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	Home Care Services
Progress Report

	

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

 STYLEREF  FormFirstName  \* CHARFORMAT 
	Middle initial 

 STYLEREF  FormInitial  \* CHARFORMAT 
	WorkSafeBC claim number

 STYLEREF  FormClaimNumber  \* CHARFORMAT 
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	Home Care Services

Progress Report

	
	Date of service (date of nursing assessment) (yyyy-mm-dd)
     


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

     

	Home address (where service is to be provided)

     

	City

     
	Province

     
	Postal code

     
	Phone number 

     
	Date of birth (yyyy-mm-dd)

     


WorkSafeBC’s information

	WorkSafeBC officer’s name
     
	Phone number 

     

	Did you or another agency representative contact the WorkSafeBC officer to discuss this report? (e.g., issues or concerns, change in service and/or care plan)

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No 

	If yes, date contacted 
(yyyy-mm-dd)

     
	If no, explain why not and whether a voice message was left
     


Agency’s information

	Agency’s or company’s name
     
	Payee number

     

	Mailing address
     

	City

     
	Province

     
	Postal code

     
	Phone number 

     
	Fax number 

     


Current services and supports (being provided up to and including the date of this report) 

	Description of current informal support (who is involved and how they assist — e.g., family and/or friends, community groups, religious organizations)
     

	Description of current services and/or formal support not being delivered by the agency 
(e.g., delivered meals, health authority support, community transport, medical alarm system monitoring, education, rehabilitation)
     

	Description of current services from agency (please give specific details, such as what tasks are being performed and by what type of personnel [e.g., RN, RPN, LPN, HCA])

     

	Service start date (yyyy-mm-dd)
     
	Anticipated discharge date, if known 
(yyyy-mm-dd)

     
	Date of last nursing assessment (prior to this review) (yyyy-mm-dd)   
     


Current level of services (should match services to be provided in previous report, up to and including the date of this report)
Note: Nursing services for reporting purposes do not need to be included below.
	Service
	Number of hours per day
	Number of days per week

	Registered nurse (RN) or registered psychiatric nurse (RPN)
	      or range       to       hour(s)
	      or range       to       day(s)

	Licensed practical nurse (LPN)
	      or range       to       hour(s)
	      or range       to       day(s)

	Health care assistant (HCA)
	      or range       to       hour(s)
	      or range       to       day(s)

	Foot care (performed by a nurse)
	One visit every       weeks

	Comments (as needed for clarification of the service hours stated above)
     

	Did any dates of service deviate from the approved services stated in the last report?
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No   
	If yes, provide the date(s) and hours and a brief explanation

     


Current health status (since last nursing assessment, up to and including the date of this report)

	Summary of claim-related injury 

     
	

	Pertinent non–claim-related health update
     
	
 FORMCHECKBOX 
  Improved
 FORMCHECKBOX 
  Declined
 FORMCHECKBOX 
  No change

	Functional status and abilities update (including pain scale, etc.)

     
	
 FORMCHECKBOX 
  Improved
 FORMCHECKBOX 
  Declined
 FORMCHECKBOX 
  No change

	Bowel and bladder care (provide details, including required supplies and equipment)
     
	 FORMCHECKBOX 
  N/A
 FORMCHECKBOX 
  Improved
 FORMCHECKBOX 
  Declined
 FORMCHECKBOX 
  No change

	Skin integrity and wounds 
(include clinical details such as size, odour, and stage of wound[s])  

     
	 FORMCHECKBOX 
  N/A
 FORMCHECKBOX 
  Improved
 FORMCHECKBOX 
  Declined
 FORMCHECKBOX 
  No change

	Foot care (describe condition of the feet and identify possible factors relating to the injury and interventions) 

     
	 FORMCHECKBOX 
  N/A
 FORMCHECKBOX 
  Improved
 FORMCHECKBOX 
  Declined
 FORMCHECKBOX 
  No change

	Current medications (list all, including name, dosage, and frequency)

     
	
 FORMCHECKBOX 
  Change
 FORMCHECKBOX 
  No change

	Current equipment and adaptive aids (list all and describe any changes)

     
	
 FORMCHECKBOX 
  Change
 FORMCHECKBOX 
  No change

	Behaviour and mood (explain)
     
	
 FORMCHECKBOX 
  Improved
 FORMCHECKBOX 
  Declined
 FORMCHECKBOX 
  No change

	Cognition (explain)
     
	
 FORMCHECKBOX 
  Improved
 FORMCHECKBOX 
  Declined
 FORMCHECKBOX 
  No change

	Psychosocial (explain)
     
	
 FORMCHECKBOX 
  Improved
 FORMCHECKBOX 
  Declined
 FORMCHECKBOX 
  No change

	Nutrition and weight 
(describe current level of nutrition and appetite and whether worker is independent with feeding or requires assistance; comment on any changes or concerns)
     
	
 FORMCHECKBOX 
  Improved
 FORMCHECKBOX 
  Declined
 FORMCHECKBOX 
  No change

	Description of home environment 
(describe any changes such as modifications to the home, new roommates or pets, etc.)

     
	
 FORMCHECKBOX 
  Change
 FORMCHECKBOX 
  No change



	Identify and comment on any safety concerns that are or may be present and the strategies required to manage these risks
     
	
 FORMCHECKBOX 
  Change
 FORMCHECKBOX 
  No change


Recommendations and plan (from the date of this report moving forward)
	Is the worker progressing as expected?

 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No   
	Recommended changes to current services

 FORMCHECKBOX 
  No change
 FORMCHECKBOX 
  Decrease services
 FORMCHECKBOX 
  Increase services
 FORMCHECKBOX 
  End services 

	Are there any changes to the care plan? 

 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No   
	If yes, explain care plan changes in detail

     

	If there are no changes, provide the date a WorkSafeBC officer last authorized the current care plan (yyyy-mm-dd)

     
	WorkSafeBC officer’s name  
     


Services to be provided
Note: Nursing services for reporting purposes do not need to be included below.
	Service
	Number of hours per day
	Number of days per week

	Registered nurse (RN) or registered psychiatric nurse (RPN)
	      or range       to       hour(s)
	      or range       to       day(s)

	Licensed practical nurse (LPN)
	      or range       to       hour(s)
	      or range       to       day(s)

	Health care assistant (HCA)
	      or range       to       hour(s)
	      or range       to       day(s)

	Foot care (performed by a nurse)
	One visit every       weeks

	Comments (as needed for clarification of the service hours stated above)
     

	Service goals (describe specific goal[s] and expected outcome[s] for each type of personnel, as applicable)
     


Additional information

	Comments
     


I certify that the information contained in this report is complete and accurate to the best of my knowledge.

	Assessment 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 

     

	Was this assessment completed via telehealth? (i.e., videoconference)
 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
If yes, confirm you received approval from a WorkSafeBC officer 
 FORMCHECKBOX 
  Yes, I received approval from a WorkSafeBC officer for a telehealth assessment     

	Next scheduled nursing re-assessment
(yyyy-mm-dd)

     
	Quarterly reporting authorized?

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No   
	Date authorized (yyyy-mm-dd)

     
	Authorized by (name of WorkSafeBC officer)
     


	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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