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WORKING TO MAKE A DIFFERENCE
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	Personal Care Allowance Assessment
 (continued)

	

	Worker last name
     
	First name

     
	Middle initial 

     
	WorkSafeBC claim number
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	Personal Care Allowance Assessment


Please call the person requesting the assessment with any questions or concerns.
CLAIMS CALL CENTRE
FAX 
MAIL
Phone 604 231-8888 
604 233-9777
WorkSafeBC
Toll-free 1 888 967‑5377
Toll-free 1 888 922-8807
PO Box 4700 Stn Terminal
M–F, 8:00 a.m. to 4:30 p.m. 

Vancouver BC   V6B 1J1
	Date of assessment (yyyy-mm-dd)
     
	Date of report (yyyy-mm-dd)
     


Worker information

	Worker last name

     
	First name

     
	Middle initial

     
	WorkSafeBC claim number

     

	Worker home address (where service is provided)
     

	Worker phone number (please include area code)
     
	Date of birth (yyyy-mm-dd)
     

	Family physician

     
	Physician phone number (please include area code)
     


Health history

	Pertinent health history (provide a general description of the nature and extent of the work-related disability and any other factors, such as non‑compensable medical problems or age)

     

	Current medications (name, dosage, frequency, and who administers)
     


Level of mobility
	


Requires


Independent
assistance
Dependent
MOBILITY

Stairs
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Inside home
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Outside home
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 



	Describe type of assistance, including who provides assistance

     

	

Have
Use
Mobility aides
Crutches
 FORMCHECKBOX 

 FORMCHECKBOX 




Type      
Cane
 FORMCHECKBOX 

 FORMCHECKBOX 


Type      
Walker
 FORMCHECKBOX 

 FORMCHECKBOX 




Type      
Brace and splints
 FORMCHECKBOX 

 FORMCHECKBOX 


Type and who applies      
Wheelchair



Manual
 FORMCHECKBOX 

 FORMCHECKBOX 


Power
 FORMCHECKBOX 

 FORMCHECKBOX 


	


Requires hands-on


Independent
assistance
Dependent
TRANSFERS
In/out of bed
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

In/out of chair
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Reposition in bed/chair
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

On/off commode and/or toilet
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

In/out bathtub/shower
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

In/out of vehicle
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Other (please describe)
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

     

	Describe type of assistance (e.g. transfer belt, number of people, as well as transfer challenges such as an uneven surface, and who provides transfer assistance)

     

	

Have
Use
Aides
Transfer/sliding board
 FORMCHECKBOX 

 FORMCHECKBOX 



Trapeze
 FORMCHECKBOX 

 FORMCHECKBOX 



Floor-to-ceiling pole
 FORMCHECKBOX 

 FORMCHECKBOX 

Lift


Portable
 FORMCHECKBOX 

 FORMCHECKBOX 


Ceiling
 FORMCHECKBOX 

 FORMCHECKBOX 



Which rooms      
Grab bars
 FORMCHECKBOX 

 FORMCHECKBOX 


Location      

	List all other adaptive aides and equipment in home for mobility

     

	EXERCISE
Walking

Inside   FORMCHECKBOX 
          Outside   FORMCHECKBOX 
          ROM/stretching at home   FORMCHECKBOX 


	Please identify frequency and location of exercise program(s)

     
	Please identify any required assistance and who provides the assistance

     

	Is a plan in place?


Yes   FORMCHECKBOX 
          No   FORMCHECKBOX 

►
	If yes, please identify location of plan and who has access
     

	Objective observations related to “Level of mobility”
     


Activities of daily living

	


Requires hands-on


Independent
assistance
Dependent
1.
HYGIENE/GROOMING

Tub
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Shower
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Sink
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Able to clean equipment/supplies after use
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Teeth brushing
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Shampooing
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Hair brushing/combing
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Shaving
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Make-up
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


	
Describe assistance (include identifying if the shower and tub are combined)
     

	
Skin integrity (if wound present, please describe and include type of dressing and frequency of dressing changes)
     

	


Requires hands-on


Independent
assistance
Dependent

Dressing


Clothing
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Do/undo buttons
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Do/undo zipper
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Footwear


Socks
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Shoes



Put on/take off
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


	
Describe assistance (include who provides assistance and if there are any adaptive aides that can also be of assistance)
     

	

Have
Use

Equipment

Transfer bath bench
 FORMCHECKBOX 

 FORMCHECKBOX 




Shower chair/stool/commode
 FORMCHECKBOX 

 FORMCHECKBOX 




Commode
 FORMCHECKBOX 

 FORMCHECKBOX 




Wheel-in shower chair
 FORMCHECKBOX 

 FORMCHECKBOX 




Bath lift
 FORMCHECKBOX 

 FORMCHECKBOX 




Grab bars
 FORMCHECKBOX 

 FORMCHECKBOX 




Hand-held shower
 FORMCHECKBOX 

 FORMCHECKBOX 




Other (please specify)
 FORMCHECKBOX 

 FORMCHECKBOX 



     


