PPNO List Serv Query Summary Template 
Danial

                Anthony  
       Holland Bloorview Kids Rehab 

adanial@hollandbloorview.ca
Last Name                             First Name                   Institution Info                                        
email

Contact for further information:

Date of Summary:
August 28, 2020
The following request comes from Collaborative Practice at Holland Bloorview.
We reviewing our Consent to Treatment policy and wondered what other organizations did in terms of processes for non-residents of Canada. There is a statement on the CMPA website from 2014: https://www.cmpa-acpm.ca/en/advice-publications/risk-management-toolbox/governing-law-and-jurisdiction-agreement
Below is the current statement in our consent policy:

“All clients who are non-residents of Canada MUST sign a Governing Law and

Jurisdiction Agreement at the time of registration. The Governing Law and

Jurisdiction Agreement must be signed by all non-residents receiving treatment at

The hospital (i.e., on an emergency or humanitarian basis).”

1- Do any organizations use a form for non-residents to sign? If yes, could you please share. 

2- Is this still a relevant requirement? 

Abbreviated Question (as it will appear on search results page)

 FORMCHECKBOX 
 Policy/Procedure   FORMCHECKBOX 
 Practice    FORMCHECKBOX 
 Program Info   FORMCHECKBOX 
 Committee Structure info   FORMCHECKBOX 
 Role   FORMCHECKBOX 
 Students

 FORMCHECKBOX 
 Model/Structure    FORMCHECKBOX 
 Care Delivery   FORMCHECKBOX 
 Collaboration   FORMCHECKBOX 
 Regulation/Legislation   FORMCHECKBOX 
 Pt. Safety

 FORMCHECKBOX 
 Quality/Outcome/Indicator   FORMCHECKBOX 
 PP Culture/Leadership   FORMCHECKBOX 
 Other:





Keyword(s)

Check 1 or 2 

Required 

for website

archiving
Responses:  Please cut and paste responses from emails into the table, save and send summary table to PPNO List Serv.  Allow 3   weeks for responses to filter in before sending final version.
	Responder Info
	Responses to query
	Attachment(s)*

 

	Shona Kroeker RN, BScN, PME

Clinical Educator for -  Mental Health, Complex Care, Palliative, Rehabilitation, Stroke, & Willett Site

District Stroke Educator

Brant Community Healthcare System

200 Terrace Hill Street

Brantford On, N3R 1G9

(519) 751- 5544 ext 2702

shona.kroeker@bchsys.org 

	Please find attached out policy that speaks to out of country patients – this was provided to me by the Manager of patient registrations.- I hope it is what you are looking for. 

	
[image: image1.emf]out of country.pdf



	Betty David
Director, Health Information & Privacy Officer
Woodstock Hospital
310 Juliana Drive, Woodstock, ON N4V 0A4
Phone: 519.421.4233 ext 2303 | Fax: 519.421-4216
bdavid@wgh.on.ca

	Attached is the form used by Woodstock Hospital, the form does mirror the format of the CMPA form.  This form will print when any responsibility for payment is out-of- province or out-of-county is entered at time of registration.  Registration staff are to collect signatures, however, if pt is refusing to sign then ED physician will review with patient for signature.
 

	
[image: image2.emf]governing law and 

jurisdiction agreement FORM 03-72 E.pdf



	
	
	

	
	
	


*Imbedding Attachments: When in a document, with the cursor in the place where you wish to insert another document as an icon, Go to Insert, choose "Object" (not 'file') choose "Create from File" browse for the file name from your directory, once found, check off "Display as Icon" select "OK” The document Icon now appears in this document where your cursor was positioned.  Save the document you are working in and the imbedded icon with the document they relate to attached will also be saved to this document.
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Title: Registration — Out of Cou

ntry (OOC)

Manual: Patient Registration

Section:

Document Number:

Finance

| Issuing Authority: Team Leader Patient Registration &

Date Issued: February 2012

Date Revised: February 2018

PURPOSE:

This policy contains standardized procedure {o register patients presenting to Brant
Community Healthcare System as Qut of Country.

POLICY STATEMENT:
Patients from outside Canada who require services at Brant Community Healthcare
System will be registered with the following standardized procedure as it relates to their

insurance coverage.

