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P.O. BOX 2415
EDMONTON, AB  T5J 2S5
FAX: (780) 427-5863
1-800-661-1993
	C1416
PSYCHOLOGY SERVICES 
Family Member/Joint Treatment Extension Request 



NOT TO BE PLACED ON CLAIM FILE

	WORKER REFERRAL DETAILS
	WCB Claim Number
[Claim#]

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

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

	Family Member’s Surname
     
	Family Member’s First Name
     
	Relationship of Family Member 
     
	If a minor, please indicate age
     



	Service Delivery
☐ In Person	☐ Virtual*
*For sessions completed via telehealth, informed verbal consent was obtained from this Worker 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 DETAILS



Service Type

☐	Joint Worker-Family Member Counselling Support
☐	Family Member Counselling Support

	SESSION INFORMATION



	Dates of Completed Sessions:  Enter Dates of Sessions

	Total Number of Sessions Completed
	Enter Number of Sessions

	Total Number of Approved Sessions
	Enter Number of Sessions

	Number of Additional Sessions Requested
	Enter Number of Sessions



	TREATMENT DETAILS



Psychosocial Measures
Family Member/Joint Treatment Extension Request
	(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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	Measure
	Initial Status
	Current Status
	Interpretation

	     
	     
	     
	     

	     
	     
	     
	     



Summary of Services and Client Progress


	Goal
	Treatment provided
	Describe progress
	Percentage Met in Goal Overall

	     
	Insert treatment modality	Update progress	     

	     
	Insert treatment modality	Update progress	     

	     
	Insert treatment modality	Update progress	     




Brief overview on accomplishments and progress during treatment including the worker and therapist observations and objective measures. 

Please explain describe brief progress update

How do the treatment goals assist the worker and/or their family member to address barriers related to the worker’s injury or rehabilitation?

     

Care Plan 

Please explain why additional sessions are required. Include the anticipated outcome from additional sessions and the plan to taper/conclude counselling support as progress is made

	
Name and Mailing Address of Provider
     
	WCB Billing Number
     

	
	Date of Request (yyyy/mm/dd)
Date

	
	For payment of this report fee please invoice on C1227 (Psychologist or RCSW) or C1388 (MSW)



	Telephone Number
     
	Provider’s Reference Number (optional)
     

	Fax Number/Email Address
     
	Provider Signature




PLEASE SEND TO PSYCHOLOGY CONSULTING SERVICES FOR REVIEW AND FILING:


Workers’ Compensation Board - Millard Health 
131 Airport Road Edmonton, AB T5G 0W6
Or Fax to 780-498-3211
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