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Box 2415
Edmonton, AB  T5J 2S5
Fax: 780-427-5863
1-800-661-1993
	C589 Personal Care 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.



Personal Care Assessment:
· Worker independence is a key objective. 
· The purpose of the Personal Care Assessment is to determine a worker’s functional ability, personal care, and adaptive equipment needs relative to their work-related injury.
· [bookmark: _Hlk134720147]Please provide recommendations for equipment/assistive devices, strategies/education, and/or supports based on the WCB compensable injury, that will allow the worker to maintain independence with self-care and home management activities.
· 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 or other assistance.


REFERRAL QUESTIONS

Details; If none, enter “N/A”

RECOMMENDATIONS

Recommendations for assistive equipment/assistive devices or additional support:
· Recommendations are to be 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”

	



*Please only list activities the client requires assistance with
	Activity/recommendation
Equipment, strategies/education or support to promote independence
	Level of assistance required
after recommendation
	Approximate
amount of time
required

	Related to compensable injury
	Rationale
Must be supported by evidence-based clinical reasoning
related to compensable injury

	If none, enter “N/A”
	Level of assistance required	Time required (minutes)	Select one
	Details; If none, enter “N/A”

	If none, enter “N/A”
	Level of assistance required	Time required (minutes)	Select one
	Details; If none, enter “N/A”

	If none, enter “N/A”
	Level of assistance required	Time required (minutes)	Select one
	Details; If none, enter “N/A”

	If none, enter “N/A”
	Level of assistance required	Time required (minutes)	Select one
	Details; If none, enter “N/A”



If other, please explain: 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.
· Delete any unused rows before submitting.
· If known, please include the name and model numbers of equipment.

	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 activities of daily living and not on subjective reports only (whenever possible)

Details; If none, enter “N/A”

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

	Consistency between functional level and compensable injury/disability?
	☐ Yes	☐ No

	If no, explain:  Details; If none, enter “N/A”



Aids currently used

	Aid
	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

	          
	Briefly describe how/why aid is used



List all aids the worker is currently using related to their compensable injury only. For larger items, note the make, model, year it was provided, and the condition of the equipment.

Living situation

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

	Ownership: Select one
	Living arrangement: Select one

	Does the worker have children?
If yes, list their age(s):           
	☐ Yes	☐ No

	Are the children living in the home dependent?
If yes, who provides daily childcare?           
	☐ Yes	☐ No



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”




ACTIVITIES OF DAILY LIVING

Toileting

Bowel routine

	Independence:  Select one
	Incontinence:  Select one           
	Occurrence:  Select one

	Specify type of assistance required:  Details; If none, enter “N/A”



Bladder routine

	Independence:  Select one
	Incontinence:  Select one           
	Occurrence:  Select one

	Catheter use:  ☐ No	☐ Yes; Describe: Include frequency and type; If none, enter “N/A”

	Specify type of assistance required:  Details; If none, enter “N/A”



Menstrual care

	Independence:  Select one

	Specify assistance required:  Include frequency and time required; If none, enter “N/A”



Mobility/hygiene and skin care/dressing/meal preparation 
* Please only list activities the client requires assistance with

	Activity/recommendation
Equipment, strategies/education or support to promote independence
	
Level of assistance required after recommendation
	
Amount of time 
required
	
Related to compensable injury
	Rationale
Must be supported by evidence-based clinical reasoning
related to compensable injury

	If none, enter “N/A”
	Level of assistance required	Time required (minutes)	Select one
	Details; If none, enter “N/A”

	If none, enter “N/A”
	Level of assistance required	Time required (minutes)	Select one
	Details; If none, enter “N/A”

	If none, enter “N/A”
	Level of assistance required	Time required (minutes)	Select one
	Details; If none, enter “N/A”

	If none, enter “N/A”
	Level of assistance required	Time required (minutes)	Select one
	Details; If none, enter “N/A”



Comment on tissue or skin integrity issues:  Details; If none, enter “N/A”

INSTRUMENTAL ACTIVITIES OF DAILY LIVING 

Transportation
	Form of transportation: Select one
	If other, specify:  If none, enter “N/A”

	Vehicle ownership: Select one
	Describe vehicle:  Year, make, model. If none, enter “N/A”

	Are there modifications to the vehicle because of the compensable injury?
	☐ Yes	☐ No

	If yes, describe modifications:            

	Transportation needs:  e.g., work, leisure, appointments, shopping. If none, enter “N/A”

	Is the worker independent in taking public transportation?
	☐ Yes	☐ No

	If no, describe how this is related to their compensable injury:            

	Has their transportation changed since their work-related injury?
	☐ Yes	☐ No

	If yes, describe the changes:           



Banking/legal affairs

	Activity/recommendation
Equipment, strategies/education or support to promote independence
	
