
The document you are trying to load requires Adobe Reader 8 or higher. You may not have the 
Adobe Reader installed or your viewing environment may not be properly configured to use 
Adobe Reader. 
  
For information on how to install Adobe Reader and configure your viewing environment please 
see  http://www.adobe.com/go/pdf_forms_configure.


	Application by an Insurance Company for Auto Insurance Dispute Resolution under the Insurance Act�
	Important Information�
	Insurance Company Information�
	Insurance Company Contact Information�
	Legal Representative’s Contact Information�
	Accommodation and Language Requests�
	About the Accident�
	Claimant Information�
	General Information�
	Related Cases�
	Issues in Dispute�
	Documents List�
	Acknowledgement�
	Payment Information�


0455E (2024/04)       © King's Printer for Ontario, 2024
Page  of 
Disponible en français
Page  of 
0455E (2024/04)                                                                                     
Application by an Insurance Company for Auto Insurance Dispute Resolution under the Insurance Act
0,0,0
normal
runScript
xfa.form.form1.variables.oUtility.goBookMark(xfa.form.form1.page1.header.FormTitle.somExpression)
Application by an Insurance Company for Auto Insurance Dispute Resolution under the Insurance Act
..\..\..\..\..\..\Downloads\Webp.net-compress-image (2).jpg
Government of Ontario
Important Information
0,0,0
normal
runScript
xfa.form.form1.variables.oUtility.goBookMark(xfa.form.form1.page1.importantInformation.sectionHeader.somExpression)
Important Information
•         You must complete all sections of this form and attach additional information and/or documents as required.
•         The Insurance Company must send a copy of this application to the Claimant and the Claimant’s Representative.
•         On this form the Injured Person is referred to as “the Claimant”.
•         The processing of an application could be delayed if information or documents are missing.
Fields marked with an asterisk (*) are mandatory.
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Insurance Company Information
Is the application being filed by the Insurance Company's Legal Representative? *
Claim Adjuster/Representative Name
Mailing Address
Policy Holder Name
Insurance Company Contact Information
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Insurance Company Contact Information
Contact Name
Mailing Address
One of the following fields must be completed daytime phone, alternate phone or email address: *
What is your preferred method of communication with the Tribunal? *
Note: If you check email you are consenting to the delivery of communications and some documents by email. However, applications and responses are currently only accepted via fax, regular mail or delivery.
Legal Representative’s Contact Information
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Legal Representative’s Contact Information
Contact Name
Mailing Address
One of the following fields must be completed daytime phone, alternate phone or email address: *
What is your preferred method of communication with the Tribunal? *
Note: If you check email you are consenting to the delivery of communications and some documents by email. However, applications and responses are currently only accepted via fax, regular mail or delivery.
Law Society of Upper Canada (LSUC) license status: *
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Accommodation and Language Requests
1. Do you or any witness(es) require accommodation under the Ontario Human Rights Code to participate in a Tribunal hearing?
2. Do you want the dispute resolution proceedings (e.g. case conference and hearings) to be conducted in French?
3. Do you or any witness(es) require language interpretation services?
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About the Accident
Where did the accident take place?
Claimant Information
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Claimant Information (as known)
Claimant Name
Mailing Address
General Information
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General Information
1. Did the Claimant notify the Insurance Company of the circumstances giving rise to a claim? *
2. Did the Claimant submit an application within the times set out by the Statutory Accident Benefits Schedule (SABS)? *
3. Did the Claimant and the Insurance Company attempt to resolve the claim through the Insurance Company’s internal dispute resolution process? *
4. Was the Claimant provided with notice by the Insurance Company that it requires an examination? *
If Yes, did the Claimant attend for an examination? *
5. Did the Insurance Company deny payment of an invoiced amount because a service provider has not responded to a request for information from the Insurance Company? *
Related Cases
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Related Cases
Is this Application related to another case already filed at the Tribunal? *
Issues in Dispute
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Issues in Dispute
1. Does this claim involve optional benefits? *
2. Does the dispute involve whether or not the Claimant's injuries fall within the Minor Injury Guidelines (MIG)? *
3. Has the Insurance Company designated the Claimant to be catastrophically impaired? *
