n College of < (416) 368-3616
Opticians ® (800) 990-9793 (Toll-Free)
U of Ontario & | (416) 3682713

FORM D: Therapy Invoice Submission

The therapist/counsellor must sign and submit a copy of this form with each invoice for
therapy/counselling provided.

Name of Therapist/Counsellor:

| agree that none of the information contained in Form B (Therapist/Counsellor Information)
has changed [Yes [ No

If any information has changed, please specify:

By signing this form, | agree that the information | am providing is in good faith and for no
improper purpose.

Signature of Therapist/Counsellor Date
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