Health Care Strategy Contract Reference Guide (HC-777)

OT Cognitive Therapy Report
	(Surname)
[Surname]
	(First Name)
[FirstName]
	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
			**Select form number**
OCCUPATIONAL THERAPY SERVICES


	 WORKER DETAILS
	Provider 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)
          

	Referral Date (yyyy/mm/dd)
          
	Assessment Date (yyyy/mm/dd)
          
	Date of Accident (yyyy/mm/dd)
          



	Compensable Conditions (based on referral form)
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 (based on referral form)
Are there conditions or injuries not accepted under this claim that will impact the worker’s ability to perform activities of daily living?
a.  Other WCB claims
b.  Other conditions or diseases unrelated to a WCB claim



[bookmark: _Hlk98139392]SERVICE DETAILS (Delete this section for Initial and Discharge reports)

Treatment Length and Details

Seventy-two (72) units / eighteen (18) hours of treatment time are automatically approved. Claim owner approval is needed to extend treatment time by twenty (20) units / five (5) hours. Anything above ninety-two (92) units / twenty-three (23) hours of treatment time would need HCC approval before continuing. 

	Total number of treatment hours provided to date:            

	Number of additional hour(s) requested:          

	Treatment Start Date:            
	Original Discharge Date:            
	Anticipated Discharge Date:            




	Claim Owner approval required? (Above 72 units / 18 hours):  ☐ Yes  ☐ No  ☐ Not applicable

	HCS approval required? (Above 92 units / 23 hours):               ☐ Yes  ☐ No  ☐ Not applicable

	Details:  If yes, provide rationale for extension. If none, enter “N/A”




RETURN TO WORK 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

Current Functional Level
Select the most appropriate item from the drop-down boxes in the table below

	NOC Strength Level:  Select one
	Frequency:  Select one



Job Information

☐ Job attached	☐ Not job attached	Currently working:	☐ Yes; Details below	☐ No

Current modified duties:  Include position, days/hours of work, and description of modified duties.  If none, enter “N/A”.

Accommodations (check all that apply)

	Workplace Accommodations
	Work Task Accommodations

	☐ No working with/around machinery
	☐ Work days/hours:            

	☐ No working at heights
	☐ Break duration:            

	☐ No walking on uneven terrain
	☐ Supervision requirements

	☐ Work environment (noise/distractibility, smells)
	☐ Partnered work/extra work

	☐ No working in/around water
	☐ Checklists for complex tasks

	☐ Other (describe below)
	☐ Other (describe below)



If accommodations are required, describe:  If none, enter “N/A”
 

ASSESSMENT FINDINGS (If this is a Progress or Discharge report delete this section)


	RTW Strengths
	RTW Barriers and Specific Triggers

	E.g., Worker consistently attending appointment, and keeping with proper communication to cancel appointments. 
	E.g., Barrier to treatment would be the workers issue related to leaving the home. Worker spends a lot of their days in the basement bedroom, which is not beneficial for their mental health.   

Please consider use of standardized cognitive assessments where applicable (e.g. SLU Mental Status Exam; RBMT-3 Rivermead Memory Test, etc.) 



Any other factors affecting recovery:	☐ Yes	☐ No
If yes, describe:            






TREATMENT PLAN (If this is an Initial Assessment delete this section)

	Date of last report:            
	Number of interventions since last report:             



	Goal 1: E.g., Have the worker write down a list of all activities and times within a day period

	Cognitive Impairment: If none, delete table

	Action Plan
	          

	Update
	For initial Ax, enter “N/A”



	Goal 2: E.g., Spend 5 minutes of every day going upstairs to interact/play with kids.

	Cognitive Impairment:           

	Action Plan
	          

	Update
	For initial Ax, enter “N/A”



	Goal 3: E.g., Start tracking sleep patterns and when/what medication was taken.

	Cognitive Impairment:           

	Action Plan
	          

	Update
	For initial Ax, enter “N/A”



Additional Information

For progress report, include comments on general changes since last report. If no comments, enter “N/A”.



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

	If no, provide details as to why:           




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)



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