MAIL FORM TO: CALL US AT: DROP OFF IN PERSON: H -
P.O. Box 9000 £709.778.1000 146148 Forest Road, Instructions for Completing
St. John's, NL ATA3B8 1.800.563.9000 P.O. Box 9000 :

Workplace NL FAXF%Rr;IlﬂsTO: VISIT US AT: St. Jo::'s’ NL PhySIOtherapy Report PR
f1.866.553.5119 workplacenl.ca A1A 3B8

Note: This is a multipurpose form which is used for Initial, Progress, Extension and Discharge Reports. Report type is identified by ticking
the appropriate box in the top right hand corner of the form.

A physiotherapist would complete this report for:
1. New injuries — The physiotherapist or worker believes the injury is work-related.
2. Recurrences — The injury may be a recurrence of a previous work-related injury.
3. Progress reporting — When there is a significant change in the worker's: (1) condition; (2) treatment; or (3) return-to-work status.

4. Extension requests — The physiotherapist is requesting an extension of treatments.
5. Discharge reports — The worker is being discharged.

On the day of the visit:

Provide the employer's copy of the form PR to the injured worker, who will then give it to the employer. Only sections
outlined in red are visible on the employer's copy.

Complete and legible reporting:

= Reporting fees will not be paid for incomplete or illegible reports.

= Please do not use a stamp for any information including physiotherapist's name, contact information or billing number. Stamps
are not permitted as this is a triplicate form. Information provided by stamp will not be visible on the worker and employer
copies of the form. Forms using stamps will be considered illegible.

Section B - Specific Information for Parts of Body Injured:

= |tis not necessary to provide the Mechanism of Injury information on reports subsequent to the initial report unless there is a
change in the information provided or additional information is available.

= Coding is used in this section as outlined on the reverse of this sheet. Only one code box should be used for each code
entered, regardless if the code has one or two digits (see example below).

= First, enter codes for Part(s) of Body and whether the injury pertains to the Left, Right or Center of the specified body part(s), if
applicable. If the code for the Part of Body is not on the code sheet, enter the code for Other and identify the specific body part
in the space below the code.

= [f you are the primary health care provider, you must provide documentation of all injured parts of body, even if you are not
providing physiotherapy treatment for all injured parts of body.

= For each Part of Body, enter coding, as applicable, for: Subjective Reports, Objective Findings, Diagnoses, Treatments and
Assistive Devices*. When outlining the Examination findings and Treatment Plan, including all applicable codes is important.

= |f the Subjective Report, Objective Finding, Diagnosis, Treatment, and/or Assistive Device is not included on the code sheet,
enter the code for Other. When using Other codes, also enter the Other code number and provide details for that code in the
Additional Comments box (box 11).

= The Update Status boxes are used when completing progress, extension, and discharge reports. They are intended to
provide updates on Subjective Reports and Objective Findings from the previous visit. The Update Status is not
required for initial reports of injury.
*Note: The Assistive Devices category is only intended for devices which are being recommended at this time. Recommendations for
assistive devices may also require completion of a Health Care Devices and Supplies Prescription form.

Section D — Return—-to-Work Status:

= The completion of current functional abilities information is based upon your professional judgement following examination and
assessment of this patient. It is not intended to be a formalized functional capacity evaluation.

Section B Example

SECTION B - SPECIFIC INFORMATION FOR PARTS OF BODY INJURED

7 | Mechanism of injury / incident:

Same as previously reported on the initial report.

8 Use codes from code sheet

use more than one code where necessary Examination Treatment plan

Code Part of Body 1 Subjezctive Rseports \ 1 , Objet;tive Fdeings . . Djagnos?s ) , TzeatmeTts . . AsfiSt' Devzices
i| zo|wn e oo | 70| 12| 9 | 2 | 7| 24| 39| 42] 45 26 4|22|27|10] | |96]
Other: | UpdateStatus | ¢ | D | A | C | ¢ | D | D | B
i| 28 |[ien A mon [Joee | 74| 77] 97 25| 39 33| 12|22| 23| | | |
Other: | Update Status | O | D | D | ¢C
iii.| ||:| Leit [ ] Right [ ] Centre | | | | | | |
Other: | Update Status

7

Pain NPRS over the last 24 hours 0 no pain to 10 the worst pain imaginable

Did this injury aggravate [ Yes ifyes, please specify in Box 11. AI_'e there other issues afft_actin_g_ the worker's [ | Yes Ifyes, please specify in Box 11.
a prior health issue? Izr No D Don’t know injury, recovery and / or disability? Izr No D Don't know

Additional Comments - or - If you use any of the “other” codes above (except Part of Body), indicate the code # and provide details.

