization operating in Ontario that,
(a)         is approved by the General Manager of OHIP, and
(b)         provides information to physicians, hospitals or health facilities about health services available in emergency circumstances;
Practice/Office Address
(if necessary, continue to select the Postal Code Lookup button until your correct address is shown)
FIPPA Notice: Collection of physician information contained in this form is for the purposes of the administration of the HIA, including determining eligibility of the insured Ontario resident for OHIP funding of OOC health services. Collection of this information is authorized under section 4.1 of the HIA. If you have any questions about this collection, please contact the program area at 1-888-359-8807.
Part 3 – Diagnosis and Requested Service
Please check the box for the required treatment/service(s) *
Is there any diagnostic testing required OOC in addition to the OOC consultation? *
Supporting documentation is mandatory for an application to be considered complete. Please confirm:
Is there any diagnostic testing required OOC in addition to the OOC consultation? *
Supporting documentation is mandatory for an application to be considered complete. Please confirm:
Supporting documentation is mandatory for an application to be considered complete. Please confirm:
All funding requests for OOC cancer services are reviewed by Ontario Health (Cancer Care Ontario) who require additional clinical information pertaining to the patient’s circumstance. Please download, fill out and save the Out of Country Prior Approval Program CCO Questionnaire. Once completed, please upload and submit with other supporting documentation in Part 6 of this form.
For services that have already been performed OOC please download, fill out and save the Out of Country Prior Approval Program CCO Questionnaire (Performed Services). Once completed, please upload and submit with other supporting documentation in Part 6 of this form.
Please note that supporting documentation is mandatory for an application to be considered complete.  
Choose Treatment/Service Provider - U.S. Preferred Providers (check one) *
Preferred Provider Facilities (check one) *
Preferred Provider Facilities (check one) *
Preferred Provider Facilities (check one) *
Please check all services/treatments as applicable to be rendered OOC that are requested in addition to the cancer treatment selected above:
According to Regulation 552 under the Health Insurance Act, for a service that consists primarily of the administration of a drug, including the provision of the drug that is administered, it is required that the Executive Officer recommends payment for the drug for a person in the same medical circumstances as the insured person.
Given the above requirement, please confirm the following:
Is the service primarily the administration of a drug, including the provision of the drug that is administered? *
Is the requested drug for cancer treatment? * (If Yes, please complete Cancer Treatment section instead of this section.)
Is this drug therapy offered as part of a clinical trial? *
Supporting documentation is mandatory for an application to be considered complete, please attach where requested in Part 6 of the form.
When acute or life-threatening circumstances require immediate services that are not available in an Ontario treating hospital, the referring physician should contact CritiCall to determine if there is an available treatment bed at another Ontario hospital.
If CritiCall is not able to transfer the patient within Ontario, CritiCall may arrange a transfer to an OOC facility. In this case, the referring physician may submit an application (within 24 hours of the transfer) to the ministry on behalf of the patient. 
Was the OOC emergency transfer facilitated by CritiCall? *
Attach supporting documentation if applicable, where requested in Part 6 of the form.
Are you requesting an Open MRI? *
Diagnostic Imaging (Open MRI only) - U.S. Preferred Providers (check one) *
Indicate whether the MRI is with or without contrast *
Attach supporting documentation if applicable, where requested in Part 6 of the form.
Facility *
Ferriscans are permitted once a year except under limited circumstances.
Type of Ferriscan *
Check one *
Attach supporting documentation as applicable, where requested in Part 6 of the form. 
Mental Health Services
Residential Treatment
Complete this section if you have requested funding for residential treatment outside Canada for a patient with a diagnosis of an ED. Please visit the Checklist – OOC Treatment for Eating Disorders for ED application requirements and ensure that all medical documentation required in support of your application are uploaded in Part 6 of the form. 
Mental Health Services - ED Treatment - U.S. Preferred Providers (check one) *
Preferred Provider Facility *
Preferred Provider Facilities (check one) *
Residential Treatment
Complete this section if you have requested funding for residential treatment outside Canada for a patient with a diagnosis of OCD. Please visit the Checklist – OOC Treatment for Obsessive Compulsive Disorders for OCD application requirements and ensure that all medical documentation required in support of your application are uploaded.
Mental Health Services - OCD Treatment  - U.S. Preferred Providers (check one) *
Preferred Provider Facility *
Preferred Provider Facilities (check one) *
Residential Treatment
Supporting documentation (relevant medical records/discharge summaries/consult notes) is mandatory for an application to be considered complete, please attach where requested in Part 6 of the form. 
Mental Health Services - Trauma-Based Disorders Treatment - U.S. Preferred Providers (check one) *
Preferred Provider Facility *
Preferred Provider Facilities (check one) *
Residential Treatment
Supporting documentation (relevant medical records/discharge summaries/consult notes) is mandatory for an application to be considered complete, please attach where requested in Part 6 of the form. 
