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July 19, 2017 

Attention: OR2 Providers 

Subject: New JSV and GRTW Report Templates and 

Reporting Guidelines 

Please note that we have made minor updates to both the Job Site Visit (JSV) and 

Gradual Return to Work (GRTW) Plan report templates.  Attached you will find the new 

report templates and the new reporting guidelines.  The new JSV and GRTW report 

templates can also be found on our website at: https://www.worksafebc.com/en/health-

care-providers/rehabilitation/occupational-rehabilitation2.   

1. Job Site Visit Report

2. Job Site Visit Report with reporting guidelines
3. GRTW Plan Report

4. GRTW Plan Report with reporting guidelines

For more information about other health care programs at WorkSafeBC, visit us online at 

https://www.worksafebc.com/en/health-care-providers 

The Program Bulletin serves as a communication channel between Health Care Services and the 
program providers. If you would like to be added to the email list, change your email address or be 
removed from the list, please send an email to hcsinqu@worksafebc.com requesting the change. 

https://www.worksafebc.com/en/health-care-providers/rehabilitation/occupational-rehabilitation2
https://www.worksafebc.com/en/health-care-providers/rehabilitation/occupational-rehabilitation2
https://www.worksafebc.com/en/health-care-providers
mailto:hcsinqu@worksafebc.com
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		Graduated Return-to-Work (GRTW) Plan
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		Graduated Return-to-Work (GRTW) Plan



		



		Worker’s last name

     

		First name

     

		Middle initial

     

		WorkSafeBC claim number

     







Program type (check one only)



		ASTD

		Hand

		OR1

		OR2

		RTWSS



		 FORMCHECKBOX 

ASTD GRTW Initial Plan (ASTDGRTW)


 FORMCHECKBOX 

ASTD Revised GRTW Plan (ASTDGRTWR)

		 FORMCHECKBOX 

Hand Therapy Initial GRTW Plan (83D300)


 FORMCHECKBOX 

Hand Therapy Revised GRTW Plan (83D301)

		 FORMCHECKBOX 

OR1 Initial GRTW Plan (83D276)


 FORMCHECKBOX 

OR1 Revised GRTW Plan (83D277)

		 FORMCHECKBOX 

OR2 Initial GRTW Plan (83D266)


 FORMCHECKBOX 

OR2 Revised GRTW Plan (83D267)

		 FORMCHECKBOX 

RTWSS GRTW Plan (83D316)

 FORMCHECKBOX 

RTWSS Revised GRTW Plan (83D317)



		CBIS

		COT



		
CBIS Initial GRTW Plan (83D353)



CBIS Revised GRTW Plan (83D354)

		
COT Initial GRTW Plan (83D355)



COT Revised GRTW Plan (83D356)



		Date of report (yyyy-mm-dd)

     

		If revised, indicate the revision number and which week(s) from the initial plan have been revised



		

		Revision number


     

		Week number(s)


     





Worker and claim information

		Worker’s last name




		First name




		Middle initial




		WorkSafeBC claim number






		Area(s) of injury accepted on this claim


     

		Date of injury (yyyy-mm-dd)


     



		Claim owner


     

		Claim owner’s phone number (include area code)


     





Employer and job information

		Company’s name


     



		Worksite address


     

		City


     

		Province


     



		Company’s phone number (include area code)


      

		Fax number (include area code)


     



		Contact’s name


     

		Contact’s job title


     



		Contact’s phone number (include area code)


     

		Worker’s occupation


     



		Usual pre-injury work schedule (days and hours)

		



		Days per week


     

		Hours per day


     

		Comments (if applicable)







Return-to-work (RTW) plan parameters


		RTW plan start date (yyyy-mm-dd)

     


		RTW plan end date (yyyy-mm-dd)

     

		Length of RTW plan (in weeks)


     



		The claim owner has confirmed that the RTW plan will be conducted on the following basis


 FORMCHECKBOX 
  Section 30: Employer pays worker for hours worked during the RTW plan

 FORMCHECKBOX 
  Supernumerary: WorkSafeBC pays worker during the RTW plan

 FORMCHECKBOX 
  Not confirmed (include comments if applicable)  





Provider information

		Company’s name


     

		Payee number


     



		Mailing address


     

		City


     

		Province


     



		Contact’s name


     

		Contact’s direct extension/phone number (if applicable)


     



		Company’s phone number (include area code)


     

		Fax number (including area code)


     





Add or remove weeks as appropriate to the worker’s injury-specific RTW plan. Each new week should include all of the rows (e.g., copy and paste the entire week 1 section at the bottom of the table).

