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Box 2415
Edmonton, AB T5J 2S5
Fax: 780-427-5863
1-800-661-1993
	C1176 Home Equipment Assessment
OCCUPATIONAL THERAPY SERVICES


	WORKER DETAILS
	Provider’s reference number
          
	WCB claim number
[Claim#]

	Surname
[Surname]
	First name and initial
[FirstName]
	Date of birth (yyyy/mm/dd)
          

	Assessment date (yyyy/mm/dd)
          
	Report date (yyyy/mm/dd)
          
	Date of accident (yyyy/mm/dd)
          



	Compensable conditions 
          

	Non-compensable conditions impacting return to work 
          



	Service delivery
☐  In person	☐  Virtual*
*An evaluation was completed via telehealth.  Informed verbal consent was obtained from this patient to communicate and provide 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.



Home equipment assessment:
· [bookmark: _Hlk134720147]Please provide recommendations for equipment/aids, strategies/education based on the WCB compensable injury, that will allow the worker to maintain independence or improve function with activities of daily living. 
· Clinical recommendations are to be made in relation to the compensable injury accepted under the claim.
· Reporting and recommendations should not include opinions on injury compensability or benefit entitlement. 
· This report will be referenced by the WCB claim owner who will use policy to determine eligibility for equipment.

REFERRAL QUESTIONS

Details; If none, enter “N/A”

Recommendations for equipment/aids:
· Based on objective clinical findings and worker needs in relation to the compensable injury, not on subjective reporting.
· Please discuss your recommendations with the claim owner prior to report submission. If unable to contact the claim owner after five (5) days, please submit the report to meet contract guidelines.
· If you cannot reach the claim owner directly, please call the WCB contact center at 1-866-922-9221. 

Assessment discussed with claim owner prior to submitting: ☐ Yes   ☐ No
Case conference date:  Select date
Details of case conference: Details; If none, enter “N/A”


RECOMMENDATIONS
*Please only list activities the worker requires assistance with.  

	Activity/
recommendation
Equipment & Strategies to promote independence/ improve function
	Related to
compensable
injury
	Is this a replacement
item
	Rationale
Must be supported by evidence-based clinical reasoning
related to compensable injury
	Measurements where applicable e.g. grab bars, railings

	If none, enter “N/A”



	Select one
	Select one
	Details; If none, enter “N/A”
	          

	If none, enter “N/A”
	Select one
	Select one
	Details; If none, enter “N/A”
	          

	If none, enter “N/A”
	Select one
	Select one
	Details; If none, enter “N/A”
	          

	If none, enter “N/A”
	Select one
	Select one
	Details; If none, enter “N/A”
	          

	If none, enter “N/A”
	Select one
	Select one
	Details; If none, enter “N/A”
	          



Summarize all recommendations in this table, including your clinical rationale for each.
· Briefly explain how the assistive devices or equipment are related to the compensable condition and improving function.
· Delete any unused rows before submitting.

	Re-assessment recommended:	☐ Yes	☐ No	☐ N/A

	Rationale for re-assessment:  Details; If none, enter “N/A”




BACKGROUND INFORMATION

Brief history

Details; If none, enter “N/A”

Physical and functional assessment

Comments on functional limitations should be based on the accepted restrictions for the compensable injury and observation of the worker performing tasks and not on subjective reports only. 

Details; If none, enter “N/A”

	Worker’s height:            inches
	Worker’s weight:            lbs



Aids currently used

	Aid
	
Related to compensable injury

	Related activity

	          
	          
	Briefly describe how/why aid is used

	          
	          
	Briefly describe how/why aid is used

	          
	          
	Briefly describe how/why aid is used

	          
	          
	Briefly describe how/why aid is used



Living situation

	Type of residence: Select one
	If other, specify:  If none, enter “N/A”

	Ownership: Select one
	Living arrangement: Select one



Support

	Does the worker have a caregiver?
	☐ Yes	☐ No

	If yes, describe the assistance received: Details; If none, enter “N/A”

	Describe any issues with care-giver assistance: Details; If none, enter “N/A”

	Does the worker receive assistance from family or friends?
	☐ Yes	☐ No

	If yes, describe the assistance received: Details; If none, enter “N/A”

	Did they receive this level of assistance prior to them being injured?
	☐ Yes	☐ No

	If no, provide details of what has changed: Details; If none, enter “N/A”



Family situation

	Does the worker have children?
	☐ Yes	☐ No

	If yes, list their age(s):           

	Are the children dependent?
	☐ Yes	☐ No

	If yes, who provides daily childcare?           





ADDITIONAL INFORMATION

Details; If none, enter “N/A”


[bookmark: _Hlk83288732]REPORTING TIMELINE
	Was this report completed and submitted within five (5) business days:
	☐ Yes	☐ No

	If no, provide details as to why:           




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

	          
	
	          
	
	          

	Therapist’s name
Occupational therapist
	
	Telephone number
	
	Date (yyyy/mm/dd)


Home Equipment Assessment
	(Surname)
[Surname]
	(First Name)
[FirstName]
	Claim number
[Claim#]




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