Supporting documentation is mandatory for an application to be considered complete. Please confirm:
Prior approval from OHIP is required before services are rendered unless there were emergency circumstances at the time the service was rendered. If this funding request is for services received without prior approval, the application must include medical documentation that supports that the services were rendered in emergency circumstances. For clarity, “emergency circumstances” means medical circumstances in which an insured person faces immediate risk of, 
(a)         death, or
(b)         medically significant irreversible tissue damage
Have OOC services already been received without ministry approval? *
Part 4 – Proposed OOC Hospital/Health Facility
OHIP only funds medical services that are performed at a hospital or health facility as defined in subsection 28.4(1) of Regulation 552 under the Health Insurance Act:
Name of
Part 5 – Regulatory Requirements 
Instructions
For this application to be considered for OHIP funding, specific regulatory criteria (Regulation 552 under the Health Insurance Act) must be met. As the applying physician, you may complete this section if you are requesting funding for a service that is within your scope of practice. If you are requesting funding for health services that are outside of your scope of practice, you must include written confirmation from a specialist in the type of service for which funding is sought that the OOC funding criteria are met.
Declaration:
I confirm: *
or
Name of specialist consulted:
The requested OOC medical services are:
Generally accepted by the medical profession in Ontario as appropriate for a person in the same medical circumstances as the insured person *
Medically necessary  *
Either, the identical or equivalent service(s) is/are *
or
In addition:
Is/are the requested service(s) an examination or procedure for the purpose of a research or survey program other than an assessment that is necessary to determine if an insured person is suitable for the program? *
Is/are the requested service(s)/treatment for a medical condition that is generally accepted within Ontario as experimental? *
Part 1 – Medical Records and Physician Confirmation of Completion
Part 6 – Medical Records and Physician Confirmation of Completion
Supporting medical records are required for a complete application. 
The total size of all attachments must not be more than 15 MB.
Please confirm below:
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	Part 3. Mental Health Services - ED  Treatment - U.S. Preferred Providers. Adult Patient (18 years of age or older). Preferred Provider Facilities (check one). This field is mandatory. Preferred Provider Facilities noted above are not suitable: 
	Part 3. Mental Health Services - ED  Treatment - U.S. Preferred Providers. Adult Patient (18 years of age or older). Preferred Provider Facilities (check one). Preferred Provider Facilities noted above are not suitable. Provide a rationale as to why none of the preferred provider facilities listed above are sufficient given your patient’s clinical circumstance. This field is mandatory. : 
	Part 3. Mental Health Services. This field is mandatory. Obsessive Compulsive Disorder.: 
	Part 3. Mental Health Services. Obsessive Compulsive Disorder. Mental Health Services - Obsessive Compulsive Disorder Treatment - U.S. Preferred Providers. This field is mandatory. Paediatric Patients (under 18 years): 
	Part 3. Mental Health Services - Obsessive Compulsive Disorder Treatment - U.S. Preferred Providers. Paediatric Patients (under 18 years). Preferred Provider Facility. This field is mandatory. Residential Treatment at the Child and Adolescent CentersRogers Memorial Hospital34700 Valley Road Oconomowoc, Wisconsin  53066Diagnoses: Obsessive Compulsive DisorderLevel of Care: ResidentialMinimum Age: 8: 
	Part 3. Mental Health Services - Obsessive Compulsive Disorder Treatment - U.S. Preferred Providers. Paediatric Patients (under 18 years). Preferred Provider Facility. This field is mandatory. Preferred Provider Facility noted above is not suitable: 
	Part 3. Mental Health Services - Obsessive Compulsive Disorder Treatment - U.S. Preferred Providers. Paediatric Patients (under 18 years). Preferred Provider Facility. Preferred Provider Facility noted above is not suitable. Provide a rationale as to why the preferred provider facility listed above is sufficient given your patient’s clinical circumstance.  This field is mandatory. : 
	Part 3. Mental Health Services. Obsessive Compulsive Disorder. Mental Health Services - Obsessive Compulsive Disorder Treatment - U.S. Preferred Providers. This field is mandatory. Adult Patient (18 years of age or older): 
	Part 3. Mental Health Services - Obsessive Compulsive Disorder Treatment - U.S. Preferred Providers. Adult Patient (18 years of age or older). Preferred Provider Facilities (check one). This field is mandatory. Partial Hospitalization Program for AdultsRogers Memorial Hospital34700 Valley Road Oconomowoc, Wisconsin  53066Diagnoses: Obsessive Compulsive DisorderLevel of Care: Day TreatmentMinimum Age: 18: 
