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	Physiotherapy Hospital Report



	

	Worker’s last name

     
	First name

     
	Middle initial

     
	WorkSafeBC claim number
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	Physiotherapy Hospital Report




	All fields with * are required for payment to be processed. Failure to provide this information may result in processing delays. Please also complete all other fields.
	
	Number of pages submitted

     

	Date of service* (assessment or reassessment) (yyyy-mm-dd)

     


Worker and claim information
	Worker’s last name

     
	First name

     
	Middle initial

     
	WorkSafeBC claim number

     

	Area(s) of injury accepted on this claim

     
	Date of injury (yyyy-mm-dd)
     

	Claim owner

     
	Attending physician

     


Employer and job information

	Company’s name

     
	Worker’s occupation

     

	Pre-injury job attachment status (check one only)

  Job attached         Job not attached         Not yet confirmed

	Usual pre-injury work schedule (days and hours)

	Days per week

     
	Hours per day

     
	Comments (if applicable)

     


Assessment findings

	Significant subjective findings

     

	Significant clinical/objective findings

     

	Barrier to return to work (RTW) 
Identify the injured worker’s five most significant barriers to RTW in the space below
Critical job demands

Current ability

Job match

     
     
  Yes       No
     
     
  Yes       No
     
     
  Yes       No
     
     
  Yes       No
     
     
  Yes       No


	Factors delaying recovery/additional barriers

     


Treatment goals / plan / recommendations

	Treatment goals

     

	Frequency (average number of visits per week) and expected duration of treatment

     

	Based on current functional abilities, can modified or regular duties be performed concurrently with physiotherapy treatment?

Regular duties
  Yes       No
Modified duties
  Yes       No
	If no, please explain and include possible date that modified duties could begin (yyyy-mm-dd)
     

	Return to work recommendations 
Please comment on available modified hours/duties that would be appropriate for the worker
Modified duties and/or modified hours

Comments/recommendations

     
     
     
     
     
     


	Expected outcome from physiotherapy treatment

	  Return to full duties/hours

  Return to modified duties/hours
	  Other (please explain)

     

	Anticipated treatment start date (yyyy-mm-dd)

     
	Anticipated treatment end date (yyyy-mm-dd)

     

	Estimated discharge date from physiotherapy (yyyy-mm-dd)

     
	The plan/recommendations have been communicated to the claim owner

  Yes       No         Not yet


Provider’s information
	Name of hospital

     
	Payee number

     

	Contact’s name (physical therapist)
     
	Department phone number
(include area code)
     
	Department fax number

(include area code)
     

	Mailing address

     
	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 freedom of information coordinator at PO Box 2310 Stn Terminal, Vancouver BC, V6B 3W5, or call 604.279.8171.
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