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	Mental Health Treatment

Recovery & RTW Standard Treatment Discharge Report

	

	Worker’s last name
 STYLEREF  CLAIMANT_LAST_NAME 
	First name
 STYLEREF  CLAIMANT_FIRST_NAME 
	Middle initial
 STYLEREF  CLAIMANT_INITIAL 
	WorkSafeBC claim number
 STYLEREF  CLAIM_NUMBER 
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	Mental Health Treatment
Recovery & RTW Standard Treatment
Discharge Report


	This discharge report is due within 5 business days of the final treatment session. 
Note: The date of service on the invoice must match the date of service on this report.
	
	Date of service (report submission date) (yyyy-mm-dd)

     


Worker’s information
	Worker’s last name
     
	First name

     
	Middle initial
     
	WorkSafeBC claim number

     

	Date of birth (yyyy-mm-dd)
     
	Date of injury (yyyy-mm-dd)
     


Mental health disorder(s) authorized for treatment based on referral form

	DSM-5 diagnosis or diagnoses
     


Discharge status

	Date of discharge (yyyy-mm-dd)
     

	Status at time of discharge

 FORMCHECKBOX 
  At work

 FORMCHECKBOX 
  Graduated return to work in progress

 FORMCHECKBOX 
  Not yet at work
 FORMCHECKBOX 
  Transferred to another service (please specify)       


Worker presentation and function (clinician report)

	Did the worker arrive alone? If no, please comment (e.g., was a companion required for support?)
 FORMCHECKBOX 
  Yes        FORMCHECKBOX 
  No       

	What was the worker’s method of transportation?
 FORMCHECKBOX 
  Foot          FORMCHECKBOX 
  Bus          FORMCHECKBOX 
  Taxi          FORMCHECKBOX 
  Drove          FORMCHECKBOX 
  Passenger          FORMCHECKBOX 
  Bicycle

	Comments (e.g., if method was other than “Drove,” was it due to inability to drive?)
     

	Appropriately dressed?

 FORMCHECKBOX 
  Yes        FORMCHECKBOX 
  No
	Comments

     

	Appropriately groomed?

 FORMCHECKBOX 
  Yes        FORMCHECKBOX 
  No
	Comments

     

	Behaviour socially appropriate?

 FORMCHECKBOX 
  Yes        FORMCHECKBOX 
  No
	Comments

     

	Able to maintain train of thought and focus?
 FORMCHECKBOX 
  Yes        FORMCHECKBOX 
  No
	Comments

     

	Able to understand and respond appropriately to questions?

 FORMCHECKBOX 
  Yes        FORMCHECKBOX 
  No
	Comments

     

	Any evidence of speech difficulties?

 FORMCHECKBOX 
  Yes        FORMCHECKBOX 
  No
	Comments

     

	Any evidence of unusual emotional expression?

 FORMCHECKBOX 
  Yes        FORMCHECKBOX 
  No
	Comments

     

	Comments on other aspects of worker’s presentation or function that you believe may affect their staying at or returning to work or their social functioning

     


Treatment progress and recovery, stay-at-work, and/or return-to-work (RTW) factors
	Have the treatment targets and recovery, stay-at-work, and/or RTW factors identified at intake and on progress reports been successfully addressed?
 FORMCHECKBOX 
  Yes        FORMCHECKBOX 
  No     

	If no, please outline remaining treatment needs

     

	List any activities that the worker should not engage in for risk of immediate harm to self or others as a result of their mental health symptoms

     

	Describe the worker’s perception of how their current abilities and functioning relate to job demands 

     

	Describe additional supports or strategies that may promote the worker staying at or returning to work 
     


Stay-at-work or RTW readiness

Using the scale below, please provide an overall estimate of the worker’s likelihood to stay at work or readiness to return to work from a mental health perspective.

	In your view as a clinician, how likely is this worker to stay at work, or how ready is this worker to return to work?

	 FORMCHECKBOX 
  1
	 FORMCHECKBOX 
  2
	 FORMCHECKBOX 
  3
	 FORMCHECKBOX 
  4
	 FORMCHECKBOX 
  5
	 FORMCHECKBOX 
  6
	 FORMCHECKBOX 
  7

	Not likely

Not ready
	
	
	
	
	
	Very likely

Very ready

	Comments (identify the factors that have the greatest influence on the worker staying at or returning to work and indicate how these factors are addressed in treatment)
     

	Outline any other factors of clinical relevance not covered above




Planning meeting and referral(s)
	Has a meeting with the claim owner and other claim participants been requested (if necessary)? 
 FORMCHECKBOX 
  Yes        FORMCHECKBOX 
  No

	If yes, please briefly outline the issue(s) that have been or will be discussed
     


	Would communication with, or a referral to, the attending physician be beneficial? (check all that apply)
 FORMCHECKBOX 
  Yes        FORMCHECKBOX 
  No       FORMCHECKBOX 
  The worker does not have a physician
Please explain 

     

	If yes, has a consultation been arranged?
 FORMCHECKBOX 
  Yes        FORMCHECKBOX 
  No 

	Would the assistance of an occupational therapist be beneficial?

 FORMCHECKBOX 
  Yes        FORMCHECKBOX 
  No       If yes, please discuss with claim owner


Suicide risk assessment

	Based on your clinical assessment, how would you rate the worker’s current level of risk*?

 FORMCHECKBOX 
  Low                  FORMCHECKBOX 
  Medium                  FORMCHECKBOX 
  High

*Refer to the Mental Health Treatment Standards and Reference Manual for rating rule sets

	If there are significant concerns about suicidality, clearly outline your care plan
     


Recommendations

	 FORMCHECKBOX 
  No further mental health treatment required

 FORMCHECKBOX 
  Consider referral for an assessment or additional service (specify type)  
 FORMCHECKBOX 
  None at this time


Provider’s information
	Provider’s name

     
	Payee number

     

	Phone number

     
	Fax number 
     

	Contact’s name

     
	Contact’s direct extension or phone number (if applicable)
     

	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 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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