		Week

		Monday

		Tuesday

		Wednesday

		Thursday

		Friday

		Saturday

		Sunday



		1

		Week of  



		Hours at work

		     

		     

		     

		     

		     

		     

		     



		Hours in clinic

		     

		     

		     

		     

		     

		     

		     



		

		Job tasks to perform


     



		

		Limitations (if applicable)

     



		

		Comments (if applicable)

     



		Week

		Monday

		Tuesday

		Wednesday

		Thursday

		Friday

		Saturday

		Sunday



		2

		Week of  



		Hours at work

		     

		     

		     

		     

		     

		     

		     



		Hours in clinic

		     

		     

		     

		     

		     

		     

		     



		

		Job tasks to perform


     



		

		Limitations (if applicable)

     



		

		Comments (if applicable)

     



		Week

		Monday

		Tuesday

		Wednesday

		Thursday

		Friday

		Saturday

		Sunday



		3

		Week of  



		Hours at work

		     

		     

		     

		     

		     

		     

		     



		Hours in clinic

		     

		     

		     

		     

		     

		     

		     



		

		Job tasks to perform


     



		

		Limitations (if applicable)

     



		

		Comments (if applicable)

     



		Week

		Monday

		Tuesday

		Wednesday

		Thursday

		Friday

		Saturday

		Sunday



		4

		Week of  



		Hours at work

		     

		     

		     

		     

		     

		     

		     



		Hours in clinic

		     

		     

		     

		     

		     

		     

		     



		

		Job tasks to perform


     



		

		Limitations (if applicable)

     



		

		Comments (if applicable)

     





Additional comments


		     





Plan prepared by

		Name(s) of plan writer(s)


     



		The injured worker was involved in creating this RTW plan


 FORMCHECKBOX 
  Yes           FORMCHECKBOX 
  No

		If no, please explain why


     

Note: There should rarely, if ever, be a circumstance where the injured worker was not involved in creating the RTW plan.



		The employer was involved in creating this RTW plan


 FORMCHECKBOX 
  Yes           FORMCHECKBOX 
  No

		If no, please explain why


     





Copies to


Note: At minimum, a copy of the RTW plan should always go to the injured worker, physician, employer, and WorkSafeBC.


 FORMCHECKBOX 
  Worker

 FORMCHECKBOX 
  WorkSafeBC

 FORMCHECKBOX 
  Physician (specify)       

 FORMCHECKBOX 
  Employer (specify)       

 FORMCHECKBOX 
  Other (specify)       

		Claims Call Centre
Phone 604.231.8888
Toll-free 1.888.967.5377
M–F, 8 a.m. to 6 p.m.

		Fax 

604.233.9777
Toll-free 1.888.922.8807

		Mail
WorkSafeBC
PO Box 4700 Stn Terminal
Vancouver BC  V6B 1J1



		

		

		





WorkSafeBC collects information on this form for the purposes of administering and enforcing the Workers Compensation Act. That Act, along with the Freedom of Information and Protection of Privacy Act, constitutes the authority to collect such information. To learn more about the collection of personal information, contact WorkSafeBC’s freedom of information coordinator at PO Box 2310 Stn Terminal, Vancouver BC, V6B 3W5, or call 604.279.8171.[image: image1.png]
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		Job Site Visit Report



		



		Worker’s last name

 STYLEREF  FormLastName 

		First name

 STYLEREF  FormFirstName 

		Middle initial

 STYLEREF  FormInitial 

		WorkSafeBC claim number

 STYLEREF  FormClaimNumber 
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		Job Site Visit Report



		Program type (check one only)

		

		

		

		Number of pages submitted


5





		ASTD

		Hand

		OR1

		OR2

		RTWSS



		 FORMCHECKBOX 

ASTD Initial Job Site Visit (ASTDJSVIN)


 FORMCHECKBOX 

ASTD Subsequent Job Site Visit (ASTDJSVSB)

		 FORMCHECKBOX 

HAND Therapy Initial Job Site Visit (83D297)


 FORMCHECKBOX 

HAND Therapy Subsequent Job Site Visit (83D298)

		 FORMCHECKBOX 

OR1 Initial Job  Site Visit (83D273)


 FORMCHECKBOX 

OR1 Subsequent Job Site Visit (83D274)