2] [3]le

POB ) 96 - Neoprene knee brace POB ii) 91 - Worker complaining of restricted shoulder moverment

Points to note:
= Under the Subjective Reports category, code 91 is entered for Other and 91 — Worker complaining of restricted shoulder
movement is written in the Additional Comments box to specify the details of the Other code.
= Under the Assistive Devices category, code 96 is entered for Other and 96 — Neoprene knee brace is written in the Additional
Comments box to specify the details of the Other code.
= No Update Status is provided for objective finding 45 (wasting) as this finding had not been previously reported.

This information is collected under the authority of the Workplace Health, Safety and Compensation Act to determine
PHYSIOTHERAPY REPORT PR Toll free fax entitlement to benefits and manage the injured worker’s claim. If you have any questions about this, please
MUST BE FAXED ONLY 1.866.553.5119 contact WorkplaceNL's Access to Information and Protection of Privacy (ATIPP) Coordinator at 1.800.563.9000.




Buiuasiopy 4
abueyooN 3
jusweanosdwi piiN A

juswanoidwi ajesepopy D
juswanoidwi Juesyubls g
uopnjosay Vv

*sBuipuiq aAnoalqo pue spoday aAnosalgng uo dn moj|oj 104 pappe aq 0} snje}s ajepdn

X0q SjUBLILLIOD [BUORIPPY

2y} Ul S/IEIOp BPINOIY (an+) 359} UOISUL) [BaNBU quii| Joddn €

Buems  zv
(g/1) wbuens Ly
(6/2) wbuens oy
(g/€) wbuans 6€
(6/¥) wbuens  ge
/€ Apog jo Jed Jepun

pajeo0| X0q 4840
oy} Ul sjiejep apinoid

«8UlI0 €6

sIsA| / sisayisijojApuods onewnel]  Qp
sijIAOUASOUD|  BE

sijjuopus] gg¢

sisayisijolApuods /¢

sisous)s [eulds  9¢

Ainfui psoo [eulds  gg

X0Q SjUsWILIO)

[euoHIppY a4}
ul sjiejep epinoid

(g/6) ybuang
(0€-0) estes Bo Jublens  o¢
(09-0¢) ested by ybrens e

XOQ SJUBLWILLIOD [eUOIPPY
au) Ul sj1ejop opInoid

Jaulo 96 ~A9YlO  v6 Jes} Jnd Jojejoy ¢ (+09) ostel Ba| yblens ¢ 940 06
HeYoeBUM 27 punosenin  ¢¢ Aanfur yno Jojejoy  ¢¢ (enneboN) osies ba| ybrens  ¢¢ ISUM €€
100q BUMIBM 12 (jeoiueyoaw) uonoes]  ze juswabuidwi yno Jojejoy  Z¢ wseds g¢ 90] g¢
ieM 0z (lenuew) uonoes) g uleJ)s aaiileday  Lg sso| Auosuag ¢ uoibai sequnjooeloy]  LE
pueq ‘dens Gl SN3IL 0¢€ Auyjedoinoipey  0g Jeds  0¢€ uolBai ooeIOYL  0F
wnds gL Buuning 62 ainpund 62 UONeIOojodsIp / SSBUpPdY 62 ublyL 62
Buns /1 sos(oloxa bulyolels 8z siliosej lejueld 8¢ ysey 8¢ Jspnoys 8¢
siselysold 9l S9SI019Xd mc_cwca:o:w 12 ulens s|osnNN /2 Mnxvmwvw uonow jo mwcmm 12 uoibai oeljloi0eS /2
suoposlul plossls  9¢ Jed} [eosIUBIN  9¢ %GZ<) uohouwl jo sbuey 9g sqly 9¢
umgmm_“ﬁ_“ﬁm w” senbiuyos) anssh Jos Gz uted soeq [BOIUBYOSIN  GZ >_=M=wmmo_"_.m_uw““mm_ﬂw (%052) uonow jo sbuey Sz simed 6z
Buissaiq £l juswisnlpe / INS  ¥2 (ureuds oa1bop pig) ses} Juswebr| g : (%G/=) uonow jo abuey ¥z skemuie ‘6un g
seyoniy  zL 19y €2 (pug) ureuds yusweb] ¢z (%001) uonow jo abuey ¢z uoibal [esoesoiquin €7
S9S10J9Xd Uojow Jo abuey gz (3s1) uieids yuswebi| gz (100d) Buiuonipuod jo [pAe  Zg Xoq uolbal Jequin gz

