Splinting Initial Assessment
	(Surname)
[Surname]
	(First Name)
[FirstName]
	Claim Number
[Claim#]
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P.O. BOX 2415
EDMONTON, AB  T5J 2S5
FAX: 780-427-5863
1-800-661-1993
	C1170
OCCUPATIONAL THERAPY SERVICES
Splinting Initial Assessment




	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)
     



	GENERAL



Referral Questions

     

Why Is a Splint Required?

     

	RECOMMENDATIONS



Specify What Splint was Recommended

     

Other Recommendations (home exercise program, specific wearing protocol, etc.)
 
     

Case conference date:       (yyyy/mm/dd)

Re-assessment recommended?	|_| Yes	|_| No

If yes, re-assessment date:       (yyyy/mm/dd)

Rationale for re-assessment:      

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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