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BC & Yukon Division
Equipment Provision Program

1501- 4330 Kingsway, Burnaby, BC V5H 4G7
P: 604-689-3144  1-800-268-7582 
Yukon 1-866-991-0577  F: 604-689-0377      
www.mssociety.ca/bc
	APPLICATION FOR EQUIPMENT


Instructions:  PART A - completed by client    PART B –completed by an Occupational Therapist.

Complete the application and submit along with the tax assessment(s) via fax or email to the EPP coordinator, please include any supporting documents as is necessary.
	PART A     PERSONAL INFORMATION:                                                                           


Name: ______________________________________________  Date: __________________________

Address: ________________________________________ City: _______________________________  
Postal Code: _____________    Phone:______________________  Birth date: ___________________

Email: ______________________________________________________________________________  

Dx Date_________________   Type of MS (check one): Progress________  Relapsing___________    

Please indicate if you are eligible for and/or receiving benefits from each of these funding sources:
	Coverage
	Yes
	No
	Coverage
	Yes
	No

	Extended Health Benefits

(Blue Cross, Sun Life)
	
	
	Ministry Funding 
	
	XX

	P.W.D. status?
	
	
	Other (please list)
	
	


	FINANCIAL INFORMATION


Required for ALL requests:  A copy of the previous year’s Revenue Canada Income Tax Assessment   (Line 236, net income) for all adult family members living in your household.
	Are you able to contribute

please indicate amount 


	     Yes
Contribution: $
	     No, I am not able to 

       Contribute



	List number of dependents in home & ages



	How many adults contribute to the household income:




Income Sources:    

Check all that apply
	Old Age Pension
	
	Long Term Disability LTD 
	

	Canadian Pension Plan – Disability 
	
	Ministry Support
	

	Other
	
	Personal Saving
	

	
	
	
	


Client Name:  ______________________________________
	Part B: Equipment Needs Assessment - COMPLETED BY the applicant’s OCCUPATIONAL THERAPIST.


If the request is complex, please include a justification letter to clarify the need, 
Submit all relevant supporting documents with the application. 
Occupational Therapist: ____​​​​​​​​​​​​​​________________ Phone: ______________________

 Email:  __________________________________     Fax: ________________________

	CLIENT SPECIFICATIONS – Please include all relevant information


	Client’s Height
	Weight:



	R or L handed


	Seat W x D:

	Floor to wrist:  


	Seat to Floor

	Other




	EQUIPMENT REQUESTED 


List equipment requested
	
	

	
	

	
	


Please call the EPP coordinator directly if requesting funding.

Signature of Health Professional:________________________________________
	Client Consent:


I, ____________________, authorize the MS Society of Canada, BC & Yukon Division, to obtain from such agencies, individuals, medical centers or hospitals as are concerned with my medical status, any and all pertinent information including documentation of my income through tax forms, etc. which may be necessary to assist in providing me with services of the Equipment Provision Program.  I understand that all such information will be treated as confidential and privileged, and used only to assist me with my request.

Client statement:  I approve and agree to the request:
Client signature:  ________________________    Witness:  ____________________________
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