Respiratory Benefits Program (RBP)

A/( Request for Home Ventilator Funding
b—?/l" A1 Government

Protected A (when completed) Alberta Aids to Da|Iy L|V|ng Program

The information on this form is being collected and used by Alberta Health pursuant to sections 20, 21, 22 and 27 of the Health
Information Act and sections 33, 34, 39 and 40 of the Freedom of Information and Protection of Privacy Act (FOIP) for the purpose of
providing and determining eligibility for health services under the Alberta Aids to Daily Living and Extended Health Benefits
Regulation. If you have any questions about how your personal information is handled, you may contact Alberta Aids to Daily Living,
Telus House, 13" Floor, 10020 100 Street NW, Edmonton, AB T5J ON3; Phone 780-427-0731; Fax: 780-422-0968.

To be completed by the healthcare professional who is requesting ventilator funding.

1. Client Name (Last, First):

2. PHN: Birthdate (yyyy/mm/dd): / /-
3. Address:

City: Postal Code:
4. Phone: (Home) (Other)

5. Current Location of the Client: D Same as Above DOther:

6. Tentative Date of Discharge (if client is in the hospital) (yyyy/mm/dd):

7. Pertinent Contact Information (if client's age is less than 18 or if appropriate):
Name of Contact (Last, First):

Relationship to Client: |_¥Parent |—Sibling DSpouse I: Other

Contact Phone:

8. Diagnosis:
Number of Ventilators Requested: |_\ One |_\ Two

10. Preferred Ventilator Model: (Subject to Availability)
11. Request for Ventilator: m Start/Set-up m Addition

12.  Ventilator Primary Settings:

Mode Vr(ml) Rate Sensitivity
Ti (sec) PEEP Oz (Ipm) IPAP EPAP
Rise Pressure Support Pressure Control Other

© 2020 Government of Alberta
Revised November 2020
Classification: Public



Client Name (Last, First): PHN:

Ventilator Secondary Settings:

Mode Vr(ml) Rate Sensitivity
Ti (sec) PEEP Oz (Ipm) IPAP EPAP
Rise Pressure Support Pressure Control Other

13. Mode of Interface: |:|Tracheostomy |:| Mouthpiece |:| Mask/Nasal Pillows

14. Is clientalready on BPAP? | | Yes [ | No
If already on BPAP, number of current BPAP units? I_One I_ Two

15. BPAPSettings:l— Updated [_ Current
Mode: IPAP EPAP Back up Rate

Ti (sec): 02 (Ipm)

16. Discontinue BPAP therapy? | | Yes [ | No
If using 2 BPAPs, discontinue l_ Both units [] Only one unit
Reason for continued BPAP therapy:

17. Comments:

18. Prescribing Physician (Last. First):

Phonet#: Faxi:

Signature: Dated (yyyy/mm/dd):

19. Submitted by (Last, First Name):

From (Facility):

Phone: Fax:

online Health Portal.

Please enter authorization and upload information on the Alberta Blue Cross
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