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APPLICANT'S SIGNATURE    DATE

  

PRACTITIONER NAME

ADDRESS

CITY POSTAL CODE PHONE NO.

CONTACT PERSON PHONE NO.    

TYPE OF PRACTICE: SOLO      CLINIC    

TELEPLAN CLAIM SUBMISSION INFORMATION

DATA CENTRE INFORMATION

SYSTEM

NEW DATA CENTRE  JOINING EXISTING DATA CENTRE  RE-ACTIVATE PREVIOUS DATA CENTRE

NAME: NAME: NAME:

 DATA  DATA

CONTACT: CENTRE NO.: CENTRE NO.:

MAKE/MODEL OF COMPUTER:

MAKE/MODEL OF MODEM:      SPEED:

 

SOFTWARE NAME: (must be MSP tested and approved)

VENDOR:      SUPPLIER:

TERMS AND CONDITIONS

NOTE:

 • Allclaiminformationsuchas:
  Refusal/Messages/ElectronicRemittancewillbe
  returnedtothepractitioner.

 • Itisthepractitioner'sresponsibilitytoprovidepatientswith 
  payment/refusalinformation.

 • Patient'ssignatureonyourclinicalrecordsorseparateformis
  mandatoryforeachserviceprovided.

 • CHEQUESWILLBEFORWARDEDTOTHE
  ADDRESSSUBMITTEDONTHECLAIMRECORD.

 • Submissionofclaimsmustbeunderyourpersonal
  paymentnumber.

 • Anapplicationformisrequiredforeverypayeenumber.

I HAVE READ AND UNDERSTAND THE REGULATIONS AND REQUIREMENTS FOR CLAIMS SUBMISSION.

 INT

 EXT

USER ID: 

DATA CENTRE NO.:

DEFAULT PASSWORD:  

DATE PROCESSED:

TSO:

FOR MSP USE ONLY

YOURCURRENTMSPPAYMENTNUMBER

MEDICAL SERVICES PLAN  

APPLICATION FOR TELEPLAN SERVICE 

OPTED-OUT PRACTITIONERS

PersonalinformationonthisformiscollectedundertheauthorityoftheMedicare Protection Actandwillbeusedtoprocessyourapplicationforelectronicbilling,planningandrecord
keeping.ThisinformationisprotectedfromunauthorizeduseanddisclosureinaccordancewiththeFreedom of Information and Protection of Privacy Actandmaybedisclosedonlyas
providedbythatAct.Ifyouhaveanyquestionsaboutthecollectionofthisinformation,contactHealthInsuranceBCattheaddressortelephonenumbersbelow.

MailingAddress:ProviderPrograms,POBox9480StnProvGovt,VictoriaBCV8W9E7
Tel:(LowerMainland)604456-6950,(RestofBC)1866456-6950,Fax:250405-3592Web:www.hibc.gov.bc.ca


