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Ontario Seniors Dental Programme ontarien de soins
(are Program dentaires pour les ainés
Station P, P.O. Box 159 (P 159 SuccP

Toronto ON M55 257 Toronto ON M55 257

2000056 - INCEN

GARY CHARLES LARIVEE S .
21 ALDBOROUGH AVE % Date : May 1, 2020
3T THOMAS QN NSR 458 Identification # : 000042900

This letter is to inform you that we have reviewed your application for the Ontario Seniors

Dental Care Program for the program year ending July 31, 2020; however, to complete

processing we require the following missing information:

e Your consent is missing or incomplete on the application. Please complete and

sign the Consent section of the enclosed application form.

Your Ontario Seniors Dental Care Program ldentification number is 000042900. Please quote

this number when contacting or corresponding with the ministry.

Please contact us at 416-916-0204 or toll-free at 1-833-207-4435. In some cases, this
information can be provided over the phone. If we do not receive a response within 30 business

days, your application for the Ontario Seniors Dental Care Program will not be processed.

To find out more about the Ontario Seniors Dental Care Program, please contact the
Program toll-free at 1-833-207-4435 (TTY toll-free at 1-800-855-0511) or visit

ontario.ca/SeniorsDental

Thank you.

Ontario Seniors Dental Care Program
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Ontario Seniors Dental Programme ontarien de soins
(are Program dentaires pour les ainés
Station P, P.O. Box 159 (P 159 SuccP

Toronto ON M55 257 Toronto ON M55 257

2000056 - INCEN

GARY CHARLES LARIVEE S .
21 ALDBOROUGH AVE % Date : May 1, 2020
3T THOMAS QN NSR 458 Identification # : 000042900

This letter is to inform you that we have reviewed your application for the Ontario Seniors

Dental Care Program for the program year ending July 31, 2020; however, to complete

processing we require the following missing information:

e Your consent is missing or incomplete on the application. Please complete and

sign the Consent section of the enclosed application form.

Your Ontario Seniors Dental Care Program ldentification number is 000042900. Please quote

this number when contacting or corresponding with the ministry.

Please contact us at 416-916-0204 or toll-free at 1-833-207-4435. In some cases, this
information can be provided over the phone. If we do not receive a response within 30 business

days, your application for the Ontario Seniors Dental Care Program will not be processed.

To find out more about the Ontario Seniors Dental Care Program, please contact the
Program toll-free at 1-833-207-4435 (TTY toll-free at 1-800-855-0511) or visit

ontario.ca/SeniorsDental

Thank you.

Ontario Seniors Dental Care Program
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Ontario Seniors Dental Programme ontarien de soins
Care Program dentaires pour les ainés
Station P, P.O. Box 159 (P 159 SuccP
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CHARLES GARY LARIVEE .
21 ALDBOROUGH AVE Date : February 13, 2020

STTHOMAS ON N5R 4S8 Identification # : 100000227

This letter is to inform you that we have reviewed your application for the Ontario Seniors
Dental Care Program for the program year ending July 31, 2020; however, to complete

processing we require the following missing information:
* Your Social Insurance Number. Please complete a new application.
To print an Ontario Seniors Dental Care Program - Application Form

Visit ontario.ca/forms

Enter 5125E in the Quick Search for Forms field

Your Ontario Seniors Dental Care Program Identification number is 100000227. Please quote

this number when contacting or corresponding with the ministry.

Please contact us at 416-916-0204 or toll-free at 1-833-207-4435. In some cases, this
information can be provided over the phone. If we do not receive a response within 30 business

days, your application for the Ontario Seniors Dental Care Program will not be processed.

To find out more about the Ontario Seniors Dental Care Program, please contact the
Program toll-free at 1-833-207-4435 (TTY toll-free at 1-800-855-0511) or visit

ontario.ca/SeniorsDental

Thank you.
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Ontario Seniors Dental Care Program

Station P, PO Box 159 Application
Toronto ON M5S 2S7

Ontario @ Minisiry of Hoalth Ontario Seniors Dental Care Program

Instructions
The Ontario Seniors Dental Care Program (“the Program”) provides comprehensive dental care to eligible
low-income seniors. The benefit year for the program is August 18t to July 31St. A senior is eligible for the Program if
they:

* Are 65 years of age or older;

* Are a resident of Ontario;

* Are a single senior with annual net income of $19,300 or less, or senior couples (one or both people aged 65
or older), with a combined annual net income of $32,300 or less; and

* Have no access to any other form of dental benefits including through government programs such as Ontario
Disability Support Program (ODSP), Ontario Works (OW), or the Non-Insured Health Benefits (NIHB).