Applies To: All registration areas at Brant Community Healthcare System.

DEFINITION (S):

Qut of Country: Patients visiting from a country outside Canada presenting for services
at BCHS.

PROCEDURE:

Register as per registration policy — difference occurs in the Patient & Insurance
Tabs

At no time can we refuse Emergency treatment.

e For patients with 3™ party insurance, Finance does not bill for most third party
insurance on behalf of the patient. Patients are responsible for bill payment to
BCHS first and must deal with their insurance for potential reimbursement.

* Business Office is open Monday-Friday during business hours with the exception
of statutory holidays. Outside of these hours, Switchboard can receive payments
from patients. Willett Registration staff can receive payments for Willeit patients.

s [f their payment covers more than required, they will be issued a refund for the
overpayment.

s Guard Me, UHIP and Cuitural Bureau of the Royal Embassy of Saudi Arabia
insured patients do not have to make payments but must present their insurance
cards for photocopying (front & back).

DISCLAIMER: This is a CONTROLLED document. The most current version is in electronic
format on the BCHS intranst site. Any documents appearing in paper form are NOT controlled.
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+ Except in Emergency cases where the patient is unable to walk to the Business
Office or Switchboard, or patient has absolutely no means of payment with them,
all patients presenting from a country outside Canada will be required to pay in
advance.

» If patient presents with someone, ask if they can proceed to make the payment
for them.

+ Patient/guardian must be nofified that they will be responsible for any charges
incurred for their services not covered by OHIP.

¢ Patient/guardian must complete and sign section 3 of the Consent Form for
Additional Expenses to be forwarded fo Finance. See Appendix for location of
form.

¢ Provide patient with a yellow card detailing Finance and Service Ontario contact
information so they can provide any missing/updated information.

« Once payment has been made, or all options of doing so have been explored,
proceed to register the patient.

« Patient/guardian must sign the following documents:
o Consent Form for Additional Expenses
o Out of Country form
o Governing Law and Jurisdiction Agreement for Healthcare Organizations

« Patient may present third party insurance information (travel insurance or private
insurance that will pay for their charges). For patients with 3™ party insurance,
Finance does not bill for most third party insurance on behalf of the patient.
Patients are responsible for bill payment to BCHS first and must deal with their
insurance for potential reimbursement.

¢ Photocopy (front & back) all insurance information to forward to Finance.

» Photocopy (front & back) any identification documents the patient/guardian can

provide (ie. driver’s license).

Follow standard registration procedures to register the patient.

DISCLAIMER: This is a CONTROLLED document. The most current version is in electronic
format on the BCHS intranet site. Any documents appearing in paper form are NOT controlled.
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Patient tab

o This tab must be updated at every visit to ensure accurate, up to date
information.

+ Enter the patient’s current ‘out of country’ address. Use their identification to
enter the address accurately. This information is required by Finance to send
patient statements and must be accurate.

Patient][?Contact ][G uara nto__rJ [Insuranc_e}[;_l_\iotgs }_[_Q_ccurre_nces]
{Alerts_}{?rovider][_ Vitals . ][ Misit.. :][-_l_?t.-Inf_c_:_][.--_._..;AlI_ergies y

%*Name TEST,JULIE LYNN ANNABELLE L... |1 Home Phone (519)448-4848

*Reg Category ER.REG.ER Other Phone

*Account Num ERGQ00018/17 Email
Birthdate| *Age  19/12/196% 47 Use Email

*Sex F 1 *Marital Status M
Other Name Enter complete address
Mother's Nam information from their

*Address | 292 WINDING WAY ] . .

identification to ensure

*City| *Province HUDSON _ accuracy. Type WORLD at the
Postal Code | Residence Code field and select
Residence Codel WORLD REMAINING from
Language the Iookun.

Guarantor tab

e This tab must be updated at every visit to ensure accurate, up to date
information.

+ The guarantor is the person responsible for the patient's hospital bill (self pay
charges and procedures not covered by OHIP or their insurance). They must be
18 years of age or older to be their own guarantor.

