PROVINCE OF BRITISH COLUMBIA
ORDER OF THE LIEUTENANT GOVERNOR IN COUNCIL

Order in Councit No. 9 2 8 , Approved and Crdered DEC = 8 ZDBB

LT W - £
" Lieutenant Governor

Executive Council Chambers, Victoria
On the recommendation of the undersigned, the Licutenant Governor, by and with the advice and consent of
the Executive Council, orders that effective April 1, 2009,

(a) the Health Care Costs Recovery Act, S.B.C. 2008, c. 27, is brought into force, and

(b)  the attached Health Care Costs Recovery Regulation is made.

M st v/ 2.

Minister of Héalth Services residing Member of$he Executive Council

(This part is for administrative purposes only and is not part of the Order.}
Authority under which Order is made:

Act and section:- Health Care Costs Recovery Act, S.B.C. 2008, c. 27, ss 28 & 25.

Other {specify):-

November 10, 2008 R 927/2008/8
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HEALTH CARE COSTS RECOVERY REGULATION

Contents
1 Definitions
2 Health care practitioners
3 Health care services
4 Coniingency fee arrangements for government interests
5  Exemptions
6 Forms
7  Notices
SCHEDULE
Definitions

1 (1) In this regulation, “Act™ means the Health Care Costs Recovery Act.

(2} For the purposes of the Act, “insurer” means
(a) an insurer as defined in the Insurance Act,

(b} a captive insurance company as defined in the Insurance (Captive
Company) Act, or

(c) a member of a reciprocal exchange as defined in section 186 of the
Financial Institutions Act for which a permit under section 187 of that Act
has been issued.

Health care practitioners

2 The following health care professions and occupations are prescribed for the purposes
of paragraph (b) of the definition of “health care practitioner” in the Act:

{a) a profession or occupation referred to in the definition of “health care
practitioner” in the Medicare Protection Act;

(b) occupational therapy.

Health care services

3 The following are designated for the purposes of paragraph (e) of the definition of
“health care services” in the Act:

(a) the following services provided by the Ministry of Children and Family
Development or the Community Living Authority:

(i) At Home Program Medical and Respite Benefits;
(i} Supported Child Development,;

(iii) Nursing Support Services;

(iv) therapies;
(v) family support;

{vi) professional support;

(vii) specialized residential services;

(b} the following professional services paid for by a regional health board:

(i) nursing;
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(ii) social work;

(ii1) registered dieticians;
(iv) occupational therapy;
(v) speech pathology;
(vi) physical therapy;

(c) prescription drugs that are funded under the PharmaCare program operated
by the Ministry of Health Services.

Contingency fee arrangements for government interests

4 (1)

(2)

(3)

4)

Subject to this section, the government may enter into a contingency fee
arrangement with a lawyer for a beneficiary, or for his or her personal or other
legal representative, under which the lawyer will also represent the government’s
interests in respect of a health care services claim.

The compensation payable for representing the government’s interest under an
arrangement referred to in subsection (1) is 15% of the total amount recovered in
respect of the health care services claim.

In addition to the compensation payable under subsection (2), the government
may pay for those disbursements directly related to the health care services claim.

If the negligence or wrongful act or omission that gave rise to the health care
services claim occurred outside British Columbia, subsections (2) and (3) do not
apply to the contingency fee arrangement.

Exemptions
5 (1) Legal proceedings under the Small Claims Act are exempt from sections 3 to 7,
12, 13, 19 and 22 of the Act.

(2) Section 12 of the Act does not apply to a beneficiary or his or her personal or
other legal representative if he or she is represented by a lawyer who also
represents the government’s interests in respect of the health care services claim.

Forms
6 The forms in the Schedule are prescribed for the purposes of sections 4, 10, 12 and 13
of the Act.
Notices
7 (1) In addition to the other methods set out in section 22 of the Act, written notice {0

(2)

3

the government under sections 4 (1) and 5 (3) (b) of the Act may be served by
emailing the notice to AGHCCRAService@gov.be.ca.

A notice served by email under subsection (1) is deemed to be received at the
time the person serving the notice receives an email confirmation that the email
has been received.