As a senior, you may use this application form to apply for the Program if you and your spouse (if applicable) have
filed your Personal Tax Return(s) with Canada Revenue Agency (CRA) for the most recent tax year and have a valid
Social Insurance Number (SIN). If you have a spouse (married or common law partner) who would also like to apply
for the Program, they must complete their own Application Form.

Alternatively, if you or your spouse, if applicable, do not have a SIN and/or have not filed your tax return(s), you will
need a Guarantor to confirm you meet the eligibility requirements of the Program. If this applies to you, please
complete the Ontario Seniors Dental Care Program Application through Guarantor Form (5126-20E).

You can apply to the Program through mail or online. Only one application is needed. If you wish to complete an
electronic version of this form, please visit www.ontario.ca/seniorsdental.

To enroll in the Program:
1. You will need your SIN and, if applicable, your spouse’s SIN.

2. Complete and sign all sections of this Application Form that apply to your situation. Please note, this form
requires the applicant’s signature in two sections: Section 4 and 6.

3. If you have a spouse, in order for you to apply, your spouse must also include their information on this form
and provide their consent, regardless of their age. This information is required to properly assess your annual
net income eligibility for the Program.

4. Mail your completed Application form to:
Ministry of Health
Ontario Seniors Dental Care Program
Station P, P.O. Box 159
Toronto ON MS5S 2S7

5. The Program Administrator will contact you or your substitute decision maker (if applicable) if there are any
issues with the application. You will be notified of the status of your application by letter once it has been
reviewed.

6. If your application is approved, you will receive a welcome package and dental card in the mail with an
expiration date of July 31 of the current benefit year.

7. Your eligibility will be automatically assessed before each benefit year. Annual notices will be sent to your
mailing address regarding your enroliment status and if eligible, you will receive a new card for the benefit
year. To avoid delays in the automatic assessment, it is important that you and your spouse (if applicable) file
your Personal Tax Return(s) with CRA in a timely manner.

For more information, please visit www.ontario.ca/seniorsdental. If you have additional questions, please contact the
Program: 416-916-0204 Toll-free: 1-833-207-4435 TTY toll-free: 1-800-855-0511.
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Please read the instructions before completing your application for the Ontario Seniors Dental Care Program.
Fields marked with an asterisk (") are mandatory. Complete all required information to avoid processing delays.

1. Applicant Information — Tell Us About You

Last Name * First Name * Middle Name
Larivee Charles Gary

Preferred Name
Gary

Date of Birth * (yyyy/mm/dd) | Social Insurance Number or Temporary Taxation Number *
1940/01/24 411 147 259

Telephone Number * Alternative Telephone Number

519 633-8952 519 633-8640 ext.
Residential Address
Unit Number Street Number * |Street Name * PO Box
21 Aldborough Ave
City/Town * Province * Postal Code *
St Thomas Ontario n5r4s8

|| Select if your Residential Address differs from your Mailing Address

Mailing Address

Unit Number Street Number | Street Name PO Box
City/Town Province Postal Code
Marital Status *

[ | Married/Common Law [ ] Single [ ] Separated

|| Divorced v] Widowed

2. Tell Us About Your Spouse (if this applies to you)

If married or in a common law relationship, provide spouse information.
Last Name First Name Middie Name

Date of Birth (yyyy/mm/dd) |Social Insurance Number or Temporary Taxation Number

3. Terms and Conditions of the Program

This Application form requires you to agree to the Terms and Conditions below.

| declare that:

* I meet the following eligibility requirements for the Ontario Seniors Dental Care Program:
* 65 years of age or older;
+ Resident of Ontario;

* Single senior with annual net income of $19,300 or less, or senior couple (one or both people aged 65 or
older), with a combined annual net income of $32,300 or less; and

* Have no access to any other form of dental benefits, including through government programs such as Ontario
Disability Support Program, Ontario Works, or the Non-Insured Health Benefits.
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* | have not misrepresented information about myself and understand that any misrepresentation may result in
immediate removal from the Program, and that the Government of Ontario may seek reimbursement for any
services that were rendered while ineligible for the Program.

* lunderstand that the information on this Application form may be subject to audit and verification by the Ministry of
Health. | must immediately report any changes that may affect my eligibility to the Ministry of Health through the
Ontario Seniors Dental Care Program Change of Information Form (5128-20E). The mailing address given on
Section 1 of this Application form will be the address used for correspondence.

* | understand that only certain dental procedures are covered under the Program, as listed in the Ontario Seniors
Dental Care Program Schedules of Dental Services. | am responsible for paying for services not covered or paid
for under the Program, and for any services rendered after the end date of my eligibility period.

* lunderstand that the dental card is valid for up to one benefit year (August 1 — July 31) from the registration date
and will expire at the end of each benefit year (July 31). | understand that the Ministry of Health will re-confirm that
I continue to meet the eligibility requirements of the Program following the Program eligibility period end-date each
benefit year (July 31).

