OT General Assessment
	(Surname)

	(First Name)

	Claim Number




	[image: ]



P.O. BOX 2415
EDMONTON, AB  T5J 2S5
FAX: 780-427-5863
1-800-661-1993
	C1260
OCCUPATIONAL THERAPY SERVICES
Specialized Assessment

	WORKER DETAILS
	Provider’s Reference Number
          
	WCB Claim Number


	Surname

	First Name and Initial

	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.



REFERRAL QUESTIONS AND ASSESSMENT DESCRIPTION
 
Details; If none, enter “N/A”


RECOMMENDATIONS

	Recommendation
	Rationale
Must be supported by evidence-based clinical reasoning
related to compensable injury.
	Recommendation Approved by CM:

	If none, enter “N/A”
	Details; If none, enter “N/A”
	☐ Yes	☐ No

	If none, enter “N/A”
	Details; If none, enter “N/A”
	☐ Yes	☐ No

	If none, enter “N/A”
	Details; If none, enter “N/A”
	☐ Yes	☐ No

	If none, enter “N/A”
	Details; If none, enter “N/A”
	☐ Yes	☐ No


	
	Re-assessment recommended:	☐ Yes	☐ No	☐ N/A
	Re-assessment date:  Date/TBD/N/A

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



Case Conference Date:  Select date


BACKGROUND INFORMATION

Brief History

Details; If none, enter “N/A”

Physical and Functional Assessment

Details; If none, enter “N/A”

	Worker’s Height:            inches
	Worker’s Weight:            lbs




ASSESSMENT FINDINGS OR SERVICE UPDATES

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)





PHOTOS (IF APPLICABLE)


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