Notices prescribed for the purposes of sections 10, 12 and 13 of the Act are
deemed to be received at the time they are date stamped by the Third Party
Liability Office in the Ministry of Health Services.
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SCHEDULE

BRITISH | Ministry of NOTICE OF LEGAL PROCEEDING
COLUMBIA | Health Services Pursuant to section 4 of the
The Best Plice om Euarch Healih Care Costs Recovery Act

Personal informatian on this form is collacted under the arhority of the Health Care Costs Aecovery Acl. The inforratica will be used o identify recoverabla health care
costs s a result of a third cany incident. If you have any quastions about the colection of this iformation, contact Third Party Lisbility’s email at hith.tpi@gov.be.ca

or call (230} 352-2634. Persenal nfermation is pratecied from unauthorized use and disclosure in accordancs with the Haalth Care Costs Secovery Act and the Freedom of
Iinformation and Profection of Privacy Acl.

Fudl Name of Plaintitf / Sensficiary Date of Sirth [YYYY / MM /D)

Residential Addrass Postal Code Personal Health {CareCare) Number

MName of Parent, Guardian or Litigation Guardian {¥ applicable}

Contact Phone Number {include area code} Emaf Address {optional}
MName of Counsel Bate of incidant (YYYY f 24M / DDy
Legal Counsel’s Phone Number L egal Counsel's Email Address

Was an ambuiance called for this injuryfiilness? {1ves Do

it you attand at a hosgital for this injury/ilioess? Jves o

Have you seen a physician for tis injury/fiiness? i ves [GNo

Pilease attach a copy of the filed Writ of Summons and Statement of Claim

Heaith Care Costs Recovery Aci
Service of Notices to Goverament

22 Written notice to the government under section 4 {1) frequirement fo nolify government of clafm} or 3 {3} (b} {final
disposition of claim or legal procesding]

(g} must be served on the Attorney General at the Ministry of the Attorney
General in the City of Victoria, and

(o} is sufficiently served if

{i} left there diring office hours with a sclicitor on the staff of the
Attorney General at Victoria,

{it malied by registered mall fo the Deputy Attorney Ganeral &l Victoria, or
{iij) if provided by any other means of service prascribed in the regulations.*

“Pursuant to the Health Care Costs Recovery Regulation, this tarm, filed Writ of Summoens and Statement of Claim are
sufficiently served if scanned and emailed to the following address: AGHCCRAService@gov.bc.ca Netice is deemed to be
served once an automatic email confirmation has been received by the person filing the notice.

Signature Print Name

Date Signed (YYYY / MM/ DD) it signatory is nat plaintiffhensficiary, state relationship

l l

HLTH 1492 2008/11/07
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BRITISH | Ministry of INFORMATION FROM INSURER

COLUMBEIA | Health Services Pursuant to section 10 of the
"The Best Place on Zarth Health Care Costs Recovery Act

Personal information on this form ia collectad under the authorty of the Heafth Care Cosls Recovery Act. Tha inforrration will ba used to identify recoverable heslth care
oosta as a result of a third party Jiebility incident. If you have any questions about the collaction of this infermation, contsct Third Party Lisbility's errill &t hith.ppi8gov.be.ca
or call {250 952-2004_ Pamonal infeemation is protected from unauthorized uss and disclosure in accordancs with the Health Care Costs Aecovery Act and the Freedom of
Infosmation and Prolection of Privacy Act.

Name of Insurer * Nama of Adjuster / Gontact Parson

Phona Number of Adjuster/Gontact Person Email of Adjuster/Contact Person

Nams of Insuwred

Full Address of Insured Postal Code

Namels) of Injurad Person{s)

Policy fimit Type of palicy Glaim number Paiicy Number

Name of injired person’s legal counsel, i kmowm

Date of incident (YYYY /MM / 0D) Location

Type of Injurylliness, specy i known (attach details if neaded)

Have fegal procesdings been commancad? [(IYss [ }Neo 3 Unknown {H yos, provide registry number and location)
Registry Number Location

Signature Print Nama OFFIGE USE ONLY

Date Signed (YYYY/ MM /DD) Tithe of Signatory

This form, including eftechrments, is sufficlently served if scanned and emailed fo the following
addrass: Rith.ipl@gov.bc.ca

~OR-

Plaase send registered mail or treceable courfer fo: Thid Party Lisbility

Ministry of Heafth Services

2-1, 1515 Blanshard Strast

Victoria BG VW 3C8

HLTH 1493 200684 1/07 = As defined by regulztions made pursuast o he Heath Cars Cosls Pecovary Ast
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BENEFICIARY’S NOTICE TO MINISTER
Pursiiznt to section 12 of the
Health Care Costs Recovery Act

BRITISH | Ministry of
COLUMBIA | Health Services
‘The Best Place o Earch
Peegonal information on this o is collected under the authority of the Hazlth Care Costs Recovery Act. The information will be used to identify racovenible health care
costs a3 aresull of a third parly Eablity incident. If you have any queations sbout the coltection of this information, contact Third Party Liabifity's srmail at hith ipi@gov.be.ca
ce call (250) 952-2034. Parsonal mformation is protected from nauthonized use and disdosura in acoondance with the Health Care Costs Recovary Act and the Freedom of
Information and Protection of Privacy Act.