* |l understand that the Ministry of Health will keep my application information on record for the purpose of annual
eligibility verification. | understand that | must re-apply to the Program if | did not file taxes for the most recent tax
year(s) on which eligibility is being verified and/or determined.

* lunderstand that | must present the dental card to the dental provider at each visit in order to obtain services
under the Program. Dental providers will not render services under the Program unless a valid dental card is
presented.

Notice of Collection: The information collected in this form will be used by the Ministry of Health for the purpose of determining
eligibility under the Ontario Seniors Dental Care Program (the “Program”) and otherwise administering the Program. The Ministry
of Finance collects the personal information described in this form for the purpose of assisting the Ministry of Health in
determining eligibility under the Ontario Seniors Dental Care Program (the “Program”). The Ministry of Finance’s authority to
collect and disclose personal information with the Ministry of Health is in section 11 of the Ministry of Revenue Act. For more
information about this collection, please contact the Director, Health Promotion and Prevention Policy and Programs Branch,
Ministry of Health, 393 University Avenue, 18th Floor, Toronto ON M5G 1E6 or call 416-314-2257.

4. Applicant Consent for Collection, Use and Disclosure of Personal Information

Applicant’s Consent:
| consent to:

1. The collection of the information that | provide on this form by the Ministry of Health and the Program
Administrator (who collects on behalf of the Ministry of Health) for the purpose of administering the Program,
including determining my eligibility.

2. The disclosure of the information that | provide on this form by the Ministry of Health and the Program
Administrator to the Ministry of Finance for the purpose of administering the Program, including determining my
eligibility.

3. The disclosure of the information collected in this form by the Ministry of Finance, on behalf of the Ministry of
Health, to the Canada Revenue Agency (CRA) for the purpose of enabling the Ministry of Finance and the
Ministry of Health to administer the Program, which includes determining my eligibility under the Program.

4. The disclosure by the CRA to the Ministry of Finance, my income and expense information and related identifying
information about me from the CRA tax records, on condition that the information will be used solely by the
Ministry of Finance to verify my income and to determine eligibility under the Program. This authorization is valid
for the two taxation years immediately preceding the date of application and each subsequent taxation year(s) for
which eligibility under the Program is determined.

5. The Ministry of Health, the Program Administrator, and the Ministry of Finance sharing my information that relates
to eligibility under the Program with one another, for the purpose of administering and processing my file.
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| understand:

* That the Ministry of Finance and the Program Administrator will act on behalf of the Ministry of Health to deliver
the Program. As part of the administration of the Program, the Ministry of Finance and the Program Administrator
will collect, use and disclose my personal information on behalf of the Ministry of Health;

* That the Program Administrator is an agent of the Ministry of Health as defined in the Personal Health Information
Protection Act, 2004, S.0. 2004, c. 3, Sched. A;

* That the disclosure of my personal information will continue until | withdraw my consent;

* This consent will remain in effect until it is withdrawn, and that if the consent is withdrawn, this will affect eligibility
under the Program;

* That | can withdraw my consent at any time by completing the Ontario Seniors Dental Care Program Change of
Information Form (5128-20E).

If you consent to the collection, use and disclosure of your personal information as described on this form,
please complete and sign below.

| consent to the collection, uses and disclosures of my personal information described on this form.
| have the legal authority to consent to this disclosure as | am: *

The Program applicant

__| The Program applicant’s Legal Representative (including the individual's attorney under a power of attorney for
personal care, or the individual’'s guardian of the person, or the individual's guardian of property). You must
attach a copy of the legal document that authorizes you to act on their behalf.

Name of Legal Representative

Relationship to Applicant Contact Telephone Number
Signature of Ap /’cant or Legal Répresentatnve Date (yyyy/mm/dd) *
L/CbL\/l \ //A s 2019/12/19

57 Spouse s Cons#nt for the Collection, Use and Disclosure of Personal Information (If Applicable)

| consent to:

1. The collection of the information that | provide on this form by the Ministry of Health and the Program
Administrator (who collects on behalf of the Ministry of Health) for the purpose of administering the Program,
including determining my spouse’s eligibility.

2. The disclosure of the information that | provide on this form by the Ministry of Health and the Program
Administrator to the Ministry of Finance for the purpose of administering the Program, including determining my
spouse’s eligibility.

3. The disclosure of the information collected in this form by the Ministry of Finance, on behalf of the Ministry of
Health, to the Canada Revenue Agency (CRA) for the purpose of enabling the Ministry of Finance and the
Ministry of Health to administer the Program, which includes determining my spouse’s eligibility under the
Program.