		 FORMCHECKBOX 

OR2 Initial Job Site Visit (83D263)


 FORMCHECKBOX 

OR2 Subsequent Job Site Visit (83D264)

		 FORMCHECKBOX 

RTWSS Initial Job Site Visit (83D319)


 FORMCHECKBOX 

RTWSS Subsequent Job Site Visit (83D320)



		CBIS

		COT



		 FORMCHECKBOX 

CBIS Initial Job Site Visit (83D349)

 FORMCHECKBOX 

CBIS Subsequent Job Site Visit (83D350)

		 FORMCHECKBOX 

COT Initial Job Site Visit (83D351)

 FORMCHECKBOX 

COT Subsequent Job Site Visit (83D352)



		Date of report (yyyy-mm-dd)

     

		Date of site visit (yyyy-mm-dd)


     

		Subsequent visit number (for subsequent job site visits only)








Worker and claim information

		Worker’s last name


     

		First name


     

		Middle initial


     

		WorkSafeBC claim number






		Area(s) of injury accepted on this claim


     

		Date of injury (yyyy-mm-dd)


     



		Claim owner


     

		Claim owner’s phone number (include area code)


     





Employer and job information

		Company’s name


     



		Worksite address


     

		City


     

		Province


     



		Company’s phone number (include area code)


      

		Fax number (include area code)


     



		Contact’s name


     

		Contact’s job title


     



		Contact’s phone number (include area code)


     

		Worker’s occupation


     



		Pre-injury job attachment status (check one only)

 FORMCHECKBOX 
  Job attached           FORMCHECKBOX 
  Not job attached           FORMCHECKBOX 
  Not yet confirmed



		Usual pre-injury work schedule (days and hours)

		



		Days per week


     

		Hours per day


     

		Comments (if applicable)







Participants attending the job site visit

		Include participants’ names and roles


     





Purpose of job site visit

		 FORMCHECKBOX 

Brief review/confirmation of job demands — Refer to job demands table in the appendix for additional details, if applicable. 
Delete the appendix if not applicable to this visit.

 FORMCHECKBOX 

Review possible job modifications


 FORMCHECKBOX 

Explore return-to-work (RTW) opportunities


 FORMCHECKBOX 

Support during RTW plan (e.g., coaching, shadowing)

 FORMCHECKBOX 

Other (please specify)







		Job site visit findings

Depending on purpose of the JSV, must include some or all of the following information:


· Job description


· Review/confirmation and description of job demands relevant to accepted injury (e.g. frequency of task performance, weights, distances, heights, postures and duration of activity).  Note: If this was the purpose of the JSV, document further details of this information in the job demands table in the appendix.  If this was not the purpose of the JSV, delete the appendix.   


· Identification of potential or existing barriers to RTW including a description of workplace factors which may impact or be currently impacting RTW


· Identification of RTW options


· Status of GRTW Plan



		Additional comments


Provide any other relevant information.

May include a brief summary of relevant clinical information (e.g. communication with Physician or other health care provider, WorkSafeBC).



		Recommendations


If required, include:


· Modifications to job duties or work station / tools


· Need for revisions to existing GRTW plan


· Advice provided to Worker / Employer to facilitate success of RTW





Provider information

		Company’s name


     

		Payee number


     



		Contact’s name


     

		Company’s phone number (include area code)

     



		Mailing address


     

		City


     

		Province


     





Report prepared by

		Name(s) of report writer(s)








		Claims Call Centre
Phone 604.231.8888
Toll-free 1.888.967.5377
M–F, 8 a.m. to 6 p.m.

		Fax 

604.233.9777
Toll-free 1.888.922.8807

		Mail
WorkSafeBC
PO Box 4700 Stn Terminal
Vancouver BC  V6B 1J1



		

		

		





WorkSafeBC collects information on this form for the purposes of administering and enforcing the Workers Compensation Act. That Act, along with the Freedom of Information and Protection of Privacy Act, constitutes the authority to collect such information. To learn more about the collection of personal information, contact WorkSafeBC’s freedom of information coordinator at PO Box 2310 Stn Terminal, Vancouver BC, V6B 3W5, or call 604.279.8171.

Appendix — Review of Job Demands


Worksite description

		Provide a description of the worksite, including but not limited to the building/worksite/work station layout, flooring, stairs, number of floors, size, environmental factors (e.g. temperature, indoor/outdoor), etc.





