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P.O. BOX 2415
EDMONTON, AB  T5J 2S5
FAX: 780-427-5863
1-800-661-1993
	C1313
OCCUPATIONAL THERAPY SERVICES
Reassessment

	WORKER DETAILS
	Provider’s Reference Number
          
	WCB Claim Number
[Claim#]

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

	Initial Assessment Date (yyyy/mm/dd)
          
	Reassessment 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.



SERVICE INFORMATION

Type of Reassessment

	☐ Ergonomic
	☐ New Vehicle Modification

	☐ Home Equipment
	☐ Personal Care Allowance

	☐ Home Maintenance
	☐ Seating/Pressure Mapping

	☐ Home Modification
	☐ Splinting

	☐ Housekeeping Allowance
	☐ Wheelchair

	☐ Other (Specify):            



Rationale for Reassessment

Details; If none, enter “N/A”


ASSESSMENT

General Recommendations from Initial Reassessment

Details; If none, enter “N/A”

Key Reassessment Findings

Details; If none, enter “N/A”


FURTHER RECOMMENDATIONS/PROPOSED CHANGES

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)
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REV MAY 2021	Page 1 of 3
THIS DOCUMENT MAY BE EXAMINED BY ANY PERSON WITH DIRECT INTEREST IN A CLAIM THAT IS UNDER REVIEW.

REV MAY 2021	Page 2 of 3
image1.png
Workers’
Compensation
Board - Alberta




