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CC:  WCB (PT Consultant)        CLINIC TREATING PHYSICIAN
THIS DOCUMENT MAY BE EXAMINED BY ANY PERSON WITH DIRECT INTEREST IN A CLAIM THAT IS UNDER REVIEW.

WCB  Claim Number

Worker's Surname First Name Initial

HOSPITAL HAND CLINIC STATUS REPORT

Address Street City/Town  Province 

Clinic Name

REV APR 2005

Subjective:

ADL/Function:

Objective  (skin / open wounds / scar / colour / temperature / hydrosis):

Circumference  R/L (cm): D5D4D3D2D1

/////

/////

Box 2415
Edmonton AB  T5J 2S5
Fax: (780) 427-5863

1-800-661-1993

Sensation:
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C830 Progress
C831 Discharge

Des: Date of Exam

Digits:  Injured  R or L  AROM  (EX / FL)

Opposition:  R L

D1

AROM

PROM

L MP (EX / FL) L IP (EX / FL) TROMR MP (EX / FL) R IP (EX / FL) TROM

Closure Patterns

Flat Fist

Hook

Full Fist

Comments / Observation:

Edema/Volumeter:  R L

VAS      /10     (Describe)

DIP TAM

Digits:  Injured  R or L  PROM  (EX / FL)

TPM

Postal Code Date of Accident (Year / Month / Day)

Date of Birth (Year / Month / Day)

Personal Health NumberClinic Billing Number

Date of Exam (Year / Month / Day)Telephone Number

(            )
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AROM/PROM

Shoulder: FF

ABD

IR

ER

Elbow: EX

FL

PRO

SUP

Wrist: EX

FL

RAD DEV

UL DEV

Strength
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/
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/

/

/

/

/

/

/

CMC ABD L

CMC EXT L

CMC ABD R

CMC EXT R

Strength: R (kg) AV. L (kg) Av.
Grip - Jamar  (5 Positions) 1

Key

Tripod

2

3

4

5

Tip

TPMTAM
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/
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D2

D3

D4

D5

D2

D3

D4

D5



Plans:

 Describe work capability at present: (Refer to definitions on back)

WCB  Claim NumberWorker's Surname First Name Initial

REV APR 2005

Change in diagnosis

Job Requirements/
Treatment Goals

(if changed since
assessment)

Can modified/alternate
work be performed?

Work Restrictions

If Yes, 

SedentaryLightMediumHeavyVery Heavy

Yes No

Permanent Temporary

Yes No Not Applicable

Describe:

Discharge Status
Has the worker completed:

Is the Worker working at time of discharge?

Note:

UnknownNoYes
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If yes, specify
Yes No

Sedentary Light Medium Heavy Very Heavy Not Capable

Further Treatments Required Any complicating factors affecting recovery:
If yes, describe:

Number of weeks
NoYes Yes No

AFRAcute

Tinel's:
-ve+ve

Phalen's
-ve+ve

EMG Testing If yes, Date
Yes No

(Year / Month / Day)

Employment Status (check one only)

Employment / Pre-Accident Level

Employment / Modified Level
Not Employed / Capable of 
Pre-Accident Level
Not Employed / Capable of
Modified Level

Further Investigation / Treatment
Discharged due to 
Non-Compliance/Non-Attendance

Other

Analysis/Problems/Response to Treatment:

Therapist(s) Signature: Print Name(s):

Therapist(s) Fax Number

(            )

Therapist(s) Telephone Number

(            )

PT

OT

Goals: Time Frames

PT

PT

OT

OT

Methodology

Neural Tension

Median
At what ROM-ve +ve

Ulnar
At what ROM-ve +ve

Radial
At what ROM-ve +ve

ICD
(Diag Codes)

TREATMENT DATES (MONTH/DAY)

1

2

3

4

sun mon tues wed thur fri satwk

If no, does the worker have 
a job to return to? NoYes

Is the worker
currently working? NoYes

Treatment completed:
NoYes


