Hand Therapy Discharge Report
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[Surname]
	(First Name)
[FirstName]
	Claim Number
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P.O. BOX 2415
EDMONTON, AB  T5J 2S5
FAX: 780-427-5863
1-800-661-1993
	C1169
OCCUPATIONAL THERAPY SERVICES
Hand Therapy Discharge Report 




	WORKER & PLAN DETAILS

	WCB Claim Number
[Claim#]

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

	Referral Date (yyyy/mm/dd)
     
	Assessment Date (yyyy/mm/dd)
     
	Date of Accident (yyyy/mm/dd)
     



	Provider’s Name
     
	Telephone Number
     
	Provider Reference Number
     



	Compensable Conditions (based on referral form)
     

	Non Compensable Conditions Impacting Return to Work (based on referral form)
     



	Number of Interventions Since Last Report
     



	RETURN TO WORK DETAILS



Currently Working:	|_| Yes	|_| No

Can the Worker Perform Modified or Alternative Duties?	|_| Yes	|_| No

If, yes – specify work capability:      

Current Functional Level (if known)

	|_| Limited
	|_| Light
	|_| Medium
	|_| Heavy



Are there any Specific Tasks that should be Avoided?

	Workplace Accommodations
	Work Task Accommodations

	|_| Working with/around machinery
|_| Working at heights
|_| Walking on uneven terrain
|_| Work environment (noise/distractibility, smells)
|_| Working in/around water
|_| Other 
	|_| Work hours
|_| Work: Rest cycle 
	      min :       min
|_| Supervision requirements
|_| Partnered work/extra worker
|_| Checklists for complex tasks
|_| Other 



Are there any Other Factors that are Affecting Recovery?

     

	TREATMENT UPDATE



	Goal:
	     

	Action Plan:
	     

	Status:
	     



	Goal:
	     

	Action Plan:
	     

	Status:
	     



	Goal:
	     

	Action Plan:
	     

	Status:
	     



If you have any questions regarding the information or would like to discuss, please contact the undersigned.

	     
	
	     
	
	     

	Provider’s Name
	
	Telephone Number
	
	Date (yyyy/mm/dd)



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