Description of job tasks


Add or delete rows as appropriate to the worker’s injury-specific job demands.


		Task 1

		Provide details about each job demand/task the worker must complete.



		Task 2

		



		Task 3

		





Critical job demands relevant to the accepted injury

Add or delete rows as appropriate to the worker’s injury-specific job demands.


		Strength activities

		Weight (lb)

		Frequency

		Distance

		Task description, Comments



		Example:

Lift floor to waist

		Up to 50 lb

		Occasional: 5 times an hour for 4 hours consecutively each shift

		NA

		Stacking boxes of produce in back of delivery truck. Worker can ask for help if products weigh > 50 lb



		Lift floor to waist

		

		

		

		



		Lift waist to shoulder

		

		

		

		



		Lift shoulder to overhead

		

		

		

		



		Lift waist to overhead

		

		

		

		



		Lift — other (describe)

		

		

		

		



		Front carry

		

		

		

		



		Right carry

		

		

		

		



		Left carry

		

		

		

		



		Push

		

		

		

		



		Pull

		

		

		

		





Add or delete rows as appropriate to the worker’s injury-specific job demands.


		Physical demand

		Frequency

		Duration (sustained/intermittent)

		Distance

		Height

		Task description, Comments



		Example:
Reaching above shoulder

		Rare


		3 minutes sustained

		NA

		8-ft ceilings

		Reaching overhead to change light bulbs.
Step-ladder is available if needed.



		Reaching above shoulder

		

		

		

		

		



		Reaching below shoulder

		

		

		

		

		



		Manual dexterity

		

		

		

		

		



		Finger dexterity

		

		

		

		

		



		Stooping — forward bending in standing

		

		

		

		

		



		Knee/half kneel

		

		

		

		

		



		Crouching

		

		

		

		

		



		Sitting

		

		

		

		

		



		Standing

		

		

		

		

		



		Climbing, stairs/ladders

		

		

		

		

		



		Walking

		

		

		

		

		



		Forward bending in sitting

		

		

		

		

		



		Crawling

		

		

		

		

		



		Other

		

		

		

		

		





Additional comments (example: tools and equipment used, environmental factors, etc.)

		





		National Occupational Classification (NOC) 
strength category definitions

		Dictionary of Occupational Titles (DOT) 
frequency descriptors



		Limited


Work activities involve handling loads 0–5 kg (11 lb)


Light


Work activities involve handling loads 5–10 kg (22 lb)

Medium


Work activities involve handling loads 10–20 kg (44 lb)


Heavy


Work activities involve handling loads > 20 kg (44 lb)




		Frequency


% of workday


Never


0%*


Rare


< 5%*


Occasional


5–33%


Frequent


34–66%

Constant


67–100%





		

		*
While not a defined DOT descriptor, “never” and “rare” are commonly 
used to describe activities which occur < 5% of the workday, or not daily.
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		Job Site Visit Report



		



		Worker’s last name

     

		First name

     

		Middle initial

     

		WorkSafeBC claim number

     







Program type (check one only)

		ASTD

		Hand

		OR1

		OR2

		RTWSS



		 FORMCHECKBOX 

ASTD Initial Job Site Visit (ASTDJSVIN)


 FORMCHECKBOX 

ASTD Subsequent Job Site Visit (ASTDJSVSB)

		 FORMCHECKBOX 

HAND Therapy Initial Job Site Visit (83D297)


 FORMCHECKBOX 

HAND Therapy Subsequent Job Site Visit (83D298)

		 FORMCHECKBOX 

OR1 Initial Job  Site Visit (83D273)


 FORMCHECKBOX 

OR1 Subsequent Job Site Visit (83D274)

		 FORMCHECKBOX 

OR2 Initial Job Site Visit (83D263)


 FORMCHECKBOX 

OR2 Subsequent Job Site Visit (83D264)

		 FORMCHECKBOX 

RTWSS Initial Job Site Visit (83D319)


 FORMCHECKBOX 

RTWSS Subsequent Job Site Visit (83D320)



		CBIS

		COT



		 FORMCHECKBOX 

CBIS Initial Job Site Visit (83D349)

 FORMCHECKBOX 

CBIS Subsequent Job Site Visit (83D350)

		 FORMCHECKBOX 

COT Initial Job Site Visit (83D351)

 FORMCHECKBOX 

COT Subsequent Job Site Visit (83D352)



		Date of report (yyyy-mm-dd)

     

		Date of site visit (yyyy-mm-dd)


