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P.O. BOX 2415
EDMONTON, AB T5J 2S5
FAX: 780-427-5863
1-800-661-1993
	C1178
OCCUPATIONAL THERAPY SERVICES
Home Modifications 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 of daily living?
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 worker 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.



A Home Modification Assessment is provided for “severely injured” Workers. The goal of the assessment is for the Worker to maintain independence in their home environment. Assessment recommendations should be directly related to the compensable work injury on the claim. If requested by the claim owner, please also provide recommendations for adaptive equipment that may also facilitate independence.

Important Notes:
· The provider must not render an opinion directly to the worker regarding the extent of the injury, compensation, and other benefits.
· The provider must direct the worker back to the WCB claim owner to address these issues and any related questions they may have.


REFERRAL QUESTIONS AND ASSESSMENT DESCRIPTION
Referral questions, based on information from the referral form and/or discussion with the claim owner:
· What is the purpose of the referral?
· What information is the claim owner hoping to obtain?

Details; If none, enter “N/A”

RECOMMENDATIONS

Recommendations for assistance and/or equipment:
· Must be directly related to the compensable work injury accepted on the claim.
· Should be based on objective findings rather than based on the worker’s wants.
· Must be discussed with the claim owner prior to discussing with the worker and completing the report.

	[bookmark: _Hlk67577755]Recommendation
	Rationale
Must be supported by evidence-based clinical reasoning
related to compensable injury.
	Recommendation Approved by CM:

	E.g., Handrails
	Basic handrails installed on the right side of client’s stairs. Bilateral handrails not advised as this would decrease overall width of stairway
	☐ Yes	☐ No

	E.g., Nosing on stairs
	2-3” non-slip nosings added to all stairs to prevent slipping and falling
	☐ 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., Original assessment done virtually, requesting reassessment to be done in person to more accurately gauge level of mobility. 



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




	LIVING SITUATION


Select the appropriate response from the dropdown menus. 

	Type of Residence: Select one
	If other, specify:  If none, enter “N/A”

	Ownership: Select one
	Living Arrangement: Select one



	ASSESSMENT



Barriers to Independence (related to the work-related injury):

Identify any barriers to independence in the listed areas and provide your clinical reasoning as to how this relates to the work-related injury. If an area does not have a barrier or is not applicable to the Worker’s home environment, put N/A in the barrier box and the rationale box.


	Areas
	Barrier

	Rationale
Must be supported by evidence-based clinical reasoning
related to compensable injury.

	External to home
	E.g., Sidewalk to narrow
Need for a ramp or lift
Gravel driveway

	Enter details
E.g., demonstrated difficulties with traversing the stairs. Client uses a cane in their right hand and cannot grip with their left due to decreased upper extremity functioning. Thus, he cannot grip the stair railing. Client was observed to lose balance when traversing the stairs and requires caregiver’s assistance to stabilize him. Due to his difficulties
with traversing the stairs and his reliance on his caregiver for support, recommending that a ramp be installed to increase safety.

	Home Entrance
	E.g., Narrow entry way
Need for motion-controlled lights
Handrail required
	Enter details
Relate the barrier(s) to a functional limitation which is related to the work-related claim.

	Kitchen
	E.g., Cupboard/counter height
Lever taps
Appliances
	Enter details
Relate the barrier(s) to a functional limitation which is related to the work-related claim.

	Bathrooms
	E.g., Toilet height
Vanity height
Shower/Tub
Lift equipment
Grab bars
Flooring
	Enter details
Relate the barrier(s) to a functional limitation which is related to the work-related claim.

	Bedrooms
	E.g., Mobility area
Electrical outlets
Flooring
	Enter details
Relate the barrier(s) to a functional limitation which is related to the work-related claim.

	Hallways
	E.g., Narrow hallways
Flooring
Stairs
	Enter details
Relate the barrier(s) to a functional limitation which is related to the work-related claim.

	Living Room
	E.g., Mobility area
Electrical outlets
Flooring
	Enter details
Relate the barrier(s) to a functional limitation which is related to the work-related claim.

	Laundry Area
	E.g., Mobility area
Electrical outlets
Flooring
	Enter details
Relate the barrier(s) to a functional limitation which is related to the work-related claim.

	Internal Stairs
	E.g., Narrow stair wells
Hand railings
Flooring
	Enter details
Relate the barrier(s) to a functional limitation which is related to the work-related claim.

	Other (Specify):           
	Details; If none, delete row
	Enter details



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