198100 L sas1oJaxa uondaooudol 8] SjusWILIOD [EUORIPPY 3}
yoed ploD 0} ! il udold 1¢ uopessoe |z (4rey) Buiuonipuod jo |oAeT  |g 8y} Ul S|IB1ap SpINOIY 9| I9MOT  L¢
mojid [BaInBY 6 Adesoyloishud 0z uonjewwepul  0Z (pooB) Buiuonipuod jo |jaAdT 02 29Uy 02
18|00 [BOIMBY g usbAxo 61 uonodu| 61 KouedaJosip yibus| be 61 JoUI0 16 dH 6l
e 4 uoneyljigeyas [leuonednao gL osIp pajelulaH gl uoijesade] gl suyodal aAnoalgns oN 88 994 8l
suen g9 oseojal [elosejohy /) elulsH /L uoisnya ior /1| ssaudesp\ AL pesH /|
obepueg g uope|nwps 8pEsSNN - 91 Jep|noys uszoi4 9L uonosjul 9| Bubuil 91 pueH 9l
yoddns yoeg . |0Jjuod UoNO|N G alnoelq4 G| AoiuojodAH gL ssaulepus]l G| uloi9 Gl
soRIqYoRg € suoneziiqoN v syiiApuoodidy ¢ AjjqowodAH | SSOUPNS ¥l wlesasod |
spoddns yoly  Z obessep ¢l uoneoorsiqa ¢l AyoluopedAy g1 Bunelpel uled ¢} j004 ¢l
sorIq OPUY | suone|ndively gL Ainfurosig z1 AigowsadAy  z1 (s1ones) uled gl J96ul4  Z)
Jeseq || shhewseg LI Ajwioeqa L1 (eyesopow) ued L1 a0ed Ll
S99IA9(Q SAISISSY o4l Ol usnip 0l (8 xoq u1 sjiejap apinroid) (Aluo asn ueroishyd) uonow jo abues psseaioag 0l (pnw) ured 0l oh3 0l
- = S9SI0Joxd 8WOH 6 uoisnjuo) 6 Aijus Jle peseasoaq 6 Buueaq ybiam paywil 6 moqI3 6
jeaH 8 aseasip Aleuow|nd aAjoNNSCo dlUOIYD 8 [BUOBIPPY O} Ul Mmmwwwcwm\ﬁwn\o snpda1y g ssauquinN 8 '3 g
HJoUl0 G uoneonp3g / awlolpuAs |jauuny ledien  / o T ’ * Buisinug 2 dea|s paydnusu) 2 xA200)
ferx 9 sesjoiexe Ayjiqeys 8109 9 siising 9 «9UlO 26 Buipsalg 9 ayoepesH 9 I?Yd 9
punosenn g sasio1axa bBujuonipuo) ] wng ¢ sbuipuly 9A1308[qo oN 68 Aydony ¢ ssoulzziq G uoibal |eoINIRD) G
SON/SWN3 ¥ ploo v ewysy v Buizesym v (lewojewlop-uou) uopesuss [ewuouqy ¢ Bupiiem Aynoyid ¥ uelg v
uess |9 ¢ onoeudoay € uoneindwy ¢ ssouyeapN OF (lewojewusp) uonesuss jewlouqy € Buipuels Aynoigq ¢ wly ¢
uedssauog g Bupseny g uonoeas oibIB|lY 2 Bunsepy G sax9|jal lewlouqy g Bunus Aynoia 2 apuy ¢
/N / S1s8) poo|g L alnjoundnoy L uoiseiqy | (eA-) 1s9) uoisus) |ednau qui| Jaddn i jeb jewiouqy | Buiuing 1 uswopqy |
suonebiysanu| _ _ sjuswijea.l] _ _ sisoubeiq _ _ sBuipui4 aAR2slqo _ _ spodey aAndalqng _ _ Apog jo ued _