     

		Subsequent visit number (for subsequent job site visits only)








Worker and claim information

		Worker’s last name


     

		First name


     

		Middle initial


     

		WorkSafeBC claim number






		Area(s) of injury accepted on this claim


     

		Date of injury (yyyy-mm-dd)


     



		Claim owner


     

		Claim owner’s phone number (include area code)


     





Employer and job information

		Company’s name


     



		Worksite address


     

		City


     

		Province


     



		Company’s phone number (include area code)


      

		Fax number (include area code)


     



		Contact’s name


     

		Contact’s job title


     



		Contact’s phone number (include area code)


     

		Worker’s occupation


     



		Pre-injury job attachment status (check one only)

 FORMCHECKBOX 
  Job attached           FORMCHECKBOX 
  Not job attached           FORMCHECKBOX 
  Not yet confirmed



		Usual pre-injury work schedule (days and hours)

		



		Days per week


     

		Hours per day


     

		Comments (if applicable)







Participants attending the job site visit

		Include participants’ names and roles


     





Purpose of job site visit

		 FORMCHECKBOX 

Brief review/confirmation of job demands — Refer to job demands table in the appendix for additional details, if applicable. 
Delete the appendix if not applicable to this visit.

 FORMCHECKBOX 

Review possible job modifications


 FORMCHECKBOX 

Explore return-to-work (RTW) opportunities


 FORMCHECKBOX 

Support during RTW plan (e.g., coaching, shadowing)

 FORMCHECKBOX 

Other (please specify)







		Job site visit findings





		Additional comments


     



		Recommendations


     





Provider information

		Company’s name


     

		Payee number


     



		Contact’s name


     

		Company’s phone number (include area code)

     



		Mailing address


     

		City


     

		Province


     





Report prepared by

		Name(s) of report writer(s)








		Claims Call Centre
Phone 604.231.8888
Toll-free 1.888.967.5377
M–F, 8 a.m. to 6 p.m.

		Fax 

604.233.9777
Toll-free 1.888.922.8807

		Mail
WorkSafeBC
PO Box 4700 Stn Terminal
Vancouver BC  V6B 1J1



		

		

		





WorkSafeBC collects information on this form for the purposes of administering and enforcing the Workers Compensation Act. That Act, along with the Freedom of Information and Protection of Privacy Act, constitutes the authority to collect such information. To learn more about the collection of personal information, contact WorkSafeBC’s freedom of information coordinator at PO Box 2310 Stn Terminal, Vancouver BC, V6B 3W5, or call 604.279.8171.

Appendix — Review of Job Demands


Worksite description

		





Description of job tasks


Add or delete rows as appropriate to the worker’s injury-specific job demands.


		Task 1

		



		Task 2

		



		Task 3

		





Critical job demands relevant to the accepted injury

Add or delete rows as appropriate to the worker’s injury-specific job demands.


		Strength activities

		Weight (lb)

		Frequency

		Distance

		Task description, Comments



		Example:

Lift floor to waist

		Up to 50 lb

		Occasional: 5 times an hour for 4 hours consecutively each shift

		NA

		Stacking boxes of produce in back of delivery truck. Worker can ask for help if products weigh > 50 lb



		Lift floor to waist

		

		

		

		



		Lift waist to shoulder

		

		

		

		



		Lift shoulder to overhead

		

		

		

		



		Lift waist to overhead

		

		

		

		



		Lift — other (describe)

		

		

		

		



		Front carry

		

		

		

		



		Right carry

		

		

		

		



		Left carry

		

		

		

		



		Push

		

		

		

		



		Pull

		

		

		

		





Add or delete rows as appropriate to the worker’s injury-specific job demands.


		Physical demand

		Frequency

		Duration (sustained/intermittent)

		Distance

		Height

		Task description, Comments



		Example:
Reaching above shoulder

		Rare


		3 minutes sustained

		NA

		8-ft ceilings

		Reaching overhead to change light bulbs.
Step-ladder is available if needed.



		Reaching above shoulder

		

		

		

		

		



		Reaching below shoulder

		

		

		

		

		



		Manual dexterity

		

		

		

		

		



		Finger dexterity

		

		

		

		

		



		Stooping — forward bending in standing

		

		

		

		

		



		Knee/half kneel

		

		

		

		

		



		Crouching

		

		

		

		

		



		Sitting

		

		

		

		

		



		Standing

		

		

		

		

		



		Climbing, stairs/ladders

		

		

		

		

		



		Walking

		

		

		

		

		



		Forward bending in sitting

		

		

		

		

		



		Crawling

		

		

		

		

		



		Other

		

		

		

		

		





Additional comments (example: tools and equipment used, environmental factors, etc.)