	Part 3. Mental Health Services - Obsessive Compulsive Disorder Treatment - U.S. Preferred Providers. Adult Patient (18 years of age or older). Preferred Provider Facilities (check one). This field is mandatory. Residential Treatment at the OCD CenterRogers Memorial Hospital34700 Valley Road Oconomowoc, Wisconsin  53066 Diagnoses: Obsessive Compulsive DisorderLevel of Care: ResidentialMinimum Age: 18: 
	Part 3. Mental Health Services -  Obsessive Compulsive Disorder Treatment  - U.S. Preferred Providers. Adult Patient (18 years of age or older). Preferred Provider Facilities (check one). This field is mandatory. Preferred Provider Facilities noted above are not suitable.: 
	Part 3. Mental Health Services -  Obsessive Compulsive Disorder Treatment - U.S. Preferred Providers. Adult Patient (18 years of age or older). Preferred Provider Facilities (check one). Preferred Provider Facilities noted above are not suitable. Provide a rationale as to why none of the preferred provider facilities listed above are sufficient given your patient’s clinical circumstance. This field is mandatory. : 
	Part 3. Mental Health Services. This field is mandatory. Trauma-Based Disorders.: 
	Part 3. Mental Health Services. Trauma-Based Disorders. Mental Health Services - Trauma-Based Disorders Treatment - U.S. Preferred Providers. This field is mandatory. Paediatric Patients (under 18 years): 
	Part 3. Mental Health Services - Trauma-Based Disorders Treatment - U.S. Preferred Providers. Paediatric Patients (under 18 years). Preferred Provider Facility. This field is mandatory. Residential Treatment at the Child and Adolescent CentersRogers Memorial Hospital 34700 Valley Road Oconomowoc, Wisconsin  53066Diagnoses: Spectrum of child and adolescent psychiatric disordersLevel of Care: ResidentialMinimum Age: 8: 
	Part 3. Mental Health Services - Trauma-Based Disorders Treatment - U.S. Preferred Providers. Paediatric Patients (under 18 years). Preferred Provider Facility. This field is mandatory. Preferred Provider Facility noted above is not suitable: 
	Part 3. Mental Health Services - Trauma-Based Disorders Treatment - U.S. Preferred Providers. Paediatric Patients (under 18 years). Preferred Provider Facility. Preferred Provider Facility noted above is not suitable. Provide a rationale as to why the preferred provider facility listed above is not sufficient given your patient’s clinical circumstance.  This field is mandatory. : 
	Part 3. Mental Health Services. Trauma-Based Disorders. Mental Health Services - Trauma-Based Disorders Treatment - U.S. Preferred Providers. This field is mandatory. Adult Patient (18 years of age or older): 
	Part 3. Mental Health Services - Trauma-Based Disorders Treatment - U.S. Preferred Providers. Adult Patient (18 years of age or older). Preferred Provider Facilities (check one). This field is mandatory. Partial Hospitalization Program / Cognitive Behavioural Therapy for Depression and Anxiety DisordersRogers Memorial Hospital - Oconomowoc34700 Valley Road Oconomowoc, Wisconsin  53066Diagnoses: Depression and Anxiety DisordersLevel of Care: Day TreatmentMinimum Age: 18: 
	Part 3. Mental Health Services - Trauma-Based Disorders Treatment - U.S. Preferred Providers. Adult Patient (18 years of age or older). Preferred Provider Facilities (check one). This field is mandatory. Partial Hospitalization Program / Cognitive Behavioural Therapy for Depression and Anxiety DisordersRogers Memorial Hospital – West Allis11101 West Lincoln AvenueWest Allis, Wisconsin 53227Diagnoses: Depression and Anxiety DisordersLevel of Care: Day TreatmentMinimum Age: 18: 
	Part 3. Mental Health Services - Trauma-Based Disorders Treatment - U.S. Preferred Providers. Adult Patient (18 years of age or older). Preferred Provider Facilities (check one). This field is mandatory. The New Orleans Institute: Trauma-Based Mental Disorders ProgramRiver Oaks Hospital 1525 River Oaks Road WestNew Orleans LouisianaDiagnoses: Post-Traumatic Stress Disorder, Dissociative Identity Disorder, Major Depressive Disorder, etc. with/without Substance AbuseLevel of Care: ResidentialMinimum Age: 18: 
	Part 3. Mental Health Services - Trauma-Based Disorders Treatment - U.S. Preferred Providers. Adult Patient (18 years of age or older). Preferred Provider Facilities (check one). This field is mandatory. Partial Hospitalization Program for Post-Traumatic Stress DisorderRogers Memorial Hospital – Oconomowoc 34700 Valley Road Oconomowoc, Wisconsin  53066Diagnoses: Post Traumatic Stress DisorderLevel of Care: Day TreatmentMinimum Age: 18: 
	Part 3. Mental Health Services - Trauma-Based Disorders Treatment - U.S. Preferred Providers. Adult Patient (18 years of age or older). Preferred Provider Facilities (check one). This field is mandatory. Partial Hospitalization Program for Post-Traumatic Stress DisorderRogers Memorial Hospital – West Allis11101 West Lincoln AvenueWest Allis, Wisconsin 53227Diagnoses: Post Traumatic Stress DisorderLevel of Care: Day TreatmentMinimum Age: 18: 
