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CONTRACT REFERENCE GUIDE FOR REPORT FORM C1170
(SPLINTING ASSESSMENT)
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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 injury (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.

	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:
General


Content Expectations:

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

2. Describe why a splint is required.

	Report Field:
Recommendations


Content Expectations:

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

1. Specify what splint is recommended.

2. Specify any other recommendations (e.g. home exercise program, specific wearing protocol, etc.)

3. Case conference date
a. The date of the case conference (yyyy/mm/dd format)

4. Re-assessment recommended? (Yes/No)
a. If yes, provide the date of the re-assessment (yyyy/mm/dd format)

5. Rationale for re-assessment
a. Provide a brief description of why a re-assessment is required
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