4. Does the dispute involve whether or not the Claimant has sustained a catastrophic impairment as defined in the Statutory Accident Benefits Schedule (SABS)? *
Provide a full description of the accident benefits that you are seeking repayment for. If you have multiple claims that fall within the same accident benefit category, please separate your claims by pressing the "Add Benefit" button.
Income Replacement
Is the Insurance Company claiming a repayment of benefits? *
Time Period in Dispute:
Is the Insurance Company claiming interest? *
Non-Earner
Is the Insurance Company claiming a repayment of benefits? *
Time Period in Dispute:
Is the Insurance Company claiming interest? *
Caregiver Benefit
Is the Insurance Company claiming a repayment of benefits? *
Time Period in Dispute:
Is the Insurance Company claiming interest? *
Attendant Care Benefit
Is the Insurance Company claiming a repayment of benefits? *
Time Period in Dispute:
Is the Insurance Company claiming interest? *
Medical Benefit
Is the Insurance Company claiming a repayment of benefits? *
Time Period in Dispute:
Is the Insurance Company claiming interest? *
Rehabilitation Benefit
Is the Insurance Company claiming a repayment of benefits? *
Time Period in Dispute:
Is the Insurance Company claiming interest? *
Case Manager Services Benefit
Is the Insurance Company claiming a repayment of benefits? *
Time Period in Dispute:
Is the Insurance Company claiming interest? *
Other Expenses
Lost Educational Expense
Is the Insurance Company claiming a repayment of benefits? *
Time Period in Dispute:
Is the Insurance Company claiming interest? *
Expense of Visitors
Is the Insurance Company claiming a repayment of benefits? *
Time Period in Dispute:
Is the Insurance Company claiming interest? *
Damage to clothing, glasses, hearing aids etc.
Is the Insurance Company claiming a repayment of benefits? *
Is the Insurance Company claiming interest? *
Housekeeping and Home Maintenance
Is the Insurance Company claiming a repayment of benefits? *
Time Period in Dispute:
Is the Insurance Company claiming interest? *
Cost of Examination
Is the Insurance Company claiming a repayment of benefits? *
Is the Insurance Company claiming interest? *
Death Benefit
Is the Insurance Company claiming a repayment of benefits? *
Deceased Name
Is the Insurance Company claiming interest? *
Funeral Expense
Is the Insurance Company claiming a repayment of benefits? *
Deceased Name
Is the Insurance Company claiming interest? *
Other Dispute
Is the Insurance Company claiming a repayment of benefits? *
Time Period in Dispute:
Is the Insurance Company claiming interest? *
Documents List
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Documents List (This section must be completed) *
It is expected that the Claimant and the Insurance Company have exchanged key documents prior to the filing of an Application.
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Acknowledgement
Read carefully then check each box to confirm the statement and sign and date the form.
I have served a copy of all the above pages of this form and all additional attached documents to the Claimant and the  Claimant’s representative. I have attached a completed 'Certificate of Service' to this form as proof of service of the documents on the Claimant. (Blank 'Certificate of Service' forms are available on the Tribunal's website attribunalsontario.ca/lat/*
Insurer
 *
 *
 *
Insurer’s Representative
The Licence Appeal Tribunal collects the personal information requested on this form under section 3 of the Licence Appeal Tribunal Act, 1999 and under the Insurance Act.  This information will be used in the dispute resolution process for accident benefits. After an appeal is filed, all information may become available to the public. Any questions about this collection may be directed to the Licence Appeal Tribunal at 416-326-1356 or toll-free at 1-888-444-0240.
Send the completed form to the Licence Appeal Tribunal at the address noted below. Keep an additional copy of the completed form for yourself.
Mail your form to:Automobile Accident Benefits Service (AABS)Licence Appeal Tribunal (LAT)15 Grosvenor Street, Ground Floor,Toronto ON  M7A 2G6
For additional information, please visit the Automobile Accident Benefits Service website at tribunalsontario.ca/lat/ or call the Licence Appeal Tribunal at 416-326-1356 or toll-free at 1-888-444-0240. If you are using a TTY device you can call us at  416-916-0162 or TTY toll-free at 1-800-855-0511.
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This page is not part of your disclosure to the other parties. Submit this page to the Tribunal only.         
Payment Information
•         Payment of $106 must be submitted with this form in one of the acceptable formats below.
•         The filing fee is per application.
•         Money Orders, Bank Drafts and Certified Cheques must be made payable to the Minister of Finance.
Acceptable Methods of Payment:
If you are filing your appeal …
You must pay by ...
by fax
credit card
by mail or courier
credit card certified cheque money order bank draft
I am paying my $106 filing fee by:
1 If you are paying by credit card, you must provide the following information:
For Licence Appeal Tribunal Office Use Only:
11.0.0.20130303.1.892433.887364
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