¢ The name and address identified for the guaranfor is used by Finance to mail
financial statements for the patient’s account.

e If the guarantor is the patient, type SP in the Guarantor Name field — this will pull
the patient’s address and health card # from the Patient tab.

e If the guarantor is the person listed as the Next of Kin on the Contact tab, type
SNOK.

s If the guarantor is the person listed as the Person to Notify on the Contact tab,
type SPTN.

DISCLAIMER: This is a CONTROLLED document. The most current version is in electronic
format on the BCHS intranet site. Any documents appearing in paper form are NOT controlied.
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If patient is visiting an Ontario residence while they are away from their
permanent residence, perform the following steps

» Enter the patient's name, substitute decision maker or their
guardian as the Guarantor Name.

* In the first Guarantor Address field, type C/O followed by the
full name of the person they are staying with ensuring spelling is
accurate.

» Inthe 2™ Guarantor Address field, type the full street address
of the person they are staying with ensuring spelling is accurate.

»« Enter the city, province, postal code and home phone # of
the person they are staying with.

* Inthe Rel to Pt field, select from the lookup available. If the
patient is their own guarantor, type SP. [f the patient’s
guarantor is their substitute decision maker, type SDM. If the
patient’s guarantor is their guardian, type GU. Otherwise, select
another entry from the lookup that is applicable to the guardian’s
relationship to the patient.

Insurance tab

L

On the Insurance tab, enter OCC as the patient's primary insurance (line 1). A
pop-up window will appear providing further details of what needs to be done for
Out of Country patients.

cocC

LT O f‘.’\l|N"|"DV i
o,

i IMPORTANT:
21 POut of Country patients should pay up front and then be reimbursed by their insurance.

?fi:._ *The patient must sign 3 Consent Form for Additional Expenses and an Qut of Country Form which are to
7 be forwarded to Finance.

1] 5t *Make a COPY (front & back) of ail Insurance & Identification information presented to be forwarded to
Finance.
*If Guard-Me/UHIP/Cultural Bureau of the Royal Embassy of Saudi Arabia insurance is presented, Finamt:ziJJ

*If Guard-Me/UMIP/Cultural Bureau of the Royal Embassy of Saudi Arabia insurance is presented, Finance
will bill the Insurance Company directly but these patients must still present their insurance cards.
*piease contact the Finance Department at ext. 4322 for information. :

DISCLAIMER: This is a CONTROLLED document. The most current version is in electronic
format on the BCHS intranet site. Any documents appearing in paper form are NOT controlled.
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Notes tab

» Free text any additional information pertaining to the visit. If the patient is residing
at a temporary address in Ontario, enter the complete address and phone #. The
Notes tab is not required if they are not at a temporary address and you have no
additional information pertaining to the visit that Finance needs to be aware of.

H Test,Clarence Yake REG ER Pew Account Med Rec Nurn: HCO0CD1087
& 59/M 25/02/155%4

T T g T TR
“{Patient}[Contact J{Gusrantor ) Trsurancef{Notes @mwencﬁs}{vadef} Vi
[t BHRS, S """ - i

Viaw Evisting Collection MNotes g Enter New Collectlon Notes

Account Info
Demo Recall

o Complete the registration following standard registration procedures.

RELATED PRACTICES AND / OR LEGISLATIONS:

REFERENCES:
» BCHS Registration Policy/Procedure

APPENDICES:
¢ Consent Form for Additional Expenses - S:AFinance\Forms\GENERAL
CONSENT FORM.PDF
« Emergency OOC Form - S:\Finance\Forms\EMERGENCY OOC FORM. pdf
e Clinic OOC Form - S:\Finance\Forms\CLINIC OOC FORM.pdf
e Governing Law and Jurisdiction Agreement for Healthcare Organizations -
S:\Finance\Forms\Governing Law and Jurisdiction Agreement.pdf

DISCLAIMER: This is a CONTROLLED document. The most current version is in electronic
format on the BCHS intranet site.  Any documents appearing in paper form are NOT controlled.
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GENERAL CONSENT FORM

3. CONSENT FOR CHOICE OF ROOM AND ADDITIONAL EXPENSES

ACCOMMODATION REQUESTED: WARD U SEMI-PRIVATE (] PRIVATE U1

For services rendered to the above named paticnt. [ agree to pay the Brant Comaunily Healtheare System any balance not covered by Q.HLLP. or
any other agency. This balance to be padd within 30 days of receipt of invoice, unless other arrangements have been madce in writing.

