
Medical Services Plan
Provider Programs
PO Box 9480 Stn Prov Govt
Victoria BC  V8W 9E7
Telephone: 604 456-6950 (Vancouver)
Telephone: 1 866 456-6950 (toll-free, rest of BC)
Fax: 250 405-3592
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PRACTITIONER REGISTRATION

NOTE:  This  form must be completed before a number can be issued.

PERSONAL DATA
GEndER

 M  F

daTE OF BiRTH (MM / dd / yyyy)naME (FuLL naME, nO iniTiaLS)

REGiSTRaTiOn daTE WiTH aSSOCiaTiOn
(MM / dd / yyyy)

REGiSTRaTiOn nO. LiCEnCE

 TEMPORaRy

 FuLL

yEaRGRaduaTEd FROM

CiTizEnSHiP

 Canadian

if non-Canadian, indicate your status in Canada and enclose a 
copy of your Canadian immigration Employment authorization 
form (iMM 11(02)) and/or Landed immigrant status papers.

TyPE OF PRaCTiTiOnER

 naTuROPaTH

 dEnTaL SuRGEOn

 MaSSaGE THERaPiST

 CHiROPRaCTOR

 OPTOMETRiST

 PHySiCaL THERaPiST

 POdiaTRiST

 OTHER (SPECiFy)

BILLING OPTION: IMPORTANT

 OPT in (BILL THE MEDICAL SERVICES PLAN)  OPT OuT (BILL THE PATIENT)

dO yOu WiSH TO BE OPTED IN OR OPTED OUT OF THE MEdiCaL SERViCES PLan?

PAYEE FILE INFORMATION
MaiLinG addRESS

CiTy POSTaL COdE PHOnE nuMBER FaX nuMBER

daTE (MM / dd / yyyy)PRaCTiTiOnER SiGnaTuRE

 BUSINESS  HOME

STaTuS in Canada
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