	[image: image3.jpg]WORK BC




	[image: image4.png]



	Community Brain Injury Services 
(CBIS) Report

	

	Worker last name
     
	First name
     
	Middle initial
     
	WorkSafeBC claim number
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	Community Brain Injury Services (CBIS) Report


	
	
	
	
	
	Number of pages submitted

     


Report type (check one only)
	 FORMCHECKBOX 
  83D244 CBIS Assessment Report
Report due within fifteen (15) business days 
of the initial visit.
	 FORMCHECKBOX 
  83D245 CBIS Progress Report 

Report due every three (3) months of treatment.
	 FORMCHECKBOX 
  83D246 CBIS Discharge Report 

Report due within five (5) business days of discharge date.

	Date of service (first date of assessment) 
(yyyy-mm-dd)
     
	Progress number

	Date of service (date of discharge) 
(yyyy-mm-dd)
     
(date the worker last received services by the provider)

	Date of report (yyyy-mm-dd)
     

	Date of progress report (yyyy-mm-dd)
     

	Date of discharge report (yyyy-mm-dd)
     


Worker information
	Worker last name

	First name


	Middle initial

	WorkSafeBC claim number



	Area(s) of injury accepted on this claim
     
	Date of injury (yyyy-mm-dd)
     


Name of occupational therapist (OT)

	Name(s) of the OT and professional designation(s)

     

	OT’s direct phone number/extension (include area code)
     


Participation
	Occupational therapy sessions to date

     
	Support worker sessions to date

     

	Proposed number of further occupational therapy hours per week
     
	Proposed number of further support worker hours per week
     

	Note: The contractor must contact the WorkSafeBC officer as soon as any changes to the treatment plan are identified which impact the length or outcome of the treatment, or which provide recommendations for other interventions. 


Plan/recommendations
	Barriers

List up to four barriers and prioritize them (1 = most critical to the success of the plan, 4 = least critical) with action plan and timeline for each.

     

	Service plan start date (yyyy-mm-dd)
     
	Service plan end date (yyyy-mm-dd)
     

	Outline of program activities to be carried out

     


Assessment/progress findings
	Worker-reported outcomes

     

	Clinician-reported outcomes

     

	Physical function

     

	Cognitive function

     

	Behavioural observations

     

	Functional status/functional update

Mobility/transfers

     

	Self-care
     

	Household management
     

	Financial management

     

	Leisure
     

	Transportation
     

	Productivity
Job position/volunteer position

     

	Employer
     

	Current status

     

	Environmental supports

     

	Analysis

     


Report prepared by
	Name of report writer

     
	Anticipated date for next report (yyyy-mm-dd)
     


Provider information
	Company name

     

	Payee number

     
	Company phone number (include area code)
     

	Mailing address

     

	City

     
	Province

     
	Postal code

     


Claim information

	Claim owner

     
	Attending physician

     


	Claims Call Centre
Phone 604.231.8888
Toll-free 1.888.967.5377
M–F, 8:00 am to 4:30 pm
	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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