Nova Scotia Accident Benefits
Initial Claims Process

If you have been injured in an automobile accident in Nova Scotia, you are entitled to accident benefits
coverage regardless of whether you were at fault for the accident. The benefits you receive depend on the type
of injury you have:

@ |[f your injury is a sprain, strain or a whiplash associated disorder | or |l found in the regulations, your
primary health care practitioner (chiropractor, medical doctor or physical therapist) does not have to seek
approval of the insurer for payment for treatment of these injuries if you provide notice of your claim to
your Insurer. Your primary health care practitioner will be able to bill the automobile insurer for all
treatment services outlined in the “Diagnostic and Treatment Protocols” found in the Nova Scotia
Automobile Policy (N.S.P.F. No. 1) that are not covered by Nova Scotia Health Care Insurance. These
protocols have been developed in consultation with primary health care practitiorers and are based on the
best research and evidence currently available.

@ For all other injuries, if you choose not to follow the diagnostic and treatmer ¢ p: dtoc ols, you will need
to pay the health service provider for any services not covered by Nova Sc~tie Aealth Care Insurance.
You will be reimbursed for eligible expenses from your extended heann cre benefits (e.g., Blue Cross
or similar employee benefits plan) and then by your automobile ing urer.

1. File an Injury accident report with the police a- d y>.r insurance company.

2. See a primary health care practitioner /Z:~irc~ actor, medical doctor, physical therapist) as soon
as possible for an assessment of your iriury . nd if needed, treatment advice.

3. Complete the attached Notice of Lo.*s and Proof of Claim Form (NS-1), retain a copy for your
records and send the original sign< ™ i.rm(s) to the insurance company. If you are unable to send the
form within the following timeframe s, >ubmit it o your insurance company as soon as practicable and
explain the reason for the dei: v.

m [f your injury is diz gnoced as a sprain, strain or whiplash associated disorder | or Il, submit this
form within 10 da,'s of the accident so that you can access accident benefits described as the
“Diagnostic and Treatment Protocols.”

m If you have other types of injuries, or you choose not to access the accident benefits described as the
“Diagnostic and Treatment Protocols”, submit the form within 30 days of the accident.

m [f a family member is fatally injured in the collision, you can access funeral, grief counselling and death
benefits. This form should be submitted within 30 days of the accident.

4. You will be contacted about the benefits you are entitled to receive after the insurance company reviews
your completed form. If your insurance company needs any additional information in order to process
your application, they will contact you.

If you have further questions about this form, the process or your benefits, please contact your claims

adjuster. If you do not know who your claims adjuster is, contact your Insurer or the Insurance
Bureau of Canada, at 1-800-565-7189.
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The personal information you provide in forms NS-1, NS-1a (Claim for Disability Benefits) or NS-2
(Treatment Plan) is collected under the authority of the Insurance Act, Nova Scotia's Automobile Insurance
Accident Benefits Regulation, Diagnostic and Treatment Protocols Regulation and all applicable privacy
legislation.

m  Your primary health care practitioner or dentist will need to collect personal information from you and from
other health service providers and will need to use and disclose your personal information to provide you
with appropriate diagnosis, treatment and care.

m Your insurance company and your insurance representative will need to collect, use and disclose personal
information from you, your primary health care practitioner, and other health service providers concerning
the accident, your injuries, any pre-existing conditions that may impede your recovery progress, the amount
of treatment and care provided to you, and any assessments of your injuries and indications as to your
treatment progress in order to facilitate contact with you, to determine your eligibili'y for accident and/or
disability income benefits, and to administer your claim.

Under applicable privacy legislation, it is necessary to obtain your conse=* t¢ au ho.ize the sharing of your
personal information as specified above. The legislation also regulates how ,>rimary health care practitioners,
dentists, other health service providers, and insurance companies can u>2 and disclose your information once
they have it. Section 2 of form NS-1 will ask for your consent or thu. of your insurance representative. Refusal
to provide your authorization and consent could result in an inakili. * t, provide you with the treatment and care
you require (if not covered by Nova Scotia Health Care Insura..e) and may result in an inability for your
insurance company to process your claim, in whole or in port.

Your primary health care practitioner, dentist or othe. he .1 service provider and insurance company will
retain and rely on a copy of your consent for the v en>a of time that your treatment and care is ongoing and
your claim is active. You may revoke your consc.t ¢ * any time in writing to your primary health care
practitioner or dentist and your insurer o~ any oth.r person to whom you give consent, subject to continuing
legal obligations. If you have any questior s cu.«curning the collection, use or disclosure of your personal
information, please ask your primary healt.’ care practitioner, dentist, or your insurance claims representative
or adjuster.
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Open Completely Before Completing Form

Send this form to the F NS-1)
, . orm NS-
approprlate Insurer' This form is effective on April 1, 2013 for accidents that occur on or after April 1, 2013.
To be completed by your Insurer
Claim Number:
Insurance Compan
Fax#(__ ) - Y

Notice of Loss & Proof of Claim Form

Claim Representative

Policy Number:

Date of Accident

Section 1: Claimant Information

Part 1

Claimant
Information

Part 2

Claimant's
Authorized
Representative
Information,
(if applicable)

Last Name First Name Middle Name(s)

Address

City, Town or County Province Postal Code

Telephone Number (HOme) (include area code) Telephone Number (Work) (nct—-are. ~ 5 Fax Number (inciude area code)

Date Of Birth (DDMMYYYY) | Gender You can best be reached: By elephonc L By personal visit (] athome [] Atwork (] other []
O Male [ Female

When is the best time to reach you? Day... - the week

Insurance Company ("Po "~y Number

Will this be a Nova Scotia Workers'Compensation | Are Extendet h altr Care Benefits Available? (e.g., Blue Cross or similar Employee

Board Claim? [ Yes O No benefits p'ans, (1 Yes [ No Details:
Are you currently employed or engaged in training activiti-.s ¢ If you are making a claim for disability
O Full Time [ PartTime [ Self-employed [ Retir.d 1€ .udent [0 Not employed benefits, please also complete Form NS- 1a.
Last Name T Fit 5t Name Middle Name(s)
L
Address
City, Town or County i Province Postal Code
Relationship with Claimant Relevant Documentation Attached? If no, please authorize your representative by completing part
O Parent [ Guardian 10Ut er 5 of thisfom. [(JYes [ONo [ Not Applicable

Home Telephone MUY er (i tuae area code)| Work Telephone Number (include area code) | Fax NUMDber (include area code)

Part 3

Claimant's
Accident
Details

(If more space is
required please

continue on back
side of this page)

77201 (04/13)

Youwerea: . Driver [0 Passenger [ Pedestrian O Other

Location of Accident City, Town or County Province

Time of Accident: - OAM. Date of Accident Was the Accident Reported to the Police? Date Reported:
OPM. | (DDMMYYYY) OYes O No (DDMMYYYY)

Please provide a brief description of how the accident occurred and how you were injured.

Have you seen a Medical Doctor, Physical Therapist, Chiropractor, Dentist or other health service provider for diagnosis, treatment and care for an
injury related to this accident? O Yes ONo [ Appointment booked for:

Have you started treatment? O Yes ONo [ Appointment booked for:

Are you currently receiving medical or rehabilitation benefits related to another motor vehicle accident? [ Yes [1No
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Please provide a brief description of your injuries and the symptoms that you are currently experiencing:

Part 4 Name of Primary Health Care Practitioner or Dentist Profession

Information

of Health Address

Provider _ -

providing City, Town or County Province Postal Code
Ongoing

Treatment - -

and Care Telephone Number (include area code) Fax Number (include area code)

Section 2: Certification and Consent to Share Information

Part5 1, , hereby authorize ; to act as my
Authorlty t representative concerning the treatment and care of my injury, the submis_ior anu ongoing handling of my
Agt o‘:‘"ty 0 claim for accident and/or disability income benefits and the collection, use ar. Y disclosure of information
Claimant's concerning my injury, diagnosis, assessment, treatment or care resulti., irom the automobile accident
Behalf referred to in Section 1 of this form.

(this section

| authorize my primary health care practitioner(s), dentist(. ), o “er health service provider(s) and my

should be insurance company, - ) and their insurance representatives, to
COTP"‘;"ted collect relevant information concerning me and my a7¢’ fev.t from my representative as required. | further
e cinant | @uthorize primary health care practitioner(s), denu.*/«), other health service provider(s) and my insurance
chooses not company to disclose relevant information conc 2rni.>g my injury, diagnosis, assessment, treatment and care
to acton and my claim for accident and/or disability i cor.. oenefits to my representative.
his/her own
behal) Signature of Claimant -\ Date

Signature of Authorized Repre. er, tvo Date
Part 6 | certify that the informatio." provided is true and correct to the best of my knowledge.

Certification
and Consent
to Share
Information

(to be
completed

by the
claimant or
their
authorized
representative)

| authorize all asses~ing ar reating Primary Health Care Practitioners, dentist(s) or other health service
provider(s) to cullet, us 2 and disclose any relevant information concerning my injury, including diagnosis,
assessment, treat ~ei.t or care resulting from the automobile accident referred to in Section 1 herein, for the
purpose of p."viding ongoing treatment and care.

| further authorize all assessing or treating Primary Health Care Practitioners, dentist(s) or other health
service providers to disclose my personal information to my insurance company,
and their agents that is relevant for the purpose of determining my eligibility for accident and disability
benefits resulting from the automobile accident referred to in Section 1 and for the purpose of administering
my claim.

| further authorize my insurance company and its agents to collect, use and disclose relevant information
concerning my injury, diagnosis, assessment, treatment or care received as a result of the automobile accident
referred to in Section 1 herein, including a treatment plan and services provided, for the purpose of
determining my eligibility for accident and disability benefits resulting from the automobile accident referred
to in Section 1 and administering my claim.