6115°€55°998°) §
6./171°8€L°60.L }
ATNO XV4 A9 AN3S

0006°€95°008°} 3
0001°'822'60L3
LV SN LOVINOD

eo’|usoe|dyJom
1V SN LISIA

/102 |udy :8yeq aAnoey3 }99YS 3P0 ¥d pue 30L/8 .c:w l_zwoo_av_._og




f

Workplace NL SED B Ol

CONTACT US AT:
t709.778.1000
t1.800.563.9000

709.738.1479
1.866.553.5119

VISIT US AT:
workplacenl.ca

Instructions for Completing
Physiotherapy Report PR

Apr. 2017

PR

SECTION A - GENERAL INFORMATION (please print clearly) Claim # Ll PO#|
1 Worker’s last name First name Initial | Clinic name Therapist’s last name First name
2 Mailing address Contact telephone Mailing address WorkplaceNL billing #
Province Province [ I I N |
| | Reporting fee requested?
Postal code Date of birth yyyy/mm/dd FEa— []Yes []No
L L R R R I Applcable reporing
ee paid as per .
3 MCP Gend 0 0 Telephone Fax P P
N N ender M F Report type:
4 Occupation Employer Date / time of visit yyyy/mm/dd hh:mm AM ] initial
T | L | [JPm | [] Progress [ Discharge
5 Date of injury / incident Did this injury develop v Are you the v Did anothlzr health [] Yes Discharge date
over e wiout | 5 e
T specific injury / incident? ] No care provider? No before you? [ No TEREEE

Date of referral
yyyy/mm/dd

6]

Date referral received
yyyy/mm/dd

[] Other, specify

Referral source: [_| Worker
[] Physician, specify

Date of initial assessment
yyyy/mm/dd

SECTION B - SPECIFIC INFORMATION FOR PARTS OF BODY INJURED

ﬂ Mechanism of injury / incident:

8 | Use codes from code sheet
use more than one code where necessary

Examination

Treatment plan

| Update Status

Part of Body Subjective Reports Objective Findings Diagnoses Treatments Assist. Devices
Code 1 2 3 4 1 2 3 4 5 6 1 2 1 3 4 5 6 1 2

i. | ||:| Left |:| Right I:I Centre | | | | | |

Other: | Update Status

ii. | | I:I Left |:| Right I:' Centre | | | | | | |

Other: | Update Status

iii,| ||:| Left |:| Right |:| Centre | | | | | | |

Other:

ﬂ Pain NPRS over the last 24 hours

0 no pain to 10 the worst pain imaginable

a prior health issue?

ﬂ Did this injury aggravate D Yes If yes, please specify in Box 11.
[] No [] Don't know

Avre there other issues affecting the worker's [ ] Yes ifyes, please specify in Box 11.

injury, recovery and / or disability? [] No [ ] Don't know

11 Additional Comments - or - If you use any of the “other” codes above (except Part of Body), indicate the code # and provide details.

SECTION C - SPECIFIC INFORMATION FOR ALL DIAGNOSES (PERTAINING TO SECTION B)

ﬂ Do you suggest WorkplaceNL

arrange any specialty appointments? [_] No

[]Yes

If yes, please
indicate:

[] EMGINCS

[] Interdisciplinary program [ ] Neurosurgeon
[] Orthopaedic surgeon

Please provide
rationale in Box 11.

SECTION D - RETURN-TO-WORK STATUS

[ Other limitations, specify

[ Standing restrictions, specify
[ Kneeling / crouching restrictions, specify
[ Walking restrictions, specify

[ Restrictions due to medications, specify

13| Explanation of current functional abilities check all that apply and specify details in the space provided
[ Worker has full functional abilities to return to work (please go to Section E)

[ Lifting restrictions, specify (O <10lbs (O <201bs (O <50Ibs O Avoid repetitive liting (O No lifting
[ Bending / twisting restrictions, specify (O No bending / twisting (O Avoid repetitive bending / twisting
[ Climbing (stairs / ladders) restrictions, specify

[ Sitting restrictions, specify

[ Upper extremity restrictions, specify

[ Limitations due to environment, specify

ﬂ What are the recommended work hours? [_| Pre-injury / incident [ ] Other: Should the hours be graduated? [ ]Yes [ ] No

ﬂ Estimate duration of current functional abilities: [ |1to2days [ | 3to7days [ | 8to 14 days [ | 15+ days

SECTION E - TREATMENT SUMMARY

16| Number of Number of Number of Treatment Estimated
treatments missed treatments frequency treatment
to date: appointments: requested: per week: weeks:

SECTION F - FOLLOW-UP

ﬂ Have you reviewed the details L] Yes Have you provided a copy L] Yes Have you provided a copy of this report L] Yes
of this report with the worker? |:| No of this report to the worker? |:| No to the worker to give to the employer? |:| No

ﬂ Will you be reassessing the worker's [ | Yes Ifyes, [] 1to7days [] 15t021 days | Do you want [ Yes
return-to-work capability? 1 No when:  [] 8to14days [ | 22+ days WorkplaceNLto call you? [ ] No

B

| certify this is a complete and accurate report and | have received no prior payment from WorkplaceNL for this visit.