Level of assistance required after recommendation
	
Amount of time 
required
	
Related to compensable injury
	Rationale
Must be supported by evidence-based clinical reasoning
related to compensable injury

	If none, enter “N/A”
	Level of assistance required	Time required (minutes)	Select one
	Details; If none, enter “N/A”

	If none, enter “N/A”
	Level of assistance required	Time required (minutes)	Select one
	Details; If none, enter “N/A”

	If none, enter “N/A”
	Level of assistance required	Time required (minutes)	Select one
	Details; If none, enter “N/A”



Housekeeping activities

	Activity/recommendation
Equipment, strategies/education or support to promote independence
	
Level of assistance required after recommendation
	
Amount of time 
required
	
Related to compensable injury
	Rationale
Must be supported by evidence-based clinical reasoning
related to compensable injury

	If none, enter “N/A”
	Level of assistance required	Time required (minutes)	Select one
	Details; If none, enter “N/A”

	If none, enter “N/A”
	Level of assistance required	Time required (minutes)	Select one
	Details; If none, enter “N/A”

	If none, enter “N/A”
	Level of assistance required	Time required (minutes)	Select one
	Details; If none, enter “N/A”



What housekeeping activities did the worker perform prior to the injury?
Details; If none, enter “N/A”

What housekeeping activities were done by others (family, friends, hired out) prior to the worker’s injury?
Details; If none, enter “N/A”

Recreation

	Activity/recommendation
Equipment, strategies/education or support to promote independence



	
Level of assistance required after recommendation
	
Amount of time 
required
	
Related to compensable injury
	Rationale
Must be supported by evidence-based clinical reasoning
related to compensable injury

	If none, enter “N/A”
	Level of assistance required	Time Required (Minutes)	Select one
	Details; If none, enter “N/A”

	If none, enter “N/A”
	Level of assistance required	Time Required (Minutes)	Select one
	Details; If none, enter “N/A”

	If none, enter “N/A”
	Level of assistance required	Time Required (Minutes)	Select one
	Details; If none, enter “N/A”




MEDICAL OR PARA-MEDICAL REQUIREMENTS 

	Activity/recommendation
Equipment, strategies/education or support to promote independence
	
Level of assistance required after recommendation
	
Amount of time 
required
	
Related to compensable injury
	Rationale
Must be supported by evidence-based clinical reasoning
related to compensable injury

	If none, enter “N/A”
	Level of assistance required	Time required (minutes)	Select one
	Details; If none, enter “N/A”

	If none, enter “N/A”
	Level of assistance required	Time required (minutes)	Select one
	Details; If none, enter “N/A”

	If none, enter “N/A”
	Level of assistance required	Time required (minutes)	Select one
	Details; If none, enter “N/A”



E.g. Specify related tasks such as IV or medication administration, suppository/pericare, wound/skin care, and catheter/ostomy care.  

PSYCHOLOGICAL/COGNITIVE FUNCTIONING 

Mental status

Details; If none, enter “N/A”

Cognitive status

Details, i.e., objective observations of cognitive abilities. If none, enter “N/A”

	Worker oriented to person/place/time?
	☐ Yes	☐ No

	If no, describe:  Details; If none, enter “N/A”



	Activity/recommendation
Equipment, strategies/education or support to promote independence
	
Level of assistance required after recommendation
	
Amount of time 
required
	
Related to compensable injury
	Rationale
Must be supported by evidence-based clinical reasoning
related to compensable injury

	Planning and organizing
	Level of assistance required	Time required (minutes)	Select one
	Details; If none, enter “N/A”

	Comprehension
	Level of assistance required	Time required (minutes)	Select one
	Details; If none, enter “N/A”

	Ability to initiate
	Level of assistance required	Time required (minutes)	Select one
	Details; If none, enter “N/A”

	Insight
	Level of assistance required	Time required (minutes)	Select one
	Details; If none, enter “N/A”

	Problem solving
	Level of assistance required	Time required (minutes)	Select one
	Details; If none, enter “N/A”

	Decision making
	Level of assistance required	Time required (minutes)	Select one
	Details; If none, enter “N/A”

	Attention/Concentration
	Level of assistance required	Time required (minutes)	Select one
	Details; If none, enter “N/A”

	Other (Specify):           
	Level of assistance required	Time required (minutes)	Select one
	Details; If none, enter “N/A”



	Are there safety concerns?
	☐ Yes	☐ No

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

	Is supervision required?
	☐ Yes	☐ No

	If yes, describe:  Include level of supervision; If none, enter “N/A”

	Is the worker capable of self-managed care?
	☐ Yes	☐ No

	If yes, describe:  Indicate additional training or community support needed; If none, enter “N/A”

