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OCCUPATIONAL THERAPY SERVICES
Pre- and Post-Accident Profile 




	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 client 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.



	SUMMARY



 Provide summary information here 

	ASSESSMENT



Description of Accident
	
	Self-Report 
	Claim File Documentation

	Report of accident:
	          	
	          



Inconsistencies between sources:	☐ Yes	☐ No
If yes, describe:           

Worker’s Medical Condition
	
	Pre-Accident 
	Post-Accident

	Based on self-report:
	          
	          

	Based on health records:
	          
	          

	Based on interview sources:
	          
	          




Inconsistencies between sources:	☐ Yes	☐ No
If yes, describe:           

Consistent differences between pre and post-accident medical condition:	☐ Yes	☐ No
	If yes, describe:           



Work/School Performance
	
	Pre-Accident 
	Post-Accident

	Based on self-report:
	          
	          

	Based on interview sources:
	          
	          



Inconsistencies between sources:	☐ Yes	☐ No
If yes, describe:           

Consistent differences between pre and post-accident work/school performance:	☐ Yes	☐ No
	If yes, describe:           

Social/Family/Home Behaviors
	
	Pre-Accident 
	Post-Accident

	Based on self-report:
	          
	          

	Based on interview sources:
	          
	          



Inconsistencies between sources:	☐ Yes	☐ No
If yes, describe:           

Consistent differences between pre and post-accident social/family/home behaviors:	☐ Yes	☐ No
	If yes, describe:           

Emotional Functioning
	
	Pre-Accident 
	Post-Accident

	Based on self-report:
	          
	          

	Based on interview sources:
	          
	          



Inconsistencies between sources:	☐ Yes	☐ No
If yes, describe:            

Consistent differences between pre and post-accident emotional functioning:	☐ Yes	☐ No
	If yes, describe:             

	SOURCES INTERVIEWED



 Details 

REPORTING TIMELINE
	Was this report completed and submitted within five (5) business days:
	☐ Yes	☐ No

	If no, provide details as to why:  Details 



[bookmark: _Hlk68683707]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)



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