[ hereby consent to the release of any relevant information to the Workplace Safety Insurance Board or other appropriate insurance companies.

SIGNATURE OF PATIENT (OR OTHER) RELATIONSHIP TO PATIENT (IF GTHER)
WITNESS DATE AND TIME
4. RELEASE OF RESPONSIBILITY FOR PATIENT POSSESSIONS

While in huspital. all paticnts are urged to send home all valuables and items not needed while hospitalized. Yaluabies may be deposited in the
hospital vault. Your nurse can assist you with this.

The hospital assumes no responsibilily for patient’s possessions with the exception of certain articles in wrost. as noted above.

I accept full responsibility for all possessions I have brought to the hospital.

SIGNATURE OF PATIENT (OR OTHER) RELATIONSHIP TO PATIENT (IF OTHER)

WITNESS DATE AND TIME

5. WAIVER-REFUSAL OF MEDICAL TREATMENT

{Name of Health Practitioner) has explained to me the nature of the treaiment/procedure/operation

of

the expected benefits of the treatment/procedure/operation. the material risks of the treatment/procedure/operation. the materizl side effects of the
treatment/procedure/operation and the alternative courses of action including the likely consequences of not having the
treatment/procedure/operation.

(Name of Patient) understand the explanation and am satisfied that my questions have been answered.

I hereby REFUSE CONSENT ta the treaiment/procedure/operation.

1 hereby release Dr. and the Brant Community Healthcare System from any ill effects. injuries or
damages. including death which might result form my refusing this treatment/procedure/operation.

[ understand the explanation and am sarisfied that my questions have been answered.

DATED this day of 20 .
SIGNATURE OF PATIENT tOR SUBSTITUTE DECISION MAKER. IF POSSIBLE NAME OF SUBSTITUTE DECISION MAKER (IFF POSSIBLE)
SIGNATURE OF WITNESS NAME OF WITNESS

COMM REL_6316_0602 CONSENT Page 1 of 2
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Out of Country Form — Emergency Room Visit

Date:

Patient Name:

Patient Address:

A minimum payment of $825.00 is required which will be applied to the
following charges:

Hospital Visit Fee: ___§718.00__

Procedure Fees: (see fee scheduls)

X-ray(s):

E.C.G.:

MRI:

CT:

Nuclear Medicine:

Other:
Total: (ESTIMATE)

This invoice includes only the casts known at the time of preparation. There may be additional
charges for which you will be billed. Once your bill is finalized you will receive a refund or
statement of amount due.

Emergency Room Physician fee is not included.

It is the responsibility of the patient or guarantor to contact their insurance company for
reimbursement.

| accept responsibility for any costs in addition to the ones listed above.

Patient/Parent/Guardian
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Out of Country Form — Clinic Visit

Date:

Patient Name:

Patient Address:

A minimum payment of $825.00 is required which will be applied to the
following charges:

Clinic Visit Fee: _ $718.00__

Procedure Fees: (see fee schedule)

X-ray(s):

E.CG.:

MRI:

CT:

Nuclear Medicine:

Other:
Total: (ESTIMATE)

This invoice includes only the costs known at the time of preparation. There may be additional
charges for which you will be billed. Once your bill is finalized you will receive a refund or
statement of amount due.

It is the responsibility of the patient or guarantor to contact their insurance company for
reimbursement.

| accept responsibility for any costs in addition to the ones listed above.

Patient/Parent/Guardian






Governing Law and Jurisdiction Agreement
[for Health Care Organizations]

Governing Law
| hereby agree that:

a) all aspects of the relationship between me and

thealth care organization)

(as well as its agents, delegates, employees and any physicians and other
independent health care practitioners providing medical or other health care and
treatment to me at or in association with ),

{heafth care organization)

including without limitation any medical or other health care and treatment

provided to me, and

b) the resolution of any and all disputes arising from or in connection with that
relationship, including any disputes arising under or in connection with this
Agreement, '

shall be governed by and construed in accordance with the laws of the Province or

Territory of and the laws of Canada applicable therein.