Date
yyyy/mm/dd

Signature

WHITE - PHYSIOTHERAPIST'S COPY

YELLOW - EMPLOYER'’S COPY (WORKER TO DELIVER AND DISCUSS WITH EMPLOYER)

BLUE - WORKER’S COPY



| Apr. 2017
SEND BY FAX ONLY CONTACT US AT: VISIT US AT: Physiotherapist’s
WOI’I(plCI CeNL £709.738.1479 £709.778.1000 workplacenl.ca Report P R

f 1.866.553.5119 t 1.800.563.9000

SECTION A - GENERAL INFORMATION (please print clearly) Claim # UL
j Worker’s last name First name Initial | Clinic name Therapist’s last name First name
Z' Mailing address Contact telephone Mailing address

Province Province

: I
Postal code Date of birth yyyyimm/dd Postal code
I | | | | [ | [

Z| Gender D " D . Telephone Fax

Occupation Employer Date / time of visit yyyy/mm/dd hh:mm [JAum

E' Date of injury / incident
yyyy/mm/dd

Did this injury develop
over time without a D Yes
specific injury / incident? ] No

SECTION B - SPECIFIC INFORMATION FOR PARTS OF BODY INJURED

Use codes from code sheet
use more than one code where necessary

Part of Body

Code
i | ||:| Left |:| Right I:I Centre
Other: | Update Status
ii. | | I:I Left |:| Right I:I Centre
| Update Status
iii.| ||:| Left |:| Right |:| Centre

Other: Update Status

Code details provided on reverse.

This is a revised physiotherapist reporting form (Sept. 2008).

If you have any questions regarding this form, please call
your case manager or 1.800.563.9000.

SECTION D - RETURN-TO-WORK STATUS

13| Explanation of current functional abilities check all that apply and specify details in the space provided
[ Worker has full functional abilities to return to work (please go to Section E)

[ Lifting restrictions, specify (O <10lbs (O <201bs (<50 Ibs O Avoid repetitive liting (O No lifting
[ Bending / twisting restrictions, specify (O No bending / twisting (O Avoid repetitive bending / twisting

[ Standing restrictions, specify [ Climbing (stairs / ladders) restrictions, specify
[ Kneeling / crouching restrictions, specify [ sitting restrictions, specify

[ walking restrictions, specify [ Upper extremity restrictions, specify

[ Restrictions due to medications, specify [ Limitations due to environment, specify

[ Other limitations, specify

ﬂ What are the recommended work hours? [_| Pre-injury / incident [ ] Other: Should the hours be graduated? [ ]Yes [ ] No

ﬂ Estimate duration of current functional abilities: [ |1to2days [ | 3to7days [ | 8to 14 days [ | 15+ days

SECTION F - FOLLOW-UP

17 | Have you reviewed the details [ Yes Have you provided a copy [ Yes Have you provided a copy of this report D Yes
of this report with the worker? |:| No of this report to the worker? |:| No to the worker to give to the employer? |:| No

ﬂ Will you be reassessing the worker's ] Yes If yes, [] 1to7days [] 15t021 days
return-to-work capability? |:| No when: |:| 8 to 14 days |:| 22+ days

ﬂ | certify this is a complete and accurate report and | have received no prior payment from WorkplaceNL for this visit.

Date
yyyy/mm/dd

Signature |||||||||

WHITE - PHYSIOTHERAPIST'S COPY YELLOW - EMPLOYER'’S COPY (WORKER TO DELIVER AND DISCUSS WITH EMPLOYER) BLUE - WORKER’S COPY



WOI’kplCICQNL T700736.1470 17007761000  workplacenica Supporting Information

f 1.866.553.5119 t 1.800.563.9000

Employers and workers are obligated under the Workplace Health, Safety and Compensation Act to co-operate in the worker's early and safe
return to suitable and available employment with the injury employer. This may involve modified work, ease back to regular work, transfer to an
alternate job, or trial work to assess the worker’s capability.

The worker is responsible for providing the employer's copy of the physiotherapists’ (PR) report, to the employer by the next working day
following the physiotherapist's visit. If a worker cannot provide the form in person, he/she must contact the employer and provide the information
by telephone, e-mail or fax.

