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FOR IMPLEMENTATION/CANCELLATION OF CONTRACT PAYMENTS TO SELF-EMPLOYED MEDICAL PRACTITIONERS

	PHYSICIAN INFORMATION

	Name:
INSERT Physician Name and Med Corp Name if applicable (if Med Corp clearly indicate name of physician)


	
	(a)
	(b)
	(c)

	WRHA Specialty:
	INSERT
	     
	     

	Sub Program:
	INSERT
	     
	     

	Site:
	INSERT
	     
	     

	Position Title:
	INSERT
	     
	     

	Position Number (PCN):
	INSERT
	     
	     

	Contract Duration:
	Start:  INSERT
	Start:       
	Start:       

	
	End:  INSERT
	End:       
	End:       

	
	
	
	

	# of Hrs/Annum &/or EFT:
	INSERT
	     
	     

	Yearly Payment per contract:
	$INSERT
	$     
	$     

	Annual Budget:
	$INSERT
	$     
	$     

	Annual Increases according to Physician Services Agreement (PSA):
	INSERT
	    
	     

	Payable To:
	INSERT
	     
	     

	
	
	
	

	New:
	 FORMCHECKBOX 
  New
	 FORMCHECKBOX 
  New
	 FORMCHECKBOX 
  New

	Renewal (same incumbent):
	 FORMCHECKBOX 
  Renewal.
	 FORMCHECKBOX 
  Renewal.
	 FORMCHECKBOX 
  Renewal.

	Replacement (new incumbent):
	 FORMCHECKBOX 
  Replacement for INSERT
	 FORMCHECKBOX 
  Replacement for      
	 FORMCHECKBOX 
  Replacement for      

	For Contract Terminations/Cancellation, complete the following:

	Termination/Cancellation:
	 FORMCHECKBOX 
 Terminate/Cancel
	 FORMCHECKBOX 
 Terminate/Cancel
	 FORMCHECKBOX 
 Terminate/Cancel

	Reason for Early Termination:
	INSERT
	     
	     

	Payment stop date:
	Date:  INSERT
	Date:       
	Date:       

	Payment restart date (if applicable): 
	Date:  INSERT
	Date:       
	Date:       


	AUTHORIZATION  

	AUTHORIZED BY (signature #1–WRHA authorized): 


	PRINT NAME:

INSERT
	DATE:
INSERT

	AUTHORIZED BY (signature #2– if required)

	PRINT NAME:

INSERT
	DATE:
INSERT

	VERIFIED BY PMAO:
	PRINT NAME:
	DATE:


�





MEDICAL REMUNERATION CONTRACT SUMMARY (MRCS)
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