P&O Prosthetist Request
	(Surname)
[Surname]
	(First Name)
[FirstName]
	Claim Number
[Claim#]



	[image: ]


P.O. BOX 2415
EDMONTON, AB  T5J 2S5
FAX: 780-427-5863
	1-800-661-1993
	C987
PROSTHETIC AND ORTHOTIC SERVICES
Prosthetist Request
Microprocessor or Myoelectric Device

	WORKER DETAILS
	WCB Claim Number
[Claim#]

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

	Date of Service (yyyy/mm/dd)
     
	Date of Request (yyyy/mm/dd)
     
	Date of Accident (yyyy/mm/dd)
     

	Referral Source Name and Title
     
	Referral Source Phone Number
     

	Referring / Treating Physician
     
	Physician Telephone Number
     
	Physician Fax Number
     



REQUEST DETAILS

	Part of body:       
	Side of body:       

	Type of device requested:       



Has a microprocessor/myoelectric device request been previously submitted for this Worker?
|_|  Yes	|_|  No		|_|  Unknown

List the main reasons why a microprocessor/myoelectric device is being requested for this Worker:
     

Why is the current or a body powered prosthetic not sufficient for this Worker?
     

Provide a brief known history of prior prosthetic devices, patterns of use and any past use issues (and ability to follow instruction/care):
     

Describe the Worker’s current socket tolerance:
     

Given the manufacturer’s guidelines, describe any potential barriers to full utilization (e.g., work environment factors, physical instability issues) of the microprocessor/myoelectric device for this Worker that you foresee.  In your opinion, what strategies would you recommend in overcoming these barriers?
     

Other comments:
     

P&O Service Information and/or Authorization Request
	(Surname)
[Surname]
	(First Name)
[FirstName]
	Claim Number
[Claim#]



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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	Provider's Name
Title
	
	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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