Worker co-operation:

(i)

(i)
(iif)
(iv)

contact the injury employer as soon as possible after the injury occurs and maintain effective communication throughout the period of
recovery or impairment;

assist the employer, as may be required or requested, to identify suitable and available employment;

accept suitable employment when identified; and

give WorkplaceNL any information requested concerning the return-to-work plan, including information about any disputes or
disagreements which arise during the early and safe return-to-work process.

Employer co-operation:

(i)
(ii)

(iii)

contact the worker as soon as possible after the injury occurs and maintain effective communication throughout the period of the worker's
recovery or impairment;

provide suitable and available employment. The employer is responsible to pay the worker's salary earned during the early and safe
return-to-work plan. WorkplaceNL will pay the differential, if any, between the salary earned during the early and safe return-to-work plan
and 85% of the worker's net pre-injury earnings subject to the maximum compensable ceiling; and

give WorkplaceNL any information requested concerning the worker's return to work, including information about any disputes or
disagreements which arise during the early and safe return-to-work process.

Part of Body
1 Abdomen 11 Face 21 Lower leg 31 Thoracolumbar region
2 Ankle 12 Finger 22 Lumbar region 32 Toe
3 Arm 13 Foot 23 Lumbrosacral region 33 Wrist
4 Brain 14 Forearm 24 Lung, airways 90 Other
5 Cervical region 15 Groin 25 Pelvis
6 Chest 16 Hand 26 Ribs
7 Coccyx 17 Head 27 Sacroiliac region
8 Ear 18 Heel 28 Shoulder
9 Elbow 19 Hip 29 Thigh
10 Eye 20 Knee 30 Thoracic region




Apr. 2017

SEND BY FAX ONLY

£709.738.1479
f 1.866.553.5119

VISIT US AT:
workplacenl.ca

Physiotherapist’s
t709.778.1000 Report

t 1.800.563.9000

WorkaGCeNL CONTACT US AT

PR

First name

CODES FOR
SECTION B ON

SECTION A - GENERAL INFORMATION (please print clearly) Claim # UL
ﬂ Worker’s last name First name Initial | Clinic name Therapist’s last name
Z' Mailing address Contact telephone Mailing address

Province Province

I : I
Postal code Date of birth yyyyimmidd Postal code
L1 | L1 | | | | | [ | L1
Teleph F.
M?P | | [ [ | [ Gender [Jm [J* - "
Occupation Employer Date / time of visit yyyy/mm/dd hh:mm

[]am
| o1, [Cew

REVERSE

(=] [=] 1]

Date of injury / incident id this ini Did another health
Did th.IS injury develop D Yes Avre you the [] Yes | care provider
yyyy/mm/dd over time without a primary health thi ‘
| specific injury / incident? ] No care provider? No | assess this worker ]

T | before you?

Yes
No

Date referral received
yyyy/mm/dd

Date of referral
yyyy/mm/dd

ﬂ Referral source: [_| Worker
[] Physician, specify

| [] Other, specify

Date of initial assessment
yyyy/mm/dd

SECTION B - SPECIFIC INFORMATION FOR PARTS OF BODY INJURED

ﬂ Mechanism of injury / incident:

Use codes from code sheet
use more than one code where necessary

8
Examination

Treatment plan

Part of Body Subjective Reports Objective Findings Diagnoses
Code 1 2 3 4 1 2 3 4 5 6 1 2 1 2 3

Treatments

Assist. Devices
4 5 6 1 2

||:| Left |:| Right I:I Centre

Other: | Update Status

||:| Left |:| Right I:I Centre | | | |

Other: | Update Status

||:| Left |:| Right |:| Centre | | | |

Other:

| Update Status

9 Pain NPRS over the last 24 hours 0 no pain to 10 the worst pain imaginable

10| Did this injury aggravate D Yes If yes, please specify in Box 11.

a prior health issue? ] No D Don’t know injury, recovery and / or disability?

Avre there other issues affecting the worker's [ ] Yes ifyes, please specify in Box 11.
[] No [] Don't know

11 Additional Comments - or - If you use any of the “other” codes above (except Part of Body), indicate the code # and provide details.

SECTION C - SPECIFIC INFORMATION FOR ALL DIAGNOSES (PERTAINING TO SECTION B)

12 []Yes

[INo

Do you suggest WHSCC arrange
any specialty appointments?

If yes, please
indicate:

[] Interdisciplinary program [ ] Neurosurgeon
[] EMGINCS [] Orthopaedic surgeon

Please provide
rationale in Box 11.