	Additional comments (include the identification of any other aides that could be of assistance)

     

	


Requires hands-on


Independent
assistance
Dependent
2.
TOILETING


a)
Bladder



Toileting
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 



Continent



All times
 FORMCHECKBOX 




At times
 FORMCHECKBOX 



Incontinence



Reason:
Urgency
 FORMCHECKBOX 





Unaware of need to void
 FORMCHECKBOX 





Other (specify)
     


Frequency:
At times
 FORMCHECKBOX 


Often
 FORMCHECKBOX 



Occurs:
Any time
 FORMCHECKBOX 





Night time only (asleep)
 FORMCHECKBOX 



Bladder routine

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 



Condom drainage

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 



Intermittent catheterization

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 




Frequency:      


Foley


 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 




Frequency of change:      

	

Describe assistance (include who provides assistance)
     

	

Objective observations

     

	


Requires hands-on


Independent
assistance
Dependent
2.
TOILETING (continued)



b)
Bowel



Toileting
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 



Continent




All times
 FORMCHECKBOX 




At times
 FORMCHECKBOX 



Incontinence



Reason:
Urgency
 FORMCHECKBOX 





Unaware of need
 FORMCHECKBOX 



Frequency:
     


Ability to clean equipment/supplies
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


	

Describe assistance (include who provides assistance)
     

	




Requires




Independent
assistance
Dependent


Bowel routine
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


	
Please describe (include frequency of routine and who performs routine)

     

	


Have
Use


Equipment


Commode
 FORMCHECKBOX 

 FORMCHECKBOX 





Raised toilet seat/raised toilet base
 FORMCHECKBOX 

 FORMCHECKBOX 





Toilet frame/grab bar
 FORMCHECKBOX 

 FORMCHECKBOX 


	

Objective observations

     

	


Requires hands-on


Independent
assistance
Dependent
3.
NUTRITION




Meal preparation



Simple meal
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 



Main meal
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Eating/drinking
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Cleanup
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Shopping

Large grocery shop
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Light grocery shop
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Put groceries away
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


	
Describe assistance (include identity of who provides assistance)

     

	
Objective observations

     


Psychological
	BEHAVIOUR/COGNITION

Behaviour:
Normal
 FORMCHECKBOX 

Restless
 FORMCHECKBOX 

Withdrawn
 FORMCHECKBOX 

Wanders
 FORMCHECKBOX 


Self-destructive
 FORMCHECKBOX 

Verbally abusive
 FORMCHECKBOX 

Physically abusive
 FORMCHECKBOX 


Sexually inappropriate
 FORMCHECKBOX 

Substance abuse
 FORMCHECKBOX 
  (please specify)      

	Safety concerns (please specify)
     

	Objective observations of behaviour

     

	Cognitive abilities (please describe)

Orientation
     

Person
     

Place
     

Time
     
Appropriately dressed
     

	


Physical
Verbal


Independent
direction
direction
Planning/organizing
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Comprehension
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Ability to initiate
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Insight
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Problem solving
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Decision making/judgment skills
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Attention/concentration
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


	Objective observations of cognitive abilities

     

	Who provides assistance?

     

	


Physical
Verbal


Independent
direction
direction
Communication


Speech
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Word finding
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Written
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


	Objective observations of communication abilities

     

	Can the worker be left alone?


Yes   FORMCHECKBOX 
          No   FORMCHECKBOX 

►
	If no, please specify reasons

     

	Does the worker drive?


Yes   FORMCHECKBOX 
          No   FORMCHECKBOX 

	Describe any driving considerations (e.g. aides, established route, and/or locations)

     

	Objective observations

     

	


Requires


Independent
assistance
Dependent
FINANCIAL AND LEGAL AFFAIRS
Banking
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
 

ATM
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
 

Shopping/money management
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Legal affairs
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


	Please identify any required assistance and who provides the assistance

     

	Additional comments

     


Environment and support
	Description of home environment

     

	Description of informal support in place (include identification of who provides specific informal support)
     

	Description of current services/formal support (include name of agency and frequency of service)

     


Signature
	Completed by (please print)
     
	Signature



	Title/position

     
	Phone number (please include area code)
     

	Name of agency/company

     


Personal information on this form is collected for the purposes of administering a worker’s compensation claim by WorkSafeBC in accordance with the Workers Compensation Act and the Freedom of Information and Protection of Privacy Act. For further information about the collection of personal information, please contact WorkSafeBC’s Freedom of Information Coordinator at PO Box 2310 Stn Terminal, Vancouver BC, V6B 3W5, or telephone 604 279-8171.
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