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	Occupational Rehabilitation 2 (OR2) 

Program 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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	Occupational Rehabilitation 2 (OR2) 
Program Report


Report type (check one only)
	 FORMCHECKBOX 
  OR2 Assessment (83D259)

Report due within three days of completing assessment
	 FORMCHECKBOX 
  OR2 Progress Report (83D260)

Report due between the 15th and 20th program day

	Date of report (yyyy-mm-dd)

     
Date of service (first day of assessment) (yyyy-mm-dd)

     
	Date of progress report (yyyy-mm-dd)



	 FORMCHECKBOX 
  OR2 Discharge Report (83D261)

Report due within three days of discharge date
	 FORMCHECKBOX 
  OR2 Lite Completion Report (83D422)

Report due within three days of completion of phase

	Date of report (yyyy-mm-dd)

     
Date of service (date of discharge) (yyyy-mm-dd)

     
	Date of report (yyyy-mm-dd)

     
Date of service (last day of phase) (yyyy-mm-dd)

     


Worker and claim information
	Worker’s last name

     
	First name

     
	Middle initial

     
	WorkSafeBC claim number

     

	Area(s) and nature of injury accepted on this claim

     
	Date of injury (yyyy-mm-dd)

     

	Claim owner’s name and job title
     
	Attending physician

     


Plan and recommendations

	Treatment plan and recommendations (e.g., program, return to work, other)


	Have the plan, recommendations, and any return-to-work (RTW) considerations (when applicable) been communicated to the WorkSafeBC claim owner?

 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No      FORMCHECKBOX 
  Not yet


	Note: The OR2 provider must contact the WorkSafeBC claim owner as soon as any changes to the treatment plan are identified that affect the length or outcome of the treatment or RTW plan, or that provide recommendations for other interventions.


Functional abilities and RTW summary

	Summary of functional abilities related to critical job demands 
     
See the “Functional abilities related to job demands” table in the appendix for details.

	RTW summary

     

	RTW considerations (if applicable)
     

	Recovery and RTW factors (if applicable)
     


Discharge information
	Select one only and include date (yyyy-mm-dd)
	OR

	 FORMCHECKBOX 

Estimated discharge date (for assessment or progress report)

	 FORMCHECKBOX 

Actual discharge date (for discharge report)




	Select one only and include status
	OR

	 FORMCHECKBOX 
  Estimated discharge status:

 FORMCHECKBOX 
  Able to RTW    
 FORMCHECKBOX 
  Able to RTW with considerations    
 FORMCHECKBOX 
  Other      
(see report for full details)
Discharge categories are defined in the OR2 Reference Manual.
	 FORMCHECKBOX 
  Actual discharge status:

 FORMCHECKBOX 
  Able to RTW    
 FORMCHECKBOX 
  Able to RTW with considerations    
 FORMCHECKBOX 
  Other      
(see report for full details)
Discharge categories are defined in the OR2 Reference Manual.




Participation
	Referral date (yyyy-mm-dd)
     
	Day 1 date (assessment date) (yyyy-mm-dd)
     

	RTW start date (if plan has started) (yyyy-mm-dd)
     
	Number of jobsite visits completed in the OR2 program

     

	OR2 Lite participation days (if applicable)
      days, out of a possible       days
	Dates of the OR2 Lite block

From       to      

	Program participation days

      days, out of a possible       days
	Please indicate the actual number of days the worker either attended treatment or was on an RTW, out of the possible number of days the worker could have attended treatment or been on an RTW. The difference between the two numbers is the total “absence days” that should be noted below.

	Date(s) and reasons for absence(s) (from the OR2 program, not including absences from OR2 Lite)
     

	Level and nature of participation to date




Assessment findings
	Mechanism of injury and related medical history
Has the mechanism of injury been reviewed with the injured worker?
 FORMCHECKBOX 
 Yes                FORMCHECKBOX 
 No

Was the mechanism of injury, as described by the injured worker, consistent with documents reviewed in the medical disclosure?
 FORMCHECKBOX 
 Yes                FORMCHECKBOX 
 No (if no, please provide details of reported mechanism of injury) 
Past medical history related to the injury site

     

	Subjective reports
     

	Physical status
     

	Medical status


	Psychosocial status


	Additional comments



Employer and job information
	Company’s name

     

	Jobsite address

     
	City

     
	Province

     
	Postal code
     

	Company’s phone number 
      
	Fax number 
     

	Contact’s name

     
	Contact’s job title

     

