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Physiotherapy
Assessment Report

NTARI10O contre les accidents du travail
Claim Number (If known)
' Please complete in full using black ink. start >
Patient Information Incomplete or illegible reports will not be paid.
Last Name | First Name | Initials
Address City Date of dd mmm Y
Birth | |
Province Postal Code Telephone Sex
(v [J-
f Employer Information ]
Employer Name
Address City Province Postal Code
Telephone FAX Date of dd mmm Vyyy
Accident | | |
1| Date of Initial dd mmm yyyy Name of Referring Health Professional
Assessment | |

2| Patient's History of Injury

3| Physical Findings

4| Working Diagnosis

5| Is Treatment Required?

|:| yes

[ Tro

If yes, describe the goals for treatment and approximate duration/frequency of treatment

6 | Treatment Program Proposed

Can the patient work while participating in treatment? I:l yes

[Tro

7| Are there any physical restrictions that should be observed?

|:| yes

o

If yes, what are they?

8| Complete recovery expected?

|:| yes

o

If yes, approximately when?

9 | Describe any factors (including pre-existing or underlying conditions) which may delay recovery.

Physiotherapist's Name (please print)

Service Code

P970

WSIB Provider ID.

Address | City/Town
V¥ _Complete these fields if HST is applicable to this form ¥
HST Registration Number Service Code  HST Amount Billed
Province Postal Code Telephone.
ONHST |4
i dd mmm yyyy
Physiotherapist's Signature Date (dd/mmm/yyyy) Service Date |

Your Invoice No.

0856C (04/12)

?ype your name and upload, or print and sign before returning to WSIB.

(Frangais au verso)

- -



WSIB
-To start filling this form place the flashing cursor at the "START HERE" position.
-Continue by "tabbing" to the next field.
-To close this box click the grey bar in the top left corner.  To re-open it double click the small yellow balloon.
-Clicking the "RESET" will clear all data entered.
-To enter "check boxes/radio button" click "finger" curser  in box.
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