4. The disclosure by the CRA to the Ministry of Finance, my income and expense information and related identifying
information about me from the CRA tax records, on condition that the information will be used solely by the
Ministry of Finance to verify my income and to determine my spouse’s eligibility under the Program. This
authorization is valid for the two taxation years immediately preceding the date of application and each
subsequent taxation year(s) for which my spouse’s eligibility under the Program is determined.

5. The Ministry of Health, the Program Administrator, and the Ministry of Finance sharing my information that relates
to eligibility under the Program with one another, for the purpose of administering the Program and processing my
Spouse’s file.

| understand:
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» That the Ministry of Finance and the Program Administrator will act on behalf of the Ministry of Health to deliver
the Program. As part of the administration of the Program, the Ministry of Finance and the Program Administrator
will collect, use and disclose my personal information on behalf of the Ministry of Health;

* That the Program Administrator is an agent of the Ministry of Health as defined in the Personal Health Information
Protection Act, 2004, S.0. 2004, c. 3, Sched. A;

* That the disclosure of my information will continue until | withdraw my consent;

* This consent will remain in effect until it is withdrawn, and that if the consent is withdrawn, this will affect my
spouses eligibility under the Program;

+ That | can withdraw my consent at any time by completing the Ontario Seniors Dental Care Program Change of
Information Form (5128-20E).

If you consent to the collection, use and disclosure of your personal information as described on this form,
please complete and sign below.

| consent to the collection, uses and disclosures of my personal information described on this form.
| have the legal authority to consent to this disclosure as | am:

|| Spouse of the Program applicant

[_| The Spouse’s Legal Representative, (including the individual's attorney under a power of attorney for personal
care, or the individual’s guardian of the person, or the individual’s guardian of property). You must attach a copy
of the legal document that authorizes you to act on their behalf.

Name of Legal Representative

Relationship to Spouse/Common Law Partner Contact Telephone Number

Signature of Spouse/Common Law Partner or Legal Representative Date (yyyy/mm/dd)

6. Applicant Consent for Collection, Use and Disclosure of Personal Health Information

This section asks for your consent to allow the Ministry of Health, your dental service providers and local public health
units to collect, use and disclose certain personal health information (i.e. treatment data) about you related to the
Seniors Dental Care Program (“the Program”) in order for the Ministry of Health to administer and evaluate the
Program.

If you do not consent to the collection of your personal health information you cannot obtain dental services under the
Program. You can withdraw your consent at any time by completing a Change of Information Form (5128-20E).
Please note that your withdrawal will have no effect on the personal health information disclosed to the Ministry of
Health before the date of the withdrawal; however, the Ministry of Health will only use or disclose that personal health
information as permitted or required by the Personal Health Information Protection Act, 2004.

Applicant’s Consent:

| consent to:
1. The Ministry of Health disclosing my enroliment status to my dental service provider and local public health unit for
the purpose of confirming my enroliment in the Program, where approved.

2. The Ministry of Health disclosing my name, date of birth, and client identification number to my dental service
provider and local public health unit, as applicable, so that:

a. my dental service provider and local health public health unit, as applicable, can locate my treatment
information for this Program and provide it to the Ministry of Health.

3. My dental service provider and my local public health unit, as applicable, disclosing the following personal health
information to the Ministry of Health so that the Ministry can use the personal health information to administer,
audit and evaluate the Program:

a. My treatment information such as services provided to me, my tooth and surface number, the name of my
dental provider, and service date.
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| understand:

That the disclosure of my personal health information will continue until | withdraw my consent;

This consent will remain in effect until it is withdrawn, and that if the consent is withdrawn, this will affect eligibility
under the Program;

That the Ministry of Health will collect, use and disclose my personal health information as permitted or required
by the Personal Health Information Protection Act, 2004,

That | can withdraw my consent at any time by completing the Ontario Seniors Dental Care Program Change of
Information Form (5128-20E); and

That my withdrawal will have no effect on the personal health information collected by the Ministry of Health
before the date of my withdrawal.

If you consent to the collection, use and disclosure of your personal health information as described on this
Form, please complete and sign below.

| consent to the collection, uses and disclosures of my personal heaith information described in this form.

| have the legal authority to consent to this disclosure as | am: *

[v] The Program applicant

|| The Substitute Decision Maker of the Program applicant. (including the individual's attorney under a power of

attorney for personal care; or the individual’'s guardian of the person, or the individual’'s guardian of property). You
must attach a copy of the legal document that authorizes you to act on their behalf.

Name of Substitute Decision Maker

Relationship to Applicant Contact Telephone Number

Signature of Appi€ant or Substitu ecision Maker Date (yyyy/mm/dd) *
’ 2019/12/19
AN

= /T
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