		





		National Occupational Classification (NOC) 
strength category definitions

		Dictionary of Occupational Titles (DOT) 
frequency descriptors



		Limited


Work activities involve handling loads 0–5 kg (11 lb)


Light


Work activities involve handling loads 5–10 kg (22 lb)


Medium


Work activities involve handling loads 10–20 kg (44 lb)


Heavy


Work activities involve handling loads > 20 kg (44 lb)




		Frequency


% of workday


Never


0%*


Rare


< 5%*


Occasional


5–33%


Frequent


34–66%

Constant


67–100%





		

		*
While not a defined DOT descriptor, “never” and “rare” are commonly 
used to describe activities which occur < 5% of the workday, or not daily.
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		Graduated Return-to-Work (GRTW) Plan



		



		Worker’s last name

 STYLEREF  FormLastName 

		First name

 STYLEREF  FormFirstName 

		Middle initial

 STYLEREF  FormInitial 

		WorkSafeBC claim number

 STYLEREF  FormClaimNumber 
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		Graduated Return-to-Work (GRTW) Plan



		

		

		

		

		

		Number of pages submitted


5





Program type (check one only)



		ASTD

		Hand

		OR1

		OR2

		RTWSS



		 FORMCHECKBOX 

ASTD GRTW Initial Plan (ASTDGRTW)


 FORMCHECKBOX 

ASTD Revised GRTW Plan (ASTDGRTWR)

		 FORMCHECKBOX 

Hand Therapy Initial GRTW Plan (83D300)


 FORMCHECKBOX 

Hand Therapy Revised GRTW Plan (83D301)

		 FORMCHECKBOX 

OR1 Initial GRTW Plan (83D276)


 FORMCHECKBOX 

OR1 Revised GRTW Plan (83D277)

		 FORMCHECKBOX 

OR2 Initial GRTW Plan (83D266)


 FORMCHECKBOX 

OR2 Revised GRTW Plan (83D267)

		 FORMCHECKBOX 

RTWSS GRTW Plan (83D316)


 FORMCHECKBOX 

RTWSS Revised GRTW Plan (83D317)



		CBIS

		COT



		
CBIS Initial GRTW Plan (83D353)



CBIS Revised GRTW Plan (83D354)

		
COT Initial GRTW Plan (83D355)



COT Revised GRTW Plan (83D356)



		Date of report (yyyy-mm-dd)

     

		If revised, indicate the revision number and which week(s) from the initial plan have been revised



		

		Revision number


     

		Week number(s)


     





Worker and claim information

		Worker’s last name




		First name




		Middle initial




		WorkSafeBC claim number






		Area(s) of injury accepted on this claim


     

		Date of injury (yyyy-mm-dd)


     



		Claim owner


     

		Claim owner’s phone number (include area code)


     





Employer and job information

		Company’s name


     



		Worksite address


     

		City


     

		Province


     



		Company’s phone number (include area code)


      

		Fax number (include area code)


     



		Contact’s name


     

		Contact’s job title


     



		Contact’s phone number (include area code)


     

		Worker’s occupation


     



		Usual pre-injury work schedule (days and hours)

		



		Days per week


     

		Hours per day


     

		Comments (if applicable)







Return-to-work (RTW) plan parameters


		RTW plan start date (yyyy-mm-dd)

     


		RTW plan end date (yyyy-mm-dd)

     

		Length of RTW plan (in weeks)


     



		The claim owner has confirmed that the RTW plan will be conducted on the following basis


 FORMCHECKBOX 
  Section 30: Employer pays worker for hours worked during the RTW plan

 FORMCHECKBOX 
  Supernumerary: WorkSafeBC pays worker during the RTW plan

 FORMCHECKBOX 
  Not confirmed (include comments if applicable)  

In advance of submitting the GRTW plan, the provider should contact the claim owner to propose the plan to proceed as either Section 30 or Supernumerary.  Once confirmed by the claim owner, the provider should tick the appropriate box above.  If the provider has been unsuccessful in contacting the claim owner, please use the “not confirmed” box.