	Part 3. Mental Health Services -  Trauma-Based Disorders Treatment - U.S. Preferred Providers. Adult Patient (18 years of age or older). Preferred Provider Facilities (check one). This field is mandatory. Preferred Provider Facilities noted above are not suitable.: 
	Part 3. Mental Health Services -  Trauma-Based Disorders Treatment - U.S. Preferred Providers. Adult Patient (18 years of age or older). Preferred Provider Facilities (check one). Preferred Provider Facilities noted above are not suitable. Provide a rationale as to why none of the preferred provider facilities listed above are sufficient given your patient’s clinical circumstance. This field is mandatory. : 
	Part 3. Mental Health Services. This field is mandatory. Other Disorders.: 
	Part 3. Mental Health Services. Other Disorders (specify). This field is mandatory. : 
	Part 3. Other Service(s) specify. This field is mandatory. : 
	Part 3. If the proposed service(s) was not selected as a checkbox earlier in this section, please identify the Proposed Services(s). : 
	Part 3. Provide anticipated start date OOC services if determined. Enter date in format: year: 4 digits, month: 2 digits, day: 2 digits. : 
	Part 3. Have OOC services already been received without ministry approval?  If yes, Date of Service. Enter date in format: year: 4 digits, month: 2 digits, day: 2 digits. This field is mandatory.: 
	Part 3. Have OOC services already been received without ministry approval?  If yes, Details of emergency circumstances. This field is mandatory.: 
	Part 4 – Proposed OOC Hospital/Health Facility. Preferred Provider Agreements (PPA) - U.S.A. Providers (chosen in Part 3)Name of Hospital/Health Facility/Address.  This field is mandatory.: 
	Part 4. Name of Hospital or Health Facility. This field is mandatory.: 
	Part 4. Address. This field is mandatory. U.S.A. : 
	Part 4. Address. This field is mandatory. Other International: 
	Part 4. Address. Postal or Zip Code.: 
	Part 4. Address. Country. This field is mandatory.: 
	Part 4. Name of OOC Physician: 
	Part 4. Name of Contact Person at Hospital: 
	Part 4. Fax Number: 
	Part 4. Website Address: 
	Part 5. Regulatory Requirements. I confirm: This field is mandatory. that the requested service is within my scope of practice and all the following regulatory criteria required for the requested OOC health service(s) are met.: 
	Part 5. I confirm: This field is mandatory. that the requested service is not within my scope of practice, and I have included written confirmation from the appropriate specialist that all the following regulatory criteria required for the requested OOC health service(s) are met.: 
	Part 5. The requested OOC medical services are: Generally accepted by the medical profession in Ontario as appropriate for a person in the same medical circumstances as the insured person. This field is mandatory. Yes: 
	Part 5. The requested OOC medical services are: Generally accepted by the medical profession in Ontario as appropriate for a person in the same medical circumstances as the insured person. This field is mandatory. No: 
	Part 5. The requested OOC medical services are: Medically necessary. This field is mandatory. Yes: 
	Part 5. The requested OOC medical services are: Medically necessary. This field is mandatory. No: 
	Part 5. Either, the identical or equivalent service(s) is/are: This field is mandatory. Not performed in Ontario,: 
	Part 5. Either, the identical or equivalent service(s) is/are: This field is mandatory. Performed in Ontario, but the insured person must travel outside of Canada to avoid a delay that would result in either death or medically significant irreversible tissue damage; and: 
	Part 5. How soon does the patient require the requested service(s) (estimated number of days, weeks, or months, please specify)? This field is mandatory.: 
	Part 5. If the requested service is performed in Ontario what is the estimated length of waiting period in Ontario (estimate number of weeks or months). This field is mandatory.: 
	Part 5. List the names of physician(s) and/or health facilities contacted to determine wait times for the service(s) within the province. This field is mandatory.: 
	Part 5. In addition: Is/are the requested service(s)  an examination or procedure for the purpose of a research or survey program other than an assessment that is necessary to determine if an insured person is suitable for the program? This field is mandatory. Yes: 
	Part 5. In addition: Is/are the requested service(s)  an examination or procedure for the purpose of a research or survey program other than an assessment that is necessary to determine if an insured person is suitable for the program? This field is mandatory. No: 
	Part 5. In addition: Is/are the requested service(s)/treatment for a medical condition that is generally accepted within Ontario as experimental? This field is mandatory. Yes: 
	Part 5. In addition: Is/are the requested service(s)/treatment for a medical condition that is generally accepted within Ontario as experimental? This field is mandatory. No: 
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