The payor’s legal counsel may fill out and send this form on behalf of the payor

PART A
Date of Birth (YYYY / Mk /DDy

Full Narna

Parsonal Hemlth [CareCard) Number

Residentief Address Poatal Code

Dute of incident (YYYY /MM / DD}

i \

Name of Parent, Guardian or Liigation Guardian (f applicabls)

Contact Phone Nusnber (nclude area code) Ernail Address (optional)

Has the form Notice of Legal Proceeding, HLTH 1492, been

submitted o the minister? If yes, proceed to Part G. [OYes [ONe
PART B
Was an ambulance called for your biury/ilness? [ Yes I Ne
Did you attend at a hospital for your injury/filness? {1 Yes 1 Na
Have you seen a physician for your inury/iiness? {1 Yes T Ne
Have legal praceedings been commencad relating to your injuryfiflhese? 11 Yes 1 Ne
i yes, provide registry number and location
\ Registry Number Location

Name and Addroas of Counael, if any

Legal Gounsel’s phone number i Legal Counsal's Emadl Address

Mama(s) of Potential Defenndants

Haa lawsuit been flad? | Have propoesed seitfement Datefs) of any upcoming medation of satiernent meetings/conferances
Flves [iNe termms been reachad? Cves TlNo

Signature Print Name OFFICE USE ONLY

Date Signad {YYYY/ MM /DD It sigratory ia rot plaintiftbeneficiary, stete relationship

! I
This form, including attachments, is sufficiently served if scanned and emailed ta
the following address: kith.tpi@gov.bc.ca

— R~

Please send registered mail or traceable courer ta; Third Party Liability
Ministry of Heaith Services
2-1, 1515 Blanshard Street
Victoria BC V8w 3C8

HLYH 1484 2008711707
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COLUMBIA | Heslth Services OF SETTLEMENT
The Best Place: oas Eareh Pursuant to section 13 of the

Health Care Costs Recovery Act

Peacsonal information on thia form is coected under the autherity of the Haafth Care Costs Recovery Act, Tha information will be used 1o identify recoverabla health care
costs as a result of a third party liability incident. if you have any queations about the coflection of this information, contact Third Party Liabiity's emat at hith pl@govbo.ca
or call 250 952-2034. Personal information is protected from unauthorized use and disclosure in accordance with the Healtlh Care Costs Recovery Act and the Fresdom of

Informiation and Protection of Privacy Act.
The payor’s legal counsel may fill out and send this form on behalf of the payor

PART A - BENEFICIARY

Futf Name of Bensficiary
Date of Incident (YYYY / MM 7 DD) Datta of Birth # known (YYYY [ HM / DD) l Personsl Health {CareCard) Nurrber if knowm
! l | | .

Full Name
Address Postal Code
Gontact Phone Nurmber include area code) ’Emai! Address (optioned

Name and Address of Counsel, if any

Legal Coungel's phons nummber E Legal Counsel’s Emall Address

Name(e) of Fotential Partiss to Setament

I3 this a Class Actjon? Has laweuit bees filed? Drate of Tridd # known Regiatry 4 Location

D Yea D No D Yoa D No ’ 4 l 5 1
Signature Contact Phone Number (nckide ara code) ‘EmaﬂAdckess(opﬁonal)
Full Madling Addiees
Print Name Titte of Signatory Data Signed {YYYY / MM / DD}
|

This form, including attachments, is sufficiently served if scanned and emailed ta
the following address: hith.tpf@gov.bc.ca
~OR-
Please send registered mail or traceable courier to: Third Party Liability
Ministry of Health Services
2-1, 1515 Blanshard Street
Victoria BC VBW 3C8
Ploase atftach:
* Proposed Settlement Terms, Draft terms of settlement or Setllement Agreement
{Terms of proposed settfement must clearly outiine the amount of the seftlerment
appiicable to heafih care costs)

And, if appiicable:
* Releases
+ Covenants not to sus

HLTH 1585 2008/11/07
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