	Contact’s phone number
     
	Worker’s occupation

     

	Current attachment to pre-injury job 

 FORMCHECKBOX 
  Job attached

 FORMCHECKBOX 
  Not job attached

 FORMCHECKBOX 
  Not yet confirmed
	Usual pre-injury work schedule (days and hours)

Days per week              

Hours per day        
Break schedule       

	
	Comments (if applicable)
     


Provider’s information
	Company’s name

     
	Payee number

     

	Company’s phone number 

     
	Fax number 

     


	Contact’s name

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

	Mailing address

     
	City

     
	Province

     
	Postal code
     


Assessment or treatment team

	Name(s) and professional designation(s) of assessment or treatment team member(s) 

     


Report prepared by
	Name(s) of report writer(s)

     


	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.
Appendix

Functional abilities related to job demands (relevant to the accepted injury)
Add or delete rows as appropriate to the worker’s injury-specific job demands. 
	Job demands
 FORMCHECKBOX 
 Reported     FORMCHECKBOX 
 Confirmed

The job demands are typically reported by the worker during the initial assessment and should be later confirmed by completing a jobsite visit, contacting the employer, reviewing an existing job demands analysis (JDA), or other method after the initial assessment is complete.
	Assessment

(insert date)

(yyyy-mm-dd)
	Progress

(insert date)

(yyyy-mm-dd)
	Discharge

(insert date)

(yyyy-mm-dd)
	Comments 

(related to most recent findings)
	Critical job demands (CJD) met

	
	
	
	
	
	Yes
	No

	Strength activities (weight in lb.)

	EXAMPLE
	Worker lifts a 50 lb. bag of concrete from floor to waist 5 times an hour for 4 hours consecutively each shift.
	20 lb. x 5 reps
	N/A
	N/A
	Worker demonstrated proper body mechanics during the lift and had no reports of pain during the activity.
	
	X

	Lift floor to waist
	     
	     
	     
	     
	     
	
	

	Lift waist to shoulder
	     
	     
	     
	     
	     
	
	

	Lift shoulder to overhead
	     
	     
	     
	     
	     
	
	

	Lift waist to overhead
	     
	     
	     
	     
	     
	
	

	Lift — other (describe)
	     
	     
	     
	     
	     
	
	

	Front carry
	     
	     
	     
	     
	     
	
	

	Right carry
	     
	     
	     
	     
	     
	
	

	Left carry
	     
	     
	     
	     
	     
	
	

	Push
	     
	     
	     
	     
	     
	
	

	Pull
	     
	     
	     
	     
	     
	
	

	Physical demands

	Reaching above shoulder
	     
	     
	     
	     
	     
	
	

	Reaching below shoulder
	     
	     
	     
	     
	     
	
	

	Manual dexterity
	     
	     
	     
	     
	     
	
	

	Finger dexterity
	     
	     
	     
	     
	     
	
	

	Stooping — forward bending in standing
	     
	     
	     
	     
	     
	
	

	Kneeling or half kneeling
	     
	     
	     
	     
	     
	
	

	Crouching
	     
	     
	     
	     
	     
	
	

	Sitting
	     
	     
	     
	     
	     
	
	

	Standing
	     
	     
	     
	     
	     
	
	

	Climbing, stairs/ladders
	     
	     
	     
	     
	     
	
	

	Walking
	     
	     
	     
	     
	     
	
	

	Forward bending in sitting
	     
	     
	     
	     
	     
	
	

	Crawling
	     
	     
	     
	     
	     
	
	

	Summary of work-simulation activities

	     
	     
	     
	     
	     
	     
	
	

	     
	     
	     
	     
	     
	     
	
	

	     
	     
	     
	     
	     
	     
	
	

	     
	     
	     
	     
	     
	     
	
	


	National Occupational Classification (NOC) 
strength category definitions
	Dictionary of Occupational Titles (DOT) 
frequency descriptors

	Limited

Work activities involve handling loads 0–5 kg (0–11 lb.)

Light

Work activities involve handling loads 5–10 kg (11–22 lb.)

Medium

Work activities involve handling loads 10–20 kg (22–44 lb.)

Heavy

Work activities involve handling loads ˃ 20 kg (> 44 lb.)


	Frequency

% of workday

Never

0%*

Rare

˂ 5%*

Occasional

5–33%

Frequent

34–66%
Constant

67–100%


	
	*
While not a defined DOT descriptor, “never” and “rare” are commonly used to describe activities that occur < 5% of the workday, or not daily.
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