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	Self-Managed Personal Care 

Biannual Progress Report

	Worker’s last name

 STYLEREF  CLAIMANT_LAST_NAME  \* MERGEFORMAT 
	First name

 STYLEREF  CLAIMANT_FIRST_NAME  \* MERGEFORMAT 
	Middle initial

 STYLEREF  CLAIMANT_INITIAL  \* MERGEFORMAT 
	WorkSafeBC claim number

 STYLEREF  CLAIM_NUMBER  \* MERGEFORMAT 
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	Self-Managed Personal Care 

Biannual Progress Report

	Please complete this form twice a year with your personal care provider or caregiver (in June and December).
	Month of report

 FORMCHECKBOX 
  June           FORMCHECKBOX 
  December 
Year of report 
     


Worker’s information
	Worker’s last name

     
	First name

     
	Middle initial

     
	WorkSafeBC claim number

     

	Address 

     

	City

     
	Province

     
	Postal code
     
	Country 
     

	Phone number 
     
	Date of birth (yyyy-mm-dd)
     


Mental status and behaviour
  No change  Declined              Improved            
	Orientation

 Alert

 Oriented to person

 Oriented to place

 Oriented to time

 Intermittently confused
	Mood
 Anxious

 Agitated

 Angry (expresses this verbally)
 Withdrawn

 Diagnosed mental health condition(s)
 Regular mood
	Frequency of movement

 Up most of day

 Up for short periods

 In bed most of day 
 Bed rest

	Comments (include additional details if required)
     
   


Nutrition and hydration
  No change  Declined              Improved            
	Food preparation

 Independent
 Requires some 
    assistance

 Requires full
    assistance

	Feeding
 Independent
 Requires some 
    assistance

 Requires full
    assistance

	Weight
 Weight loss

 Weight gain

 No change
	Nutrition

 Balanced diet

 Unbalanced diet
 Able to grocery shop

 Primarily takeout food

 Able to prepare own
    meals
 Requires assistance
    with meal preparation

	Comments (include additional details if required)
     



Bladder and bowel function

  No change  Declined              Improved            
	Bladder
	Bowels

	 Continent

 Incontinent
 Independent
 Requires some assistance

 Requires full assistance
 Intermittent catheterization

 Indwelling catheter 

 Catheter irrigation

 Condom catheter drainage

 Suprapubic catheter

 Ileostomy
	Urinary tract infection (UTI) 
 Symptomatic UTI

 Antibiotics prescribed in last
    6 months
 Adequate fluid intake

 Inadequate fluid intake
	 Continent

      Incontinent
    (incontinence frequency: )
 Independent

 Requires some assistance

 Requires full assistance
 Constipation

 Diarrhea

 Digital rectal stimulation

 Colostomy

	Comments (include additional details if required)
     



Skin integrity 

  No change  Declined            Improved            
	  No issues at present

  History of recent wounds (location and type — e.g., burn, pressure)
     

	Current (describe wound[s] and current treatment)
        

	Potential reasons for changes in skin quality (pressure-relief methods)

	 Spasticity Nutrition      Transfers      Weight gain or loss      Hygiene      Equipment     

	Comments (include additional details if required)
      

	      Previous wound consult    Date (yyyy-mm-dd)  
 Wound consult required
 OT referral required


Hygiene

	Bathing

Showering
Toileting

Skin/hair care
Oral hygiene 
Grooming

Dressing
	 Independent

 Independent

 Independent

 Independent

 Independent

 Independent

 Independent
	 Partial assistance

 Partial assistance

 Partial assistance

 Partial assistance

 Partial assistance

 Partial assistance

 Partial assistance 
	 Full assistance
 Full assistance
 Full assistance
 Full assistance
 Full assistance
 Full assistance
 Full assistance 

	Comments (include additional details if required)

     


Psychosocial 


  No change  Declined           Improved            
	 Family living nearby

 Family supportive

 Family does not live nearby

 Good support system

 Poor support system
	 No social relationships

 Staff interaction only

 Goes out regularly

 Goes out with staff only

 Goes out with family and friends
	 Goes out occasionally

 Goes out to medical 
    appointments only

 Rarely leaves home

 Housebound

	Comments (include additional details if required)
     



Current care needs and hours 
	Number of hours per day

     
	Number of days per week

     

	Care requirements (please include specific details about the worker’s activities of daily living and how assistance is provided to help with these activities)

     

	Additional comments or updates since last biannual report

     


Provider or caregiver information

	Name (first and last) and designation 
     
	Contact number 
     
	Signature

     
	Date (yyyy-mm-dd)
     


How to submit your form 

Online is the quickest and easiest method! Complete this fillable form with your provider or caregiver, have them add their signature, and then visit worksafebc.com/claims-uploader to submit the electronic document to your claim file. Alternatively, you can print the form, complete and/or sign it manually, and upload a photo of it at the URL above. 
Fax: 604.233.9777 (toll-free at 1.888.922.8807) | Mail: WorkSafeBC, PO Box 4700 Stn Terminal, Vancouver, BC, V6B 1J1
For further assistance: Claims Call Centre, 604.231.8888 (toll-free at 1.888.967.5377), M–F, 8 a.m. to 6 p.m.
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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