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	Brief Diagnostic Psychology Assessment Report

	

	Worker’s last name

 STYLEREF  FormLastName 
	First name

 STYLEREF  FormFirstName 
	Middle initial

 STYLEREF  FormInitial 
	WorkSafeBC claim number

 STYLEREF  FormClaimNumber 
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	Brief Diagnostic Psychology Assessment Report 


	Date of report (yyyy-mm-dd)

     
	Date of service (yyyy-mm-dd)
     


Worker and claim information
	Worker’s last name

     
	First name

     
	Middle initial

     
	WorkSafeBC claim number

     

	Occupation

     
	Is worker currently working?

 FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No
	Date of injury (yyyy-mm-dd)

     


Clinical report
Claim background 
Brief summary of event(s) — single or multiple, personal or witnessed, duration and severity.
	     


Clinical evaluation 
It is the assessor’s understanding that the worker was offered the choice of being interviewed over the phone or in person. 
	 FORMCHECKBOX 
  Conducted in person     FORMCHECKBOX 
  Conducted by telephone

	Provide a brief outline of current symptoms and describe worker’s self-reported functioning (ADL’s, Social Functioning, Concentration, pace and persistence, Adaptation – Risk of decompensation):
     


Psychometric testing


	PHQ-9 (include score and range)


	PTSD Checklist (include score and range)

     

	AUDIT (include score)
     

	WHODAS (12-item)
     

	GAD (include score and range)

     

	Other (be specific and provide summary scores)



	If no measures were administered, provide an explanation:

     


Diagnosis(es) 
Given review of the information on the claim file to date, the information provided in interview, and the results of psychometric testing, the following DSM-5 diagnostic formulation is offered: 
	 FORMCHECKBOX 
 Post-traumatic stress disorder, 309.81
 FORMCHECKBOX 
 Acute stress disorder, 308.3
 FORMCHECKBOX 
 No diagnosis 
Comment 

     

 FORMCHECKBOX 
 Adjustment disorder 
Specify type and code 

     
 FORMCHECKBOX 
 Major depressive disorder 

Specify type and code 

     
 FORMCHECKBOX 
 Substance use 
Specify type and code 

     
 FORMCHECKBOX 
 Other diagnosis 

     

	Pre-existing mental health diagnosis?

 FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No           If yes, explain:  
Level of risk of self-harm:

 FORMCHECKBOX 
 Low       FORMCHECKBOX 
 Moderate       FORMCHECKBOX 
 High       FORMCHECKBOX 
 No current indication of risk

Comment

     


Psychosocial Factors
	Describe any psychosocial factors that may facilitate recovery and return to work:


	Describe any psychosocial factors that may delay or prevent recovery and return to work (i.e., barriers):
     


Treatment recommendations and prognosis (check all that apply)
	 FORMCHECKBOX 
 No treatment required

 FORMCHECKBOX 
 Individual trauma-focused psychological treatment 
Comment 

     
 FORMCHECKBOX 
 Other individual psychological treatment 
Comment 

     
 FORMCHECKBOX 
 OT services
Comment 

     
 FORMCHECKBOX 
 Substance use services
Comment 

     
 FORMCHECKBOX 
 Other treatment
Comment 

     
 FORMCHECKBOX 
 Recommendation for a referral to GP or specialist for review; 
Comment 

     
Prognosis 
     


Abilities
	Outline where there is reduced capacity in functioning or reduced tolerance of activities related to the psychological diagnosis, and describe the remaining capacity and tolerance for that function (i.e., what can the worker still do). Outline the supporting medical/objective evidence.
     

	Outline whether there are any specific tasks or activities that could result in harm or safety concerns related to each psychological diagnosis, if any. Describe the evidence and rationale that participating in the above-noted tasks or activities would result in harm or safety concerns.

     

	Other return-to-work considerations:

     


Other issues of clinical relevance
	     


Provider information
	Name
     

	Payee number
     
	Phone number (include area code)
     
	Fax number (include area code)
     

	Assessment completed
 FORMCHECKBOX 
 In person        FORMCHECKBOX 
 Telehealth
	If in person, provide city
     

	Province

     
	Postal code

     


	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 FIPP Office, at PO Box 2310 Stn Terminal, Vancouver BC, V6B 3W5, or email FIPP@worksafebc.com, or call 604.279.8171.
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