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Occupational Therapy
Initial Assessment
	
Surname: 

Given Name: 

DOB:______    Sex:___          Claim No.:________

Address:  



  
CLAIM ANT DETAILS
Claim No: ______________		
Date of injury: ____________	
Injury: ___________________________________________________	
Date of Assessment: ____________ 	
Present at Assessment: ___________________________________________________

DATE OF REPORT: 

RELEVANT PAST MEDICAL HISTORY
	

	

	

	



CLIENT’S LONG TERM GOALS
	

	



PRE-MORBID FUNCTIONAL LEVEL AND LIFE ROLE
	Initial Assessment 
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PRE-MORBID WORK STATUS		
 EMPLOYED (FULL TIME / PART TIME/ CASUAL)	        RETIRED 	          TERMINATED /DATE:_____
 TRAINING OR RETRAIING; COURSE___________________________________________________
EMPLOYER:_______________________________________________________________________
EMPLOYER’S CONTACTS: ____________________________________________________________
POSITION HELD:___________________________________________________________________
EMPLOYED SINCE:__________________________ANNUAL RATE:_________________________	__
HOURS/WEEK:_______________; DAYS WORKED:___________________BREAKS:______________

ACCESS ISSUE_____________________________________________________________________
		


DUTIES PREVIOUSLY PERFORMED:
	Duties
	Critical tasks demands
	Frequency / duration

	
























	
	




PREVIOUS RETURN TO WORK ATTEMPTED
RETURN TO WORK	 YES / NO	
	RETURN TO WORK DATE
	

	RESTRICTIONS
	


	DUTIES
	









PREVIOUS WORK SITE VISIT COMPLETED	 YES/NO
PREVIOUS JOB CAPACITY EVALUATION:    	DATE: ____________
OUTCOME________________________________________________________________________




CURRENT STATUS

Cognitive
	

	

	



Psychosocial
	

	

	



Physical/Functional mobility / positional tolerance self-care 
	

	

	



Domestic tasks 
	

	

	



Community /driving 
	

	

	



Support in place
	

	

	



INTERIM OBJECTIVES OF RETURN TO WORK (RTW) PROGRAM
	Worksite Assessment – Include description of pre - injury duties, hours and suitable duties identified

	



	Identified Barriers and Proposed Solutions 

	Barriers
	Solutions

	
	

	
	

	
	

	
	





RECOMMENDATIONS FOR RETURN TO WORK PROGRAM
	RESTRICTIONS
	


	SUITABLE DUTIES
	









RETURN TO WORK PLAN
	










ACCESS TO WORK 
	

	



 ACCESS TO CLIENTS DURING WORKING HOURS  
	

	




Please note that the recommendations are subject to ongoing medical advice.




THERAPIST’S SIGNATURE:__________________________
Date: ___/___/___
Name
Occupational Therapist
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