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P.O. BOX 2415
EDMONTON, AB T5J 2S5
FAX: 780-427-5863
1-800-661-1993
	C1147
PSYCHOLOGY SERVICES
Counselling Extension Report

	WORKER DETAILS
	Legal Gender
☐ Female    ☐ Male
	WCB Claim Number
[Claim#]

	Surname
[Surname]
	First Name and Initial
[FirstName]
	Date of Birth (yyyy/mm/dd)
          

	Address 
          
	City/Town
          
	Province
          
	Postal Code
          
	Worker Telephone Number
          




EMPLOYER DETAILS
	Employer Name 
          

	  City
          
	Province
          




	Service Delivery
☐  In Person	☐  Virtual*
*For sessions completed via telehealth, informed verbal consent was obtained from this Worker to communicate care using virtual care and other communication tools.  This Worker has been explained the risks related to unauthorized disclosure or interception of personal health information and steps they can take to help protect their information.





ACCIDENT DETAILS
	Worker’s Job Title/Occupation:
          

	Date of Injury (yyyy/mm/dd)
          

	Does the worker feel the injury/condition developed over time?
☐ Yes    ☐ No

	Describe how and when the injury/condition occurred:
Details; If none, enter “N/A”






INJURY DETAILS
	Initial Counselling Session Date (yyyy/mm/dd)
          
	[bookmark: _Hlk115271878]Report Date (yyyy/mm/dd)
                 



Have you identified a working diagnosis or developed a clinical impression? ☐Yes    ☐No
	Describe:
Details; If none, enter “N/A”    




	Symptoms:
Details; If none, enter “N/A”    



	Objective findings:
 Details; If none, enter “N/A”   



	Post-accident – what treatment did the worker receive for their mental health?
Details; If none, enter “N/A”




Are you aware of any prior mental health conditions? ☐ Yes    ☐  No 
	Please provide any prior treatment(s) for mental health conditions:
Details; If none, enter “N/A”    





TREATMENT PLAN
Number of additional sessions requested:               Number of sessions completed:  


Rationale for Extension
	Details; If none, enter “N/A”





1. Based on the work-related injury, describe the impact of the psychological interventions and the client’s success using the strategies/skills provided on their ability to return to work (RTW). Please give one or two specific behavioral examples of treatment success




2. Describe areas that still need to be addressed for the work-related injury, including any current psychological barriers to RTW and an anticipated treatment end date.
 
	Details; If none, enter “N/A”









RETURN TO WORK DETAILS

	Will/has the worker miss(ed) work beyond the date of accident? ☐ Yes    ☐ No
Has the worker returned to work? ☐ Yes    ☐ No
If yes, date the worker returned to work:               
Does the worker need accommodations to support sustainable return to work? ☐ Yes    ☐ No




Please make a selection below as they relate to the injury:
	Regular Schedule            Choose an item.  
Regular Hours                 Choose an item.
Regular Duties                Choose an item.  
Safety Sensitive Work     Choose an item.
Regular Work Location    Choose an item.


	Describe accommodations made for any modified duties selected above:
Details; If none, enter “N/A”






When do you estimate the worker will be able to return to pre-accident work level?
	Date (yyyy/mm/dd)        
☐ Long term temporary restriction (>12 weeks)
☐ Permanent restrictions anticipated
☐ Unknown





Worker is in agreement with Return-to-Work Details? ☐ Yes     ☐ No
	Explain:
Details; If none, enter “N/A”




[bookmark: _Hlk115354948]

Identify/list modified work ideas you’ve discussed with the worker.  The claim owner will discuss these ideas with the employer.
	Describe:
Details; If none, enter “N/A”













	Name and Mailing Address to Whom Fee is Payable
        
	WCB Billing Number
  

	
	Report Completion Date (yyyy/mm/dd)
               

	
	☐ Report Fee (PPMR17)


	Telephone Number
     
	Provider’s Reference Number (optional)
    

	Fax Number/Email Address
    
	Provider Signature
    



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