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	Massage Therapy Treatment Report

	

	Worker’s last name
 STYLEREF  FormLastName  \* CHARFORMAT 
	First name
 STYLEREF  FormFirstName  \* CHARFORMAT 
	Middle initial
 STYLEREF  FormInitial  \* CHARFORMAT 
	WorkSafeBC claim number
 STYLEREF  CLAIM_NUMBER  \* CHARFORMAT 
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	Massage Therapy Treatment Report 

	Massage therapy services are payable on accepted claims only. Submit this report within 5 business days of the initial assessment or when the report is requested by a WorkSafeBC officer. This report must be completed in full, and the date of service on the invoice must match the date of service* on this form for payment to be processed.
	
	Date of report (yyyy-mm-dd)


	
	
	Number of pages submitted
     


Type of report
	Required after initial assessment 
 FORMCHECKBOX 
 Initial   
	WorkSafeBC-requested report

 FORMCHECKBOX 
 Progress       FORMCHECKBOX 
 Discharge
	Date of service* (yyyy-mm-dd)
     


Worker’s information
	Last name

     
	First name

     
	Middle initial 

     
	WorkSafeBC claim number
     

	Phone number 
     

	Date of birth (yyyy-mm-dd)
     
	Personal Health Number (BC Services Card/CareCard)
     

	Date of injury (yyyy-mm-dd)
     
	Injury accepted on the claim
     
	Side of the body

 FORMCHECKBOX 
 Left       FORMCHECKBOX 
 Right       FORMCHECKBOX 
 Both


Employment and job information 
	Did the worker report any time loss from work due to the injury?  
 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No 

	Is the worker currently working? 
 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No 
If yes, what kind of duties are they performing? (select one)
 FORMCHECKBOX 
 Full duties       FORMCHECKBOX 
 Modified duties 
If no, please explain

     


Clinical information
	Is the worker receiving concurrent treatments? 

 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No       FORMCHECKBOX 
 Unknown
	If yes, please select all that apply

 FORMCHECKBOX 
 Physiotherapy       FORMCHECKBOX 
 Chiropractic       FORMCHECKBOX 
 Other (specify)      

	Significant subjective findings (e.g., self-report, mechanism of injury, chief complaint, history, symptoms [pain scale], aggravators and alleviators, current functional abilities) 
     

	Significant objective findings (e.g., observations, palpation, posture, range of motion, orthopedic testing [functional tests, special tests] unless contraindicated)
     

	Please identify any recovery and return-to-work factors
     


Treatment plan
	Treatment modality (e.g., manual technique and remedial exercise)

     

	Treatment frequency (average number of visits per week)
     

	Treatment goals (e.g., restoration of activities of daily living, return to work)
     


Provider’s information
	Clinic’s name
     
	Fax number 

     
	Payee number

     

	Address

     
	City

     
	Province

     
	Postal code

     

	Phone number 

     
	Registered massage therapist’s name 
     

	Do you have a physician’s referral?

 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No
	


For an update on claim status and injury information, contact the Claims Call Centre or visit the View & submit claim information page on worksafebc.com.
	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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