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	(Surname)
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	Claim Number
e.g., 123 4567
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P.O. BOX 2415
EDMONTON, AB  T5J 2S5
FAX: 780-427-5863
1-800-661-1993
	C1162
OCCUPATIONAL THERAPY SERVICES
Ergonomic Assessment



	WORKER DETAILS
	Provider’s Reference Number
Reference number for provider’s file system. If none, may be left blank.
	WCB Claim Number
e.g., 123 4567

	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 
1.  What is the work-related injury accepted under this claim?
2.  Does the worker have medical restrictions related to this claim?

	Non-Compensable Conditions Impacting Return to Work 
Are there conditions or injuries not accepted under this claim that will impact the worker’s ability to perform activities?
a.  Other WCB claims
b.  Other conditions or diseases unrelated to a WCB claim



	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.



An Ergonomic Assessment assesses a position or workstation to identify possible changes in the workplace or equipment to minimize the risk of injury. Recommendations may include  ergonomic accessories, work station set-up, safe work practices, job redesign and/or education on correct body mechanics. Proper ergonomics can prevent injury and reduce the costs associated with the work injury accepted under the claim.

If you think equipment may assist the Worker to become more independent, please discuss recommendations with the claim owner prior to discussing with the Worker and formally recommending in the report.

REFERRAL QUESTIONS
1. What is the purpose of the referral?
2. What information is the claim owner hoping to obtain?




RECOMMENDATIONS
When making recommendations please ensure the recommendations are directly related to the compensable work injury accepted under this claim. Please discuss the recommendations with the claim owner prior to finalizing the recommendations and reporting.

Please consider the following:
a. Ergonomic equipment
b. Workspace redesign
c. Worker education and correction of work habits

Please select any recommended items from Grand & Toy whenever possible. Provide the product name, model number and cost.
	Job Task
	Recommended Corrective Action
	Recommendation Approved by CM:

	E.g., Computer work
	An adjustable laptop stand is recommended for Worker as his current workstation setup is promoting excessive cervical flexion, and thus would need to be raised to allow for neutral cervical posture. Below is an example of such a stand.
Safco Heigh-Adjustable Laptop Stand. Product #2180BL.
Grand & Toy
	☐ Yes	☐ No

	If none, enter “N/A”
	Details; If none, enter “N/A”
	☐ Yes	☐ No

	If none, enter “N/A”
	Details; If none, enter “N/A”
	☐ Yes	☐ No

	If none, enter “N/A”
	Details; If none, enter “N/A”
	☐ Yes	☐ No



	Re-assessment recommended:	☐ Yes	☐ No	☐ N/A
	Re-assessment date:  Date/TBD/N/A

	Rationale for re-assessment:  Details; If none, enter “N/A”
 
E.g., follow-up once new office chair has been delivered to educate on chair features and adjust for the client



Case Conference Date:  Select date


BACKGROUND INFORMATION

Brief History
Details; If none, enter “N/A”
 	
No more than one brief paragraph outlining the following:
· Date of accident
· Mechanism of injury
· Diagnostic testing
· Surgeries
· Any previous treatment

Physical and Functional Assessment
	
Details; If none, enter “N/A”
 	

Comment on physical limitations which could affect task performance (e.g., muscle strength, range of motion, sensation, vision, hearing, communication, balance, tone, respiration, circulation, etc.). Comments on functional limitations should be based on observation of the worker performing activities of daily living and not on worker subjective reports only (whenever possible). Worker’s anthropometric measurements can be entered below.

	Worker’s Height:            inches
	Worker’s Weight:            lbs





Ergonomic Participants

 
Identify who participated in the ergonomic assessment and the location of the assessment (i.e. home office or worksite).

JOB DESCRIPTION

Overview of Job and Critical Job Demands

 
Start with a brief introduction which includes the job title and information on the Worker’s hours and shifts, amount of time per day spent on any given task. Also include a description of the job (reader must have a good idea what the job is). What does the Worker’s work cycle look like? (e.g. loading truck first two hours, 6 hours driving and unloading the truck, post trip inspection and maintenance). 

ERGONOMIC ASSESSMENT

	Job Task
	Risk Factor

	E.g., Computer based tasks – writing reports, mouse work, keyboarding, emails, and virtual meetings. 60% of the day “active” keyboard use. 
	Prolonged computer use without neutral positioning of arms, wrists and hands.

	          
	          

	          
	          

	          
	          

	          
	          

	          
	          



	[bookmark: _Hlk93333399]Location of Assessment	☐ Home Office	☐ Worksite




Workplace Measurements and Design

Details; If none, enter “N/A”
 	
A brief description of the workstation and tasks performed at the workstation and the height of workstation/compared to Worker’s anthropometric measurements.

E.g., Client currently works at a standard shaped desk in his home office. The following are worksite measurements obtained through the assessment. All measurements were taken from the floor level.  

	
	Current (inches)
	Recommended (inches)

	Seat Height
	19
	19

	Arm Rest Height
	26
	25

	Monitor Height
	48
	49 

	Desk Height
	
	

	Seated Elbow, Eye Height
	
	

	Keyboard/mouse Height from floor
	
	



[bookmark: _Hlk83288732]REPORTING TIMELINE
	Was this report completed and submitted within five (5) business days:
	☐ Yes	☐ No

	If no, provide details as to why:   details        




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)




PHOTOS (IF APPLICABLE)

Include photos to support your recommendations, if applicable, and provide a brief description. 

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