REQUEST FOR AUTHORIZATION

FOR PROSTHETIC SERVICES
’ RESET

Initial O3 Replacement OJ Repair O Disposable supplies OJ Urgent O
Please complete in INK and FAX this form to WorkSafeBC using the fax number provided below.

MSnFE BC

WORKING TO MAKE A DIFFERENCE

FAX CLAIMS CALL CENTRE Date of request (yyyy-mm-dd)
604 233-9777 Phone 604 231-8888
Toll-free 1 888 922-8807 Toll-free 1 888 967-5377

Worker information

Worker last name First name Middle initial | WorkSafeBC claim number
Worker’s mailing address Personal health number
Worker’s current occupation (ifapplicable) Birthdate (yyyy-mm-dd)

Service information

Level of amputation Leftside [ | Weight
Right side (J

Current device description

Primary O

Back-up OJ

Other O (please describe)

Date device last provided (if applicable) (yyyy-mm-dd) Date device last repaired (if applicable) (yyyy-mm-dd)
Functional level o0 10 20 3 3 4 0
Description
Quantity Fee code (including serial number if applicable) Unit cost Total amount
Total | $
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TIPS
Fillable PDF
- Click in a field and tab to other fields OR click in the individual fields to enter text
- Always tab or return after filling in a field
- Checkboxes toggle off and on by clicking in the box
- Unless you have the full version of Adobe Acrobat, you won't be able to save the filled-in document
- With the free Acrobat Reader software, you will only be able to fill in the form and PRINT it, but will not be able to SAVE
- Once printed, please check that the form is filled out correctly and, finally, that the form has been signed in the appropriate box
Thank you.
- The "RESET" button will clear all data entered
- To close this box, click in the appropriate corner


MSnFE BC

WORKING TO MAKE A DIFFERENCE

Request for Authorization for
Prosthetic Services (continued)

Worker last name

First name

Middle initial WorkSafeBC claim number

Justification (subjective, objective, and justification for repair, replacement, or change)

Provider information

Name of prosthetist

Prosthetist’s signature

Name of clinic

Clinic mailing address/stamp

Clinic payee number

Clinic telephone number (please include area code)

Clinic fax number (please include area code)

WorkSafeBC authorization

Name of WorkSafeBC officer

Date of authorization (yyyy-mm-dd)

Additional comment

Personal information on this form is collected for the purposes of administering a worker's compensation claim by WorkSafeBC in accordance with the Workers Compensation Act and the
Freedom of Information and Protection of Privacy Act. For further information about the collection of personal information, please contact WorkSafeBC'’s Freedom of Information Coordinator

at PO Box 2310 Stn Terminal, Vancouver BC, V6B 3W5, or telephone 604 279-8171.
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	Clinic payee number: 
	Clinic name: 
	Prosthetist name: 
	Clinic telephone number: 
	Clinic fax number: 
	Clinic address: 
	Justification: 
	Comment: 
	Reset button: 
	Initial: Off
	Replacement: Off
	Repair: Off
	Disposable supplies: Off
	Urgent: Off
	Date of request: 
	Worker last name: 
	First name: 
	Middle initial: 
	WorkSafeBC claim number: 
	Worker's mailing address: 
	Personal health number: 
	Occupation: 
	Birth date: 
	Level of amputation: 
	Left side: Off
	Right side: Off
	Weight: 
	Device: Off
	Current device description: 
	Current device description continued: 
	Date device last provided: 
	Date device last repaired: 
	Level: Off
	Quantity: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 
	8: 
	9: 
	10: 
	11: 

	Fee code: 
	0: 
	0: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 
	8: 
	9: 
	10: 
	11: 



	Description: 
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	10: 
	11: 

	Unit cost: 
	0: 
	1: 
	2: 
	3: 
	4: 
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	6: 
	7: 
	8: 
	9: 
	10: 
	11: 

	Total: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 
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	9: 
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	11: 

	Total amount: 
	Name of WorkSafeBC officer and Date of authorization yyyy-mm-dd: 