SECTION D - RETURN-TO-WORK STATUS

13| Explanation of current functional abilities check all that apply and specify details in the space provided
[ Worker has full functional abilities to return to work (please go to Section E)

[ Lifting restrictions, specify (O <10lbs (O <201bs (O <50Ibs O Avoid repetitive liting (O No lifting
[ Bending / twisting restrictions, specify (O No bending / twisting (O Avoid repetitive bending / twisting

[ Standing restrictions, specify [ Climbing (stairs / ladders) restrictions, specify

[ Kneeling / crouching restrictions, specify [ Sitting restrictions, specify

[ Walking restrictions, specify

[ Upper extremity restrictions, specify

[] Restrictions due to medications, specify [] Limitations due to environment, specify

[ Other limitations, specify

ﬂ What are the recommended work hours? [_| Pre-injury / incident [ ] Other: Should the hours be graduated? [ ]Yes [ ] No
ﬂ Estimate duration of current functional abilities: [ |1to2days [ | 3to7days [ | 8to 14 days [ | 15+ days
SECTION E - TREATMENT SUMMARY
16| Number of Number of Number of Treatment Estimated
treatments missed treatments frequency treatment
to date: appointments: requested: per week: weeks:

SECTION F - FOLLOW-UP

17| Have you reviewed the details [ | Yes Have you provided a copy [ Yes

Have you provided a copy of this report L] Yes

|:|No

of this report with the worker? |:| No of this report to the worker? |:| No to the worker to give to the employer?
ﬂ Will you be reassessing the worker's ] Yes If yes, [] 1to7days [] 15t021 days | Do you want [ Yes
return-to-work capability? |:| No when: |:| 8 to 14 days |:| 22+ days WorkplaceNLto call you? |:| No

ﬂ | certify this is a complete and accurate report and | have received no prior payment from WorkplaceNL for this visit.

Date
yyyy/mm/dd

Signature |

WHITE - PHYSIOTHERAPIST'S COPY YELLOW - EMPLOYER'’S COPY (WORKER TO DELIVER AND DISCUSS WITH EMPLOYER)

BLUE - WORKER’S COPY



WorkplaceNL

SEND BY FAX ONLY CONTACT US AT:
£709.738.1479 t709.778.1000
f 1.866.553.5119 t 1.800.563.9000

VISIT US AT:
workplacenl.ca

Supporting Information

Employers and workers are obligated under the Workplace Health, Safety and Compensation Act to co-operate in the worker's early and safe
return to suitable and available employment with the injury employer. This may involve modified work, ease back to regular work, transfer to an
alternate job, or trial work to assess the worker’s capability.

The worker is responsible for providing the employer's copy of the physiotherapist's report, to the employer by the next working day following the
physiotherapist's visit. If a worker cannot provide the form in person he/she must contact the employer and provide the information by telephone,

e-mail or fax.

Worker co-operation:

@) contact the injury employer as soon as possible after the injury occurs and maintain effective communication throughout the period of

recovery or impairment;
(ii) assist the employer, as may be required or requested, to identify suitable and available employment;
(iii) accept suitable employment when identified; and
(iv) give WorkplaceNL any information requested concerning the return-to-work plan, including information about any disputes or

disagreements which arise during the early and safe return-to-work process.

Employer co-operation:

(i) contact the worker as soon as possible after the injury occurs and maintain effective communication throughout the period of the worker's

recovery or impairment;
(i) provide suitable and available employment. The employer is responsible to pay the worker's salary earned during the early and safe

return-to-work plan. WorkplaceNL will pay the differential, if any, between the salary earned during the early and safe return-to-work plan

and 85% of the worker's net pre-injury earnings subject to the maximum compensable ceiling; and
(iii) give WorkplaceNL any information requested concerning the worker's return to work, including information about any disputes or

disagreements which arise during the early and safe return-to-work process.

| Part of Body | | Subjective Reports | | Objective Findings

1 Abdomen 1 Burning 1 Abnormal gait 30 Scar

2 Ankle 2 Difficulty sitting 2 Abnormal reflexes 31 Sensory loss

3 Arm 3 Difficulty standing 3 Abnormal sensation (dermatomal) 32 Spasm

4 Brain 4 Difficulty walking 4 Abnormal sensation (non-dermatomal) 33 Straight leg raise (Negative)
5 Cervical region 5 Dizziness 5  Atrophy 34  Straight leg raise (60+)
6 Chest 6 Headache 6  Bleeding 35 Straight leg raise (30-60)
7 Coccyx 7 Interrupted sleep 7 Bruising 36 Straight leg raise (0-30)
8 Ear 8 Numbness 8  Crepitus 37 Strength (5/5)