Jurisdiction
| hereby acknowledge that the medical or other health care and treatment | receive from

will be provided in the Province or Territory of

(heaith care organization)

, and that the Courts of the Province or Territory of

shall have exclusive jurisdiction to hear any complaint,

demand, claim, proceeding or cause of action, whatsoever arising from or in connection
with that medical or other health care and treatment, or from any other aspect of my

relationship to

{heafth care organization}

Date

Name of Patient (Please print) Signature of Patient/
Substitute decision-maker on behalf of patient
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WOODSTOCK HOSPITAL ) e visIT #

-
@ Woodstock, ON

GOVERNING LAW AND
JURISDICTION AGREEMENT

PATIENT LAST NAME PATIENT 1ST NAME PATIENT MIDDLE NAME

TELEPHONE

D.O.B. MMM DD YYYY AGE SEX  ONT HEALTH CARD #

ATTENDING PHYSICIAN

FAMILY PHYSICIAN

~N
This agreement ("Agreement”) is entered into by and between (herein
referred to as "Patient" and Woodstock Hospital (collectively, the "Parties"). (Name of patient]

Governing Law
The Parties hereby agree that:

a) all aspects of the relationship between the Patient and Woodstock Hospital (as well as his or her agents,
delegates, employees, and any physicians and other independent healthcare practitioners providing medical
or other healthcare and treatment to the Patient, or in association with Woodstock Hospital), including without
limitation any medical or other healthcare and treatment provided to the Patient, and

b) the resolution of any and all disputes arising from or in connection with that relationship, including any
disputes arising under or in connection with this Agreement, shall be governed by and construed in accordance
with the laws of the province or territory of Ontario (other than conflict of laws rules) and the laws of Canada
applicable therein.

Exclusive Jurisdiction

The Parties hereby acknowledge that the medical or other healthcare and treatment received by the Patient

from Woodstock Hospital will be provided in the province or territory of Ontario, and that the Courts of Ontario shall
have exclusive jurisdiction to hear any complaint, demand, claim, proceeding or cause of action, whatsoever arising
from or in connection with that medical or other healthcare and treatment, or from any other aspect of the relationship
between the Patient and Woodstock Hospital.

Date:

Signature of Patient or Substitute Decision Maker If Substitute Decision Maker, printed name and relationship

FORM 03-72 (E) September 2016 HEALTH RECORD COPY DO NOT DESTROY
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WOODSTOCK HOSPITAL ) e visIT #

-
@ Woodstock, ON

GOVERNING LAW AND
JURISDICTION AGREEMENT

PATIENT LAST NAME PATIENT 1ST NAME PATIENT MIDDLE NAME

TELEPHONE

D.O.B. MMM DD YYYY AGE SEX  ONT HEALTH CARD #

ATTENDING PHYSICIAN

FAMILY PHYSICIAN

~N
This agreement ("Agreement”) is entered into by and between (herein
referred to as "Patient" and Woodstock Hospital (collectively, the "Parties"). (Name of patient]

Governing Law
The Parties hereby agree that:

a) all aspects of the relationship between the Patient and Woodstock Hospital (as well as his or her agents,
delegates, employees, and any physicians and other independent healthcare practitioners providing medical
or other healthcare and treatment to the Patient, or in association with Woodstock Hospital), including without
limitation any medical or other healthcare and treatment provided to the Patient, and

b) the resolution of any and all disputes arising from or in connection with that relationship, including any
disputes arising under or in connection with this Agreement, shall be governed by and construed in accordance
with the laws of the province or territory of Ontario (other than conflict of laws rules) and the laws of Canada
applicable therein.

Exclusive Jurisdiction

The Parties hereby acknowledge that the medical or other healthcare and treatment received by the Patient

from Woodstock Hospital will be provided in the province or territory of Ontario, and that the Courts of Ontario shall
have exclusive jurisdiction to hear any complaint, demand, claim, proceeding or cause of action, whatsoever arising
from or in connection with that medical or other healthcare and treatment, or from any other aspect of the relationship
between the Patient and Woodstock Hospital.

Date:

Signature of Patient or Substitute Decision Maker If Substitute Decision Maker, printed name and relationship

FORM 03-72 (E) September 2016 PATIENT COPY