| am the claimant or | am the authorized representative of the claimant

Signature Date
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appropriate Insurer: (Form NS-1a)
For accidents that occur on or after April 1, 2013.
Fax # ( ) - This part to be completed by the Claimant/Representative or a Medical Doctor
(Please print)
Insurance Company
Policy Number:
Date of Accident:
(DD MM YYYY)
Last Name First Name Middle Name(s)
Part 1
Claimant Address
Information
City, Town or County Province Postal Code
Telephone Number (Home) (include area code) Telephone Number (Work) (nclude area code) Fax Number (inchude area code)
Date Of Birth mpMMYYYY) Gender
I:‘ Male I:‘ Female
Part 2 Are you claiming disability income benefits under the Mandatory Automobile Acciden Insurar e Benefits Regulation [ ] Yes [ ] No
. If yes, please complete the remainder of this part of the form. Your insurance cl.. us adjusw.. may request additional information from you or your
]():la“:ﬂf(t); medical practitioner at a later date to assist with the claims process. If No, then i« = do not complete or submit this form at this time.
184
Benefits Were you employed on the date of the accident? [] Yes ] No L e "= mable to work (DDMMYYYY)
L
(To be completed Between what dates are you claiming a Loss of Income to
by Claimant or History of Employment iur.. 7 the 12 months preceding the accident
Agent) Name of employer: Name of employer:
Address: Address:
From: To: From: To:
Occupation: Occupation:

If you were unemployed at the date of the acca. ~ut, for how much of the 12 months preceding the accident were you employed and working?

Average gross weekly inc me

Are you entitled tu ‘isab’” .y or ¢ "ter income benefits from your employer or any other source as a result of this accident? I:' Yes I:' No

If yes, from whom?
Name Amount Per Wk/Month

[JI am the claimant [11 am the authorized representative of the claimant

I certify that the information provided is true and correct to the best of my knowledge. I confirm that I have consented to the collection, use and
disclosure of my personal information for the determination of my eligibility for accident and/or disability income benefits as outlined on form NS-1.

Name (Please Print)

Signature Date
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Name of Professional (Please print) Profession
Part 3
Information Address
of Medical
Doctor City, Town or County Province Postal Code
(To be
completed by Administrative Contact Name Facility Name
Medical Doctor)
Telephone Number (Include area code) Fax Number (Include area code}
Part 4 To the best of my knowledge, the claimant is totally disabled (unable to work)

. ¢ From 20 to 20 inclusive.
Slgn:.iture o If still disabled give approximate date patient should be able to return to work, 20
Medical
D?cto‘r.for Name (printed)

Disability
Benefits «

. g € Date
Claim
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Send this form to Confirmation of Services Provided
appropriate Insurer: (Form NS-2a)
Use this form for accidents that occur on or after April 1, 2013.
Fax # ( ) - This part to be completed by the claimant or their representative or a Primary
Health Care Practitioner
Insurance Company
Policy Number:
Date of Accident:
(DD MM YYYY)
Last Name First Name Date Of Birth (DDMMYYYY)
Part 1
Clalmant_ Date of Initial Assessment (DDMMYYYY)
Information
Last Name First Name Date of Initial Assessment (DDMMYYYY)
Part 2
Administrative Contact Name Telephone Number \ nclude area code)
Primary Health
Care
Practitioner
Information
Name of Adjunct Therapy Provider
Part 3
Adjunct ‘Address
Therapy
Provider City, town ot county y £ Province Postal Code
Information
Administrative Contact Name - Facility Name
(To be completed
. Telephone Number (Include area code) = Fax Number (Include area code)
by Acupuncturist or
Massage Therapist
for reimbursement
of Services)

Please list all services that have been provided to date. Note: The exp. nses »f these services are secondary to those covered by Nova Scotia Medical Services Insurance.
Amounts listed on the table or in the attachment should be net 01 w, ~imb. -sement by Nova Scotia Medical Services Insurance.

Part 4

Treatments and
Services

Additional sheets
attached with
claimant’s signature
if information is not
listed on this page

gid 77204 (04/13)

Item Date

Description of Service and Name of Service Provider

$ Amount

|
t

To Reorder a supply of this Form, Call: INFORMCO INC. Phone: (416) 285-1700 Fax: (416) 285-9018
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Part o0 I am the claimant or 0 I am the authorized representative of the claimant

Claimant

Confirmation I confirm that T have received the treatment, supplies or services identified on this form or the signed attachments. I certify that the information provided is true and
correct to the best of my knowledge. I confirm that I have consented to the collection, use and disclosure of my personal information concerning my injury, diagnosis,

assessment, treatment or care resulting from the automobile accident referred to in Section 1 of Form NS-1 and regarding my eligibility for accident benefits as

outlined on Form NS-1.

Name (Please Print)
Signature
Date
Part 6 I confirm that I have provided the treatment, supplies or services identified on this form or have signed the attachments.
Confirmation of
Adjunct Signature
Therapy
Provider Date
Part7 I confirm that I have provided the treatment, supplies or services identified on this form, or have authorized the -~ mct w. apy provider for these services
Confirmation of or have signed the attachments.
Primary Health .
Care Signature o &
Practitioner Date
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