Workers'
Compensation
Board

C829

Alberta

HOSPITAL HAND CLINIC ASSESSMENT REPORT

Edmonton AB  T5J 285 WCB Claim Number
Fax (780) 427-5863
1-800-661-1993 Clinic Billing Number Clinic Name Personal Health Number
\ \ \ \ \ \ I N \ \ \
Worker's Surname First Name Initial Date of Birth (Year/Month / Day)
| | | | | | |
Address Street City/Town Province
Postal Code Telephone Number Occupation N O C Code
I el N ( 1 _
If yes, specify Diagnosis
Fractures: D Yes D No
Amputations D Yes D No Dominant Hand D Left D Right
Strength R AROM/PROM L Digits: Injured R or L AROM PROM (EX/FL)
MP PIP DIP TAM TPM
/ / Shoulder: FF / D2 / / /
/ / ABD / D3 / / /
/ / IR / D4 / / /
/ / ER / D5 / / /
/ / Elbow: EX / Digits: Uninjured R or L AROM PROM (EX/FL) TAM TPM
/ / FL / D2 / / /
/ / PRO / D3 / / /
/ / SUP / D4 / / /
/ / Wrist: EX / D5 / / /
/ / FL / D1 |RMP(EX/FL)!| RIP (EX/FL) TROM L MP (EX/FL)|LIP (EX/FL) TROM
/ / UL DEV / AROM / / / /
/ / RAD DEV / PROM / / / /
Closure Patterns CMC ABD R CMC ABD L
Flat Fist CMC EXT R CMC EXT L
Hook Opposition: R L Edema/Volumeter: R L
Full Fist
Comments / Observation:
VAS /10 (Describe)
Circumference R/L (cm) D1 D2 D3 D4 D5
/ / / / /
/ / / / /
Strength: R (kg) AV. L (kg) Av.
Grip - Jamar (5 Positions) 1
2
3
4
5
Key
Tripod
Tip

ADL / Function:

THIS DOCUMENT MAY BE EXAMINED BY ANY PERSON WITH DIRECT INTEREST IN A CLAIM THAT IS UNDER REVIEW.
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Worker's Surname

First Name

Initial WCB Claim Number

Sensation:

EMG Testing If yes, Date

(Year / Month / Day) |

DYes |:| No

Phalen's D e D-ve

| Tinel's: D e D e

Neural Tension

Median Ulnar
[ Jve [ ]+ve atwhatrom

D -ve D +ve AtwhatROM ___

Radial
|:| -ve D +ve At what ROM

Goals: Methodology

Time Frames

PT

oT

PT

oT

PT

oT

PT

oT

Recommendation:
Is further treatment required D No, assessment only

D Yes, specify

[ ot

Community Services D PT
(requires review by PT consultant)

D Interdisciplinary Team

D Early Rehab

[ Jwac

D Further Medical Required D Return to work

(Investigation / Treatment)

Assessment Status:

D Interdisciplinary Team
Referral Source:

DWork Assessment Centre

DWCB PT Consultant

DOther

D Physician / Chiropractor

DEmployer

Date of Accident
(Year/ Month / Day) | | | | | |

Date of Referral
(Year / Month / Day) | | | | | | | |

Date of Assessment
(Year / Month / Day) | | | | | | | |

Was the Worker working at time
of assessment?

DYes D No

ICD (Diag Codes)

i ?
Does the Worker have a job to return to? D Yes D No D Unknown

Has the Worker had a similar
problem previously?

Surgery: DYes I:‘NO Date | |
[ | \

(Year / Month / Day)

D Yes D No D Unknown
If yes, is current treatment:

| | D Pre-Surgery D Post-Surgery
\

Is injury preventing the worker from performing
date of accident work? (full duties) D Yes D No

Any complicating factors Describe
affecting recovery: D Yes D No

Work Capability at Assessment
P y DVery Heavy D Heavy

[ |Medium [ |Light

D Sedentary D Not Capable

Job Requirements/
d DVery Heavy D Heavy

[ |Medium [ |Light

D Sedentary

Treatment Goals
Were job requirements confirmed by:

Case Worker Employer Job site visit Worker None
Check all that apply D D ploy D D D
Work Restrictions If Yes, Describe:

D Yes D No D Permanent D Temporary
Can modified/alternate Describe:

D Yes D No D Not Applicable

work be performed?

Therapist(s) Signature:

Print Name(s):

Therapist(s) Telephone Number

Therapist(s) Fax Number

C - 829 - 2004




