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P.O. BOX 2415
EDMONTON, AB  T5J 2S5
FAX: 780-427-5863
	1-800-661-1993
	C989
PROSTHETIC AND ORTHOTIC SERVICES
Prosthetist Assessment
Microprocessor Knee/Upper Extremity Myoelectric Device

	WORKER DETAILS
	WCB Claim Number
[Claim#]

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

	Referral Source Name and Title
     
	Referral Source Phone Number
     
	Date of Accident (yyyy/mm/dd)
     



	Provider’s Name and Title
     
	Provider’s Fax Number
     
	Provider’s Phone Number
     

	Date of Service (yyyy/mm/dd)
     
	Provider’s Billing Number
     
	Service Code
PRF01
	Provider’s Reference Number
     



Recommendations to achieve any criteria below, if not met

     

ASSESSMENT CRITERIA

	|_|  MICROPROCESSOR KNEE
	|_|   UPPER EXTREMITY MYOELECTRIC

	|_|  Left side	|_|  Right side
	|_|  Left side	|_|  Right side

	Met
|_|
	Worker is a through knee or above knee amputee.

	Met
|_|
	Worker is a total hand amputee.

	Comments:       

	Comments:       


	Met
|_|
	Worker is involved in activities requiring a high level of stance phase as well as efficient swing phase control during the course of a work day.
	Met
|_|

	Worker is involved in activities requiring a high level of hand use and dexterity and there are no reasons why the myoelectric device would limit his/her functioning in these activities (especially those needed for work).


	Comments:       

	Comments:       


	Met
|_|

	Worker is currently or has the potential to be an unlimited community ambulatory (Otto Bock Mobility Grade Level 3 or 4.)
	

	Comments:       

	



	Met
|_|

	In my opinion, the worker has the living situation and cognitive ability to use and take proper care of the device.


	Comments:       
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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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