9 Elbow 9 Limited weight bearing 9  Decreased air entry 38 Strength (4/5)

10 Eye 10  Pain (mild) 10 Decreased range of motion (Physician use 39 Strength (3/5)

11 Face 11 Pain (moderate) 11 Deformity only - provide 40 Strength (2/5)

12 Finger 12 Pain (severe) 12 Hypermobility details in box 8) 41 Strength (1/5)

13 Foot 13 Pain radiating 13 Hypertonicity 42 Swelling

14 Forearm 14  Stiffness 14 Hypomobility 43  Upper limb neural tension test (+ve)
15 Groin 15 Tenderness 15 Hypotonicity 44 Upper limb neural tension test (-ve)
16 Hand 16 Tingling 16 Infection 45 Wasting

17  Head 17 Weakness 17 Joint effusion 46 Weakness

18 Heel 88 No subjective reports 18 Laceration 47 Wheezing

19 Hip 91  Other 19 Leg length discrepancy 89 No objective findings

20 Knee 20 Level of conditioning (good) 92 Other

21 Lower leg 21 Level of conditioning (fair)

22 Lumbar region 22  Level of conditioning (poor)

23 Lumbrosacral region 23 Range of motion (100%)

24 Lung, airways 24 Range of motion (275%) .

25  Pelvis 25 Range of motion (250%) zmrsc:s:zztriacpgsin:nly

26 Ribs 26 Range of motion (225%)

27  Sacroiliac region 27 Range of motion (<25%)

28  Shoulder 28 Rash

29 Thigh 29 Redness / discoloration

30 Thoracic region

31 Thoracolumbar region
32 Toe

Update status to be added for follow up on Subjective Reports and Objective Findings.

33 Wrist A Resolution C  Moderate improvement E  Nochange

90  Other B Significant improvement D  Mild improvement F  Worsening
Diagnosis | | Treatments | | Investigations
1 Abrasion 36 Spinal stenosis 1 Acupuncture 1 Blood tests / U/A
2 Allergic reaction 37 Spondylolisthesis 2 Casting 2 Bone scan
3 Amputation 38 Tendonitis 3 Chiropractic 3 CT scan
4 Asthma 39 Tenosynovitis 4 Cold 4 EMS /NCS
5 Burn 40  Traumatic spondylolisthesis / lysis 5 Conditioning exercises 5 Ultrasound
6 Bursitis 93  Other 6 Core stability exercises 6 X-ray
7 Carpal tunnel syndrome 7 Education 95  Other
8  Chronic obstructive pulmonary disease 8 Heat
9 Contusion 9 Home exercises
10 Crush 10 IFC
11 Dermatitis 11  Laser Assistive Devices
12 Disc injury 12 Manipulations
13 Dislocation 13  Massage 1 Ankle brace
14 Epicondylitis 14  Mobilizations 2 Arch supports
15  Fracture 15 Motion control 3 Back brace
16  Frozen shoulder 16 Muscle stimulation 4 Back support
17 Hernia 17 Myofascial release 5 Bandage
18 Herniated disc 18  Occupational rehabilitation 6 Cane
19  Infection 19 Oxygen 7 Cast
20 Inflammation 20  Physiotherapy 8 Cervical collar
21 Laceration 21 Proprioception exercises 9 Cervical pillow
22 Ligament sprain (1st) 22 Range of motion exercises 10  Cold pack
23 Ligament sprain (2nd) 23 Rest 11 Corset
24  Ligament tear (3rd degree sprain) 24 SMT /adjustment 12 Crutches
25 Mechanical back pain 25  Soft tissue techniques 13 Dressing
26 Meniscal tear 26 Steroid injections 14 Heating pad
27  Muscle strain 27  Strengthening exercises 15  Orthotics
28  Plantar fasciitis 28  Stretching exercises 16 Prosthesis
29  Puncture 29  Suturing 17  Sling
30 Radiculopathy 30 TENS 18  Splint
31 Repetitive strain 31 Traction (manual) 19  Strap, band
32 Rotator cuff impingement 32  Traction (mechanical) 20 Walker
33 Rotator cuff injury 33  Ultrasound 21 Walking boot
34  Rotator cuff tear 94  Other 22 Wheelchair
35 Spinal cord injury 96 Other






