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P.O. BOX 2415
EDMONTON, AB T5J 2S5
FAX: 780-427-5863
1-800-661-1993
	C1473
HOME HEALTH CARE SERVICES (Long Term)
Discharge Report
 

	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)
          




Purpose of report:
To report the findings from the final home health visit. In this report, you will provide an update on the worker’s recovery status, as well as to the home health measures for which you provided in the initial assessment report (C1470).  You will provide a summary of the home health intervention provided, and the worker’s current status.

RETURN TO WORK INFORMATION
 
	Has this worker returned to work?
If yes, has this worker has returned to full time or part time hours?
	☐ Yes    ☐ No 
Select



Discharge Summary
 
This is based on compensable injury and activities of daily living performed prior to date of accident.

	Discharge date from initial assessment report:                             



DISCHARGE SUMMARY

Use the below categories to indicate goals achieved during home health intervention if recovered, improving, and/or unchanged. Please provide details if improving is selected:

	Functional Status & limitations (including pain scale, etc.)   
Details
	☐ Recovered ☐ Improving
☐ Unchanged
☐ N/A

	Bowel/bladder care (provider details)
Details
	☐ Recovered ☐ Improving
☐ Unchanged
☐ N/A

	Skin integrity/wounds/foot care (include clinical details such as size, odour, stage of wound)
Details
	☐ Recovered ☐ Improving
☐ Unchanged
☐ N/A

	Current medications (include name, dosage, and frequency)
Details
	☐ Recovered ☐ Improving
☐ Unchanged
☐ N/A

	Current equipment/adaptive aids (list all current equipment and describe any changes)
Details
	☐ Recovered ☐ Improving
☐ Unchanged
☐ N/A

	Behavior/mood (explain)
Details
	☐ Recovered ☐ Improving
☐ Unchanged
☐ N/A

	Cognition (explain)
Details
	☐ Recovered ☐ Improving
☐ Unchanged
☐ N/A

	Psychosocial (explain)
Details
	☐ Recovered ☐ Improving
☐ Unchanged
☐ N/A

	Nutrition/weight (explain)
Details
	☐ Recovered ☐ Improving
☐ Unchanged
☐ N/A

	Home environment (explain)
Details
	☐ Recovered ☐ Improving
☐ Unchanged
☐ N/A

	Safety concerns (explain)
Details
	☐ Recovered ☐ Improving
☐ Unchanged
☐ N/A




ADDITIONAL INFORMATION

	Has the worker had any short notice cancellations?
If so, explain:           	
	☐ Yes ☐ No

	Has there been any provider cancelled visits (whether short notice or with notice)?
If so, explain:              
	☐ Yes ☐ No

	Has the worker attended any follow ups or appointments this month?          
If so, explain:            
	☐ Yes ☐ No

	Does the client have any upcoming appointments?
If so, explain:              
	☐ Yes ☐ No

	Have there been any incidents to report?
If yes, was the claim owner notified at the time of incident?
Was an incident report completed and sent to claim owner & HCS?
	☐ Yes ☐ No
☐ Yes ☐ No
☐ Yes ☐ No

	Was there a need to review the responsibility form with the client?
If yes, was a copy sent to CM and to file?
	☐ Yes ☐ No
☐ Yes ☐ No
















	Name and Mailing Address to Whom Fee is Payable
        
	WCB Billing Number
  

	
	Report Completion Date (yyyy/mm/dd)
          

	
	☐ Report Fee (HM13B)


	Telephone Number
     
	Provider’s Reference Number (optional)
    

	Fax Number/Email Address
    
	RN’s Signature
    

































I hereby certify that the information contacted herein is complete, objective, and accurate to the best of my knowledge. If new objective evidence comes to file, this report may be amended. If you have any questions regarding the information or would like to discuss, please contact the undersigned.


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