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Return to Work Assessment 

MEDICAL STATUS EXAMINATION CONTRACT REFERENCE GUIDE


HC-775
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Occupational Therapy Services

CONTRACT REFERENCE GUIDE FOR REPORT FORM C1167, C1168 or C1169
(HAND ASSESSMENT AND REHABILITATION)

[bookmark: _GoBack]Service Description

The WCB claim owner has referred a worker who has suffered a hand injury for a hand assessment and possible treatment. Recommendations from the assessment are to be based on the work-related (compensable) injury; however, other factors that may be a barrier to rehabilitation should also be noted.

Reporting/Service Guidelines

1. The service provider will commence the assessment within five (5) working days from the date of referral.

2. The service provider will provide the completed Hand Assessment Report to the WCB within five (5) working days from the date of Assessment.

3. The report will address the criteria as outlined below, as well as specific issues and questions identified by the claim owner. The service provider should have a clear understanding of the worker’s medical history and compensable injury prior to initiating the assessment.

4. The report shall be typewritten.

5. Hand therapy treatment updates shall be provided to the claim owner every two (2) weeks following the initial hand assessment.

	Report Field:
WCB Claim Number


Content Expectations:

This is the seven-digit number used by the WCB to identify a worker’s claim for a specific condition (e.g. 439-8625).

	Report Field:
Worker Names


Content Expectations:

The full name of the worker using the following specific format:
a. Surname in mixed case (e.g. Canuck)
b. First name and middle initial (if any) in mixed case (e.g. Joseph S)

	Report Field:
Personal Health Number


Content Expectations:

The worker’s nine (9) digit health care number in the following format (e.g. 12345-6789)

	Report Field:
Date of Birth


Content Expectations:

The worker’s date of birth (yyyy/mm/dd format)

	Report Field:
Referral Date


Content Expectations:

The date that the referral is received by the provider (yyyy/mm/dd format)

	Report Field:
Assessment Date


Content Expectations:

The date of the assessment (yyyy/mm/dd format)

	Report Field:
Date of Accident


Content Expectations:

The date that the accident took place (yyyy/mm/dd format)

	
Report Field:
Provider’s Contact Name


Content Expectations:

The name of the provider who completed the assessment

	Report Field:
Telephone Number


Content Expectations:

The provider’s ten (10) digit phone number (e.g. 403-725-4432)

	Report Field:
Provider Reference Number


Content Expectations:

The provider’s internal file number

	Report Field:
Compensable Conditions (based on referral form)


Content Expectations:

1. What is the work related injury accepted under this claim?

2. Does the worker have medical restrictions related to this claim?

	Report Field:
Non Compensable Conditions (based on referral form)


Content Expectations:

1. Are there conditions or injuries that are not accepted under this claim that will impact the worker’s ability to perform home maintenance activities?
a. Other WCB claims
b. Other conditions or diseases unrelated to a WCB claim

	Report Field:
Employer’s Name


Content Expectations:

The name of the worker’s date of accident employer (company name)

	Report Field:
Employer’s Contact Name


Content Expectations:

The contact name of the worker’s date of accident employer

	Report Field:
Telephone Number


Content Expectations:

The employer’s ten (10) digit phone number (e.g. 403-725-4432)

	Report Field:
Occupation


Content Expectations:

The worker’s date of accident occupation.

	Report Field:
NOC Number


Content Expectations:

The four (4) digit National Occupation Classification number

	Report Field:
Job Attached


Content Expectations:

Check the most appropriate box.

	Report Field:
Number of Interventions since Last Report


Content Expectations:

For mid-term and discharge reports (C1168 and C1169) only

The number of interventions used since the last report

	Report Field:
General


Content Expectations:

For initial assessment report (C1167) only

1. Referral questions
a. What is the purpose of the referral?
b. What information is the claim owner hoping to obtain?

2. Brief history
a. Describe the events/accident that resulted in the work injury.
b. What treatment is provided to date?
c. Current functional abilities/restrictions if known.

3. Claimants anthropometric measurements
a. Height in inches
b. Weight in pounds

4. Physical and functional assessment
a. Comment on physical limitations which would affect task performance:
i. Muscle strength (0-5)
ii. Range of motion (in degrees)
iii. Sensation
iv. Vision
v. Hearing
vi. Communication
vii. Balance (sit, stand)
viii. Tone
ix. Respiration
x. Circulation
xi. Others, as applicable

b. Comment of functional limitations 
i. This should be based on observation of the worker performing activities of daily living and not on worker subjective reports only.

	Report Field:
Assessment Findings


Content Expectations:

For initial assessment report (C1167) only

1. What are the worker’s subjective complaints?
a. Pain
b. Loss of range of motion or stiffness
c. Weakness/fatigue
d. Swelling
e. Altered sensation
f. Other – please specify

2. Objective Findings
a. Range of motion for key movements.
b. Weakness – grip and/or pinch
c. Hand dexterity – using standardized tools
d. Swelling noted – objective measure of inflammation.
e. Altered sensation – light touch, pin prick
f. Observations of the hand

3. Are there any other factors that are affecting the worker’s recovery?
a. Pre-existing condition (diabetes, previous injury etc.)
b. Psychological – anxiety/depression
i. Fear of going back to work
ii. Fear of using a certain piece of equipment
iii. Anger to employer or co-worker etc.

	Report Field:
Return to Work Details


Content Expectations:

1. Is the worker currently working? (Yes/No)

2. Can the worker perform modified or alternative duties (Yes/No)
a. If yes, specify work capability (if worker has physical restrictions as well as psychological)

3. Current functional level (if known) – check the most appropriate box

	Workplace Accommodations
	Work Task Accommodations

	|_| Working with/around machinery
|_| Working at heights
|_| Walking on uneven terrain
|_| Work environment (noise/distractibility, smells)
|_| Working in/around water
|_| Other 
	|_| Work hours
|_| Work:Rest cycle 
	      min :       min
|_| Supervision requirements
|_| Partnered work/extra worker
|_| Checklists for complex tasks
|_| Other 



4. Are there any specific work activities or movements that the worker is currently restricted from doing? – check the most appropriate box

5. Are there any other factors that are affecting the worker’s recovery?
a. Pre-existing condition (diabetes, previous injury etc.)
b. Psychological – anxiety/depression
i. Fear of going back to work
ii. Fear of using a certain piece of equipment
iii. Anger to employer or co-worker etc.

	Report Field:
Treatment Goals


Content Expectations:

	Goal:
	

	Action Plan:
	

	Status:
	



1. Treatment goals should outline the plan toward the goal of RTW.

2. Action plan is how you are going to achieve the goal of RTW.

3. Status should include progress to the RTW goal.

4. If progress is not being made with the worker with the treatment goals, please contact the claim owner to discuss next steps. This may include developing a plan B – alternative employment.
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