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	Requisition for Expedited Image-guided Diagnostic and Therapeutic Injections

	

	Worker’s last name
     
	First name
     
	Middle initial
     
	WorkSafeBC claim number
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	Requisition for Expedited Image-guided Diagnostic and Therapeutic Injections  


This requisition is to be used only for injections requiring image-guidance. It is not intended for soft‑tissue injections. Please complete in ink and fax copy of report to WorkSafeBC.
Worker’s information
	Worker’s last name

	First name

	Middle initial

	Gender

 FORMCHECKBOX 
  M        FORMCHECKBOX 
  F

	WorkSafeBC claim number


	Address

     

	Personal health number
(BC Services Card/CareCard)
     
	Phone numbers (include area codes)

	
	Home

     
	Work

     
	Cell

     

	Date of birth (yyyy-mm-dd)

     
	Translator required?

 FORMCHECKBOX 
  Yes        FORMCHECKBOX 
  No
	Date of injury (yyyy-mm-dd)

     


Procedure required
	If an alternate procedure is proposed rather than the procedure indicated in the requisition, the injector MUST contact the referring physician to achieve consensus PRIOR to performing the procedure.

	Type of procedure

     

	For spinal injections, please indicate specific level(s)



	Please check one or all items that apply

 FORMCHECKBOX 
  Include steroid
 FORMCHECKBOX 
  Diagnostic
 FORMCHECKBOX 
  Diagnostic and therapeutic
 FORMCHECKBOX 
  Single injection only
 FORMCHECKBOX 
  Up to three injections

	Relevant prior injections

     

	Date(s) of prior injections (yyyy-mm-dd)
         

        

          


	Name of hospital/surgical centre 

     
	Segmental numbering concerns

     

	Current diagnosis


	Medical history (CAD/DM?)



	
	Anti-coagulants?           FORMCHECKBOX 
  Yes        FORMCHECKBOX 
  No

	
	Name/Dose




Essential medical information

	Is patient pregnant?

 FORMCHECKBOX 
  Yes        FORMCHECKBOX 
  No
	Patient’s weight (kg)
     

	Allergies, asthma, hay fever?

 FORMCHECKBOX 
  Yes        FORMCHECKBOX 
  No
	If yes, please specify

     


Ordering physician
	Name

     

	Phone number (include area code)

     
	Fax number (include area code)

     
	MSP number

     

	Copies of report to

	(1)

     
	Fax number (include area code)

     

	(2)

     
	Fax number (include area code)

     


	Office use only

     


	Claims Call Centre
Phone 604.231.8888
Toll-free 1.888.967.5377
M–F, 8:00 a.m. to 6:00 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.
[image: image2.png]



	83D58
	
	(R15/02)  Page 1 of 2


	83D58
	
	(R15/02)  Page 2 of 2



[image: image3.jpg][image: image4.png]