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Client Information
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1. FA
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From         To
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YY   MM    DD

Services:
Case Manager:

Claim No.

Total
Dollar

Amount
Sessions/

Hours

Worksite Occupational Rehabilitation

WS-OR

Clinic Based Occupational Rehabilitation

CB*

JSA

WSR

OS

Expenses

* CB Is In Sessions
** CB Initial Is In Hours

Total Hours Doc/Travel Time/Other
Total Hours On Site

Total Hours On Site
Total Hours Doc/Travel Time/Other

Total Hours On Site
Total Hours Doc/Travel Time/Other

Mileage

Per Diem
Accommodations (Receipts must be attached)

Total Invoice
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FA-Functional Assessment; JSA-Job Site Analysis; WSR-Work Station Review;  OS-Other Services;
PRFI-Psychosocial Risk Factors Intervention; ADJ Assmt-Adjudication Assessment; CB-Clinic Based
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$

$

$

$

$
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Invoice Date Invoice Number

$
$

Phone #:

CB Initial**

- $     /  /

PRFI - $     /  /

2.

3.

4.

5.

6.

7.

8.

9.

10.

11.     /  /

-

Total Distance: Km

-

Sessions/
Hours

Total Hours On Site
Total Hours Doc/Travel Time/Other

Kilometers

ADJ Assmt

Total Hours On Site
Total Hours Doc/Travel Time/Other

Total Hours On Site

Total Hours Doc/Travel Time/Other

FAX FORM TO:
709.778.1269

VISIT US AT:
workplacenl.ca


