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	Home Care Services
Care Plan

	

	Worker’s last name
 STYLEREF  FormLastName  \* CHARFORMAT 
	First name

 STYLEREF  FormFirstName  \* CHARFORMAT 
	Middle initial 

 STYLEREF  FormInitial  \* CHARFORMAT 
	WorkSafeBC claim number

 STYLEREF  FormClaimNumber  \* CHARFORMAT 



	
	[image: image1.jpg]



	Home Care Services

Care Plan

	Please indicate if this is the initial care plan or a subsequent one.
 FORMCHECKBOX 
  Initial       FORMCHECKBOX 
  Subsequent 
	Date of service (date of nursing assessment) (yyyy-mm-dd)




Worker’s information
	Worker’s last name
     
	First name
     
	Middle initial
     
	WorkSafeBC claim number

     

	Worker’s home address (where service is to be provided)

     

	City

     
	Province

     
	Postal code

     
	Phone number

     
	Date of birth (yyyy-mm-dd)

     


Agency’s information

	Agency’s or company’s name
     
	Payee number

     

	Mailing address
     

	City

     
	Province

     
	Postal code

     
	Phone number 

     
	Fax number 

     


Activities of daily living (ADL)

Please indicate below which activities the worker needs assistance with. If the worker is not independent, provide the frequency, duration, and details for each task.
	Activity
	Independent
	Assistance
frequency

(# of times

per day)
	Duration

(total
hours per day to the nearest 15-minute increment —e.g., 2.25 hours = 2 hours and 15 minutes)
	Comments

(detailed explanation of what agency is assisting with)

	Bathing
	
	
	
	

	 FORMCHECKBOX 
 Tub bath
 FORMCHECKBOX 
 Shower

 FORMCHECKBOX 
 Sponge bath
	 FORMCHECKBOX 

	     
	     
	     

	Dressing and grooming
	
	
	
	

	 FORMCHECKBOX 
 Dressing
 FORMCHECKBOX 
 Oral Hygiene
 FORMCHECKBOX 
 Shaving

 FORMCHECKBOX 
 Hair care


 FORMCHECKBOX 
 Skin and/or nail care      
	 FORMCHECKBOX 

	     
	     
	     

	Bladder care
	
	
	
	

	 FORMCHECKBOX 
 Toileting
 FORMCHECKBOX 
 Pads
 FORMCHECKBOX 
 Catheter 
Catheter type:
     

Continent or incontinent? 

 FORMCHECKBOX 
 Continent

 FORMCHECKBOX 
 Incontinent
	 FORMCHECKBOX 

	     
	     
	     

	Bowel care
	
	
	
	

	 FORMCHECKBOX 
 Toileting   

 FORMCHECKBOX 
 Pads
 FORMCHECKBOX 
 Digital rectal stimulation

 FORMCHECKBOX 
 Suppository or enema 
 FORMCHECKBOX 
 Colostomy
 FORMCHECKBOX 
 Continent

 FORMCHECKBOX 
 Incontinent
	 FORMCHECKBOX 

	     
	     
	     

	Nutrition
	
	
	
	

	 FORMCHECKBOX 
 Feeding
 FORMCHECKBOX 
 Tube feed

 FORMCHECKBOX 
 Meal preparation (not authorized under Home Care Services Agreement)
	 FORMCHECKBOX 

	     
	     
	     

	Cleaning supplies after use
	
	
	
	

	 FORMCHECKBOX 
 Bathroom
 FORMCHECKBOX 
 Kitchen
 FORMCHECKBOX 
 Other
	 FORMCHECKBOX 

	     
	     
	     

	Transferring and positioning
	
	
	
	

	 FORMCHECKBOX 
 In and out of bed 
 FORMCHECKBOX 
 Repositioning in bed or chair

 FORMCHECKBOX 
 Laying to sitting 
 FORMCHECKBOX 
 Sitting to standing
 FORMCHECKBOX 
 On and off toilet

 FORMCHECKBOX 
 In and out of bathtub or shower
 FORMCHECKBOX 
 Other
	 FORMCHECKBOX 

	     
	     
	     

	Mobility
	
	
	
	

	 FORMCHECKBOX 
 Ambulatory

 FORMCHECKBOX 
 Non-weight bearing 
 FORMCHECKBOX 
 Bedridden
 FORMCHECKBOX 
 Stairs 
 FORMCHECKBOX 
 Assistive devices 
	 FORMCHECKBOX 

	     
	     
	     

	Medication management
	 FORMCHECKBOX 

	     
	     
	     

	Other

     
	 FORMCHECKBOX 

	     
	     
	     


Special tasks
	Activity
I = independent

PA = partial assist
FA = full assist

N/A = not applicable
	Assistance
frequency

(# of times

per day)
	Duration

(total
hours per day to the nearest 15-minute increment — e.g., 2.25 hours = 

2 hours and 15 minutes)
	Comments

(detailed explanation of what agency is assisting with)

	Wound care (dressings and treatments)
	
	
	

	 FORMCHECKBOX 
 I     FORMCHECKBOX 
 PA     FORMCHECKBOX 
 FA     FORMCHECKBOX 
 N/A
	     
	     
	     

	Foot care
	
	
	

	 FORMCHECKBOX 
 I     FORMCHECKBOX 
 PA     FORMCHECKBOX 
 FA     FORMCHECKBOX 
 N/A
	     
	     
	     

	Rehabilitation exercises
	
	
	

	 FORMCHECKBOX 
 I     FORMCHECKBOX 
 PA     FORMCHECKBOX 
 FA     FORMCHECKBOX 
 N/A 
	     
	     
	     

	Transport to and from appointments, etc.
	
	
	

	 FORMCHECKBOX 
 I     FORMCHECKBOX 
 PA     FORMCHECKBOX 
 FA 
	     
	     
	     

	Other

     
	     
	     
	     


Additional information

	Special instructions (in case of emergency; do not resuscitate [DNR], etc.)
     

	Emergency contact name (first and last)
     
	Emergency contact phone number 

     

	Other

     


 FORMCHECKBOX 
  I certify there is a copy of an up-to-date care plan (for the services that have been approved by a WorkSafeBC officer) in the injured worker’s home.   

	Date the WorkSafeBC officer approved this care plan 
(yyyy-mm-dd)
     
	WorkSafeBC officer’s name
     

	Care plan completed by (first and last name)
     
	Title (RN, RPN, or LPN)
     
	Contact phone number 

     

	First and last name of supervising nurse (if different than above) 
     
	Title (RN, RPN, or LPN)
     
	Contact phone number 

     


	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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