 Psychology Services Assessment Report Coversheet
	Worker’s (Surname)
[Surname]
	(First Name)
[FirstName]
	Claim #
[Claim#]
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	PSYCHA
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Assessment Report Coversheet 


	

	WORKER DETAILS
	WCB Claim Number
[Claim#]

	Surname
[Surname]
	First Name and Initial
[FirstName]
	Date of Birth (yyyy/mm/dd)
     

	Referral Date (yyyy/mm/dd)
     
	Assessment Date (yyyy/mm/dd)
     
	Report Completion Date (yyyy/mm/dd)
[bookmark: txtCompleteDt]     
	Date of Accident (yyyy/mm/dd)
     



	Service Delivery
☐  In Person	☐  Virtual*       ☐ Debrief completed with worker
*For sessions completed via telehealth, informed verbal consent was obtained from this Worker to communicate 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.




	REPORT DETAILS COVERSHEET



Please attach the report details from the assessment date of service noted above.




















	Provider Name and Mailing Address 
     

	WCB Billing Number
     

	
	Telephone Number 
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