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	Vocational Rehabilitation

Initial Assessment Report



	Injured worker name (Last)

     
	(First)

     
	(MI)

 
	Claim number

     

	Date of report submission
  /  /    
	Date of assignment
  /  /    
	Date of meeting with injured worker
  /  /    

	Date of injury

  /  /    
	Return-to-work level 

(check one)
	 FORMCHECKBOX 
 Same job/Same employer
	 FORMCHECKBOX 
 Same job/Different employer

	
	
	 FORMCHECKBOX 
 Different job/Same employer
	 FORMCHECKBOX 
 Different job/Different employer

	Date of referral

  /  /    
	Job goal or job family



	Date of birth

  /  /    
	Job of injury



	Last day worked

  /  /    
	Job last worked



	Allowed conditions



	Last grade completed

    
	Year

    
	Type of degree or certificate


	Injured worker phone number

(   )   -    

	Marital status 

 FORMDROPDOWN 

	Dependents

     
	Ages

     

	Contacts

	MCO name



	Vocational rehabilitation case manager (VRCM)


	VRCM fax number

(   )   -    
	VRCM phone number

(   )   -     ext.      

	Prepared by
	Signature of vocational rehabilitation case manager  
     
	Date signed

  /  /    


Summary of contacts

     
Injured worker information

     
Employer of record information


Employment information

     
Legal information

     
Medical information


BWC information


Vocational rehabilitation participation information


Return-to-work assessment and recommendation


Action plan
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