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P.O. BOX 2415
EDMONTON, AB T5J 2S5
FAX: 780-427-5863
1-800-661-1993
	C1180
OCCUPATIONAL THERAPY SERVICES
Seating/Pressure Mapping 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 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.



A Seating/Pressure Mapping Assessment may be part of a wheelchair assessment or may be independent from it. The purpose of the assessment is to determine the Worker’s seating needs which may include the need for pressure relief and/or positioning.

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

	Seat cushion required:	☐ Yes	☐ No	☐ Not applicable

	Details:  Document clinical rationale and recommended cushion (brand, size, name etc.)  ”  
Provide a reason for the recommendation (e.g., pressure relief or positioning)
Provide the size and brand name of the recommended cushion


	Back cushion required:	☐ Yes	☐ No	☐ Not applicable

	Details:  Document clinical rationale and recommended cushion (brand, size, name etc.)  ”
Provide a reason for the recommendation (e.g. general positioning support, post/lat positioning)
Provide the size and brand name of the recommended cushion


	Other recommendations:	☐ Yes	☐ No	☐ Not applicable

	Details:  Document clinical rationale and provide details ”
Provide any other recommendations not listed above such as:
a. Head rests
b. Neck support
c. Chest or shoulder support
d. Lateral trunk support
e. Lateral pelvic/thigh support
f. Medial knee support
g. Foot support
h. Offloading protocol
i. Transfer assessment, exposure to friction and shear
j. Commode pressure mapping


	☐ No further recommendations


	
	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., Re-assessment suggested after seat cushion obtained to ensure proper pressure relief has been achieved.
 



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




ASSESSMENT

Select the appropriate response from the dropdown menus.

	Sensation  Select one
	Ability to shift weight  Select one

	Seating duration  Select one
	Skin Integrity  Select one

	Seating posture  Select one
	

	Postural asymmetries noted, describe: If postural asymmetries are noted, describe.



	Posture Control

	Head control Select one
	Upper extremity control Select one

	Truck Control Select one
	Lower extremity control Select one

	Location of Assessment	☐ Home	☐ Vendor

	Person(s) present during the assessment (name and role):
	Identify the person(s) present during the assessment (include their name and role)




[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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