Provider information

		Company’s name


     

		Payee number


     



		Mailing address


     

		City


     

		Province


     



		Contact’s name


     

		Contact’s direct extension/phone number (if applicable)


     



		Company’s phone number (include area code)


     

		Fax number (including area code)


     





Add or remove weeks as appropriate to the worker’s injury-specific RTW plan. Each new week should include all of the rows (e.g., copy and paste the entire week 1 section at the bottom of the table).

		Week

		Monday

		Tuesday

		Wednesday

		Thursday

		Friday

		Saturday

		Sunday



		1

		Week of  



		Hours at work

		     

		     

		     

		     

		     

		     

		     



		Hours in clinic

		     

		     

		     

		     

		     

		     

		     



		

		Job tasks to perform


Include specific tasks the Worker is to perform, including the maximum allowable for weights, distances, and heights, if applicable. Provide more detail than just stating light, moderate or regular duties; specific tasks must be included. (e.g. light duties, including but not limited to,…)



		

		Limitations (if applicable)

Include those activities that the worker specifically should not perform, including activities, weights, heights, etc., if applicable.



		

		Comments (if applicable)

Include any additional relevant information specific to this week of the GRTW, including, but not limited to:


· Frequency/duration of breaks;


· Symptom control techniques and strategies recommended to the Worker;


· Modifications or aids required, etc. 


· Concurrent clinical treatment recommendations (e.g. attending program in clinic while on the GRTW).



		Week

		Monday

		Tuesday

		Wednesday

		Thursday

		Friday

		Saturday

		Sunday



		2

		Week of  



		Hours at work

		     

		     

		     

		     

		     

		     

		     



		Hours in clinic

		     

		     

		     

		     

		     

		     

		     



		

		Job tasks to perform


     



		

		Limitations (if applicable)

     



		

		Comments (if applicable)

     



		Week

		Monday

		Tuesday

		Wednesday

		Thursday

		Friday

		Saturday

		Sunday



		3

		Week of  



		Hours at work

		     

		     

		     

		     

		     

		     

		     



		Hours in clinic

		     

		     

		     

		     

		     

		     

		     



		

		Job tasks to perform


     



		

		Limitations (if applicable)

     



		

		Comments (if applicable)

     



		Week

		Monday

		Tuesday

		Wednesday

		Thursday

		Friday

		Saturday

		Sunday



		4

		Week of  



		Hours at work

		     

		     

		     

		     

		     

		     

		     



		Hours in clinic

		     

		     

		     

		     

		     

		     

		     



		

		Job tasks to perform


     



		

		Limitations (if applicable)

     



		

		Comments (if applicable)

     





Additional comments


		Include any additional comments not included elsewhere, including, but not limited to:

· Plan for monitoring of GRTW Plan (including person responsible for monitoring, frequency of monitoring) 


· Worker's comments 


· Communication with Attending Physician (if applicable).





Plan prepared by

		Name(s) of plan writer(s)


     



		The injured worker was involved in creating this RTW plan


 FORMCHECKBOX 
  Yes           FORMCHECKBOX 
  No

		If no, please explain why


     

Note: There should rarely, if ever, be a circumstance where the injured worker was not involved in creating the RTW plan.



		The employer was involved in creating this RTW plan


 FORMCHECKBOX 
  Yes           FORMCHECKBOX 
  No

		If no, please explain why


     





Copies to


Note: At minimum, a copy of the RTW plan should always go to the injured worker, physician, employer, and WorkSafeBC.


 FORMCHECKBOX 
  Worker

 FORMCHECKBOX 
  WorkSafeBC

 FORMCHECKBOX 
  Physician (specify)       

 FORMCHECKBOX 
  Employer (specify)       

 FORMCHECKBOX 
  Other (specify)       

		Claims Call Centre
Phone 604.231.8888
Toll-free 1.888.967.5377
M–F, 8 a.m. to 6 p.m.

		Fax 

604.233.9777
Toll-free 1.888.922.8807

		Mail
WorkSafeBC
PO Box 4700 Stn Terminal
Vancouver BC  V6B 1J1



		

		

		





WorkSafeBC collects information on this form for the purposes of administering and enforcing the Workers Compensation Act. That Act, along with the Freedom of Information and Protection of Privacy Act, constitutes the authority to collect such information. To learn more about the collection of personal information, contact WorkSafeBC’s freedom of information coordinator at PO Box 2310 Stn Terminal, Vancouver BC, V6B 3W5, or call 604.279.8171.[image: image2.png]
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