	If no, describe:  Indicate if and why worker needs to be monitored; If none, enter “N/A”



Communication

	Activity/recommendation
Equipment, strategies/education or support to promote independence
	
Level of assistance required after recommendation
	
Amount of time 
required
	
Related to compensable injury
	Rationale
Must be supported by evidence-based clinical reasoning
related to compensable injury

	Speech
	Level of assistance required	Time required (minutes)	Select one
	Details; If none, enter “N/A”

	Word finding
	Level of assistance required	Time required (minutes)	Select one
	Details; If none, enter “N/A”

	Writing
	Level of assistance required	Time required (minutes)	Select one
	Details; If none, enter “N/A”

	Reading
	Level of assistance required	Time required (minutes)	Select one
	Details; If none, enter “N/A”

	Computer literacy
	Level of assistance required	Time required (minutes)	Select one
	Details; If none, enter “N/A”

	Other (Specify):           
	Level of assistance required	Time required (minutes)	Select one
	Details; If none, enter “N/A”



VOCATIONAL 

	Is the worker employed?
	☐ Yes	☐ No

	Is the worker engaged in productive behaviour (e.g., school volunteer, etc.)?
	☐ Yes	☐ No

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

	Is the worker interested in expanding their vocational options?
	☐ Yes	☐ No

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

	Is the worker attending classes?
	☐ Yes	☐ No

	If yes, describe:  Provide class/program details; If none, enter “N/A”

	Comment on any barriers to the above:  Details; If none, enter “N/A”



	Activity/recommendation
Equipment, strategies/education or support to promote independence
	
Level of assistance required after recommendation
	
Amount of time 
required
	
Related to compensable injury
	Rationale
Must be supported by evidence-based clinical reasoning
related to compensable injury

	Computer use
	Level of assistance required	Time required (minutes)	Select one
	Details; If none, enter “N/A”

	Smartphone use
	Level of assistance required	Time required (minutes)	Select one
	Details; If none, enter “N/A”

	Other (Specify):           
	Level of assistance required	Time required (minutes)	Select one
	Details; If none, enter “N/A”




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)





APPENDIX

Daily report

Please indicate general occurrences for each hour.  Include meals and amounts, bowel movements, sleep, procedures, therapies, recreation activities, baths, bed changing, medical or behavioral events, and so forth.  There is room at the end to add comments or elaborate on an event.

	Time
	Activities
	Time
	Activities

	5:00 am
	          
	5:00 pm
	          

	6:00 am
	          
	6:00 pm
	          

	7:00 am
	          
	7:00 pm
	          

	8:00 am
	          
	8:00 pm
	          

	9:00 am
	          
	9:00 pm
	          

	10:00 am
	          
	10:00 pm
	          

	11:00 am
	          
	11:00 pm
	          

	12:00 pm
	          
	12:00 pm
	          

	1:00 pm
	          
	1:00 am
	          

	2:00 pm
	          
	2:00 am
	          

	3:00 pm
	          
	3:00 am
	          

	4:00 pm
	          
	4:00 am
	          



Comments:  Details; If none, enter “N/A”

Medication/medication management record

	Medication (incl. OTC)
	Dosage
	Frequency
	Doctor’s name and phone number

	          
	          
	          
	          

	          
	          
	          
	          

	          
	          
	          
	          

	          
	          
	          
	          

	          
	          
	          
	          

	          
	          
	          
	          



Comment on overall ability to management medication (include obtaining prescriptions, safety, compliance, abuse).

Details; If none, enter “N/A”

Examples of self-care activities 

Mobility – i.e., Stair ambulation. Worker has step leading from his back entrance into kitchen. Observed to hold the right-hand side of the wall and pull himself up to the edge of the door. Two grab bars were recommended to be installed on each side of the doorway to assist with stair ambulation.

Hygiene/skin care – i.e., Bathing. Worker has difficulty reaching portions of back as can only use right arm. A curved long handed sponge is recommended to assist with this activity.  

Dressing – i.e., Putting on shirt. Worker was able to put on and pull off shirt using right hand. However, he has difficulty fastening buttons and zippers. A button hook and zipper pull helper is recommended.

Meal preparation – i.e., Preparation of simple meals. Worker placed a jar underneath left armpit to attempt to twist the lid open with right hand. He had difficulty opening a can and was fully dependent on this task. A Robo Twist Can Opener and One Touch 5-in-1 Can Opener are recommended to assist with these tasks. 

Personal Care Assessment Report
	(Surname)

	(First name)

	Claim number





THIS DOCUMENT MAY BE EXAMINED BY ANY PERSON WITH DIRECT INTEREST IN A CLAIM THAT IS UNDER REVIEW.
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PHOTOS (IF APPLICABLE)
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