Aberton

Program of Care Phase 1 Report (CF-POC-3)

For accidents that occur on or after January 1, 2027

Part 1. Claimant Information

Last Name First Name Middle Name(s)
Mailing Address City or Town
Province Country Postal Code Email Address

Telephone Number

Date of Birth (dd-mm-yyyy)

Date of Accident (dd-mm-yyyy)

v v v v v v
Employment Status (select all that apply) Is the claimant off work or off studies? (if applicable)
Employed Not Employed Student Retired Yes No Modified duties/hours

Policy Number (if known)

Claim Number (if known)

Insurance Company

Caregiving/Employment/Studies Status at the time of the accident (if applicable)

Yes No N/A

If involved in caregiving, are caregiving duties impacted by the injuries from this accident?

If employed and/or engaged in studies, select all that apply and provide job title where applicable. If off work, please complete Part 3 @

Job title

Part 2. Response to Treatment
Phase 1 Weeks 0-6

Diagnosis Response to Treatment
Neck @

Diagnosis Response to Treatment
Shoulder @

Diagnosis Response to Treatment
Mid Back/Chest Wall @

Diagnosis Response to Treatment
Low Back @

Diagnosis Response to Treatment
Concussion @
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Sticky Note

S43.400 

Sprain and strain of shoulder joint, coracohumeral joint 

S43.401 

Sprain and strain of shoulder joint, rotator cuff (capsule) 

S43.5 

Sprain and strain of acromioclavicular joint 

S43.6 

Sprain and strain of sternoclavicular joint  

S43.70 

Sprain and strain of other and unspecified parts of shoulder girdle, coracoclavicular joint (ligament) 

S43.71 

Sprain and strain of other and unspecified parts of shoulder girdle, infraspinatus (muscle) (tendon) 

S43.72 

Sprain and strain of other and unspecified parts of shoulder girdle, subscapularis (muscle) 

S43.73 

Sprain and strain of other and unspecified parts of shoulder girdle, supraspinatus (muscle) 

S43.78 

Sprain and strain of other parts of shoulder girdle 

S43.79 

Sprain and strain of unspecified part of shoulder girdle 

Sticky Note
NAD Grade I-II
S13.40 

Whiplash Associated Disorder (WAD I) with complaint of neck pain, stiffness or 
tenderness (No Physical Signs, whiplash not otherwise specified) 

S13.41 

Whiplash Associated Disorder (WAD II) with complaint of neck pain with 
musculoskeletal signs (decreased ranged of motion and point tenderness) 

NAD Grade I-III
S13.48 

Other sprain and strain of cervical spine 

S13.6 

Sprain and strain of joints and ligaments of other and unspecified parts of neck 

 

 

S13.42 

Whiplash Associated Disorder (WAD III) with complaint of neck pain with 
neurological signs (decreased or absent deep tendon reflexes, weakness and 
sensory deficits) 

Sticky Note
Low back pain without leg pain 
S33.5  

Sprain and strain of lumbar spine (WAD I or II)  

S33.6  

Sprain and strain of sacroiliac joint  

S33.7  

Sprain and strain of other and unspecified parts of lumbar spine and pelvis 

Low back pain with leg pain 

S33.0  

Traumatic rupture of lumbar intervertebral disc  

Sticky Note

S06.0 

Concussion, Commotio cerebri 

Sticky Note

S23.3 

Sprain and strain of thoracic spine (WAD I or II) 

S23.4 

Sprain and strain of ribs and sternum 

S23.0 

Traumatic rupture of thoracic intervertebral disc 

S23.5 

Sprain and strain of other and unspecified parts of thorax 

Sticky Note
Full-Time Work 

Part-Time Work 

Full-Time Studies 

Part-Time Studies 

Seasonal 

Self-Employed 


Total number of treatment visits completed in Phase 1 Planned number of treatment visits in Phase 2

Functional Limitations

Describe functional limitations and indicate impact on daily living assistance (DLA), caregiving duties, studies, work and/or other

Initial assessment (Date ) Phase 1 assessment (Date ) DLA Caregiving Studies Work Other
1.
Initial assessment (Date ) Phase 1 assessment (Date ) DLA Caregiving Studies Work Other
2.
Initial assessment (Date ) Phase 1 assessment (Date ) DLA Caregiving Studies Work Other
3.

Claimant self-rated recovery response (Claimant perception of injury recovery)

Part 3. Employment Activity (to be completed where applicable)

Fill this part if the claimant is currently off-work, on modified work duties, or is expected to be adjusting work status as a result of the injuries
sustained from the accident

Functional limitation impacting employment Relevant functional job demands Treatment goal?

1. Yes No
Functional limitation impacting employment Relevant functional job demands Treatment goal?

2. Yes No
Functional limitation impacting employment Relevant functional job demands Treatment goal?

3. Yes No

Additional comments

On date (dd-mm-yyyy) Graduated hours, if required (enter duration)
Can resume regular duties v v v
On date (dd-mm-yyyy) Graduated hours, if required (enter duration)

Can return to work with modified duties v v v
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Sticky Note
completely better 

much improved 

slightly improved 

no change 

slightly worse 

much worse  

worse than ever 


Part 4. Barriers to Recovery

Barriers that may affect recovery (select all that apply)

Other (not in dropdown)

No barriers identified

Barriers to attending treatment If yes, specify
Yes No

Part 5. Phase 2 treatment interventions based on Care Pathway(s) (to be completed where applicable)

Phase 2 Weeks 7-12

Intervention(s) (select one or more)
Neck

Intervention(s) (select one or more)
Shoulder

Intervention(s) (select one or more)
Mid Back/Chest

Intervention(s) (select one or more)
Low Back

Intervention(s) (select one or more)
Concussion

0|0 |0 |90

Describe the Phase 2 functional and recovery goals

Expected Frequency of Clinic Treatment Visits Per Week Phase 2 (7-12 weeks)

Additional treatment information

Part 6. Health Outcome Measure at Phase 1

Health Outcome Measure

WHODAS 2.0 (12-item) |

Date administered (dd-mm-yyyy) Phase 1 Score
v v v /48

/48

Score at Program of Care Initial Assessment

Additional comments

Professional License Number
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https://www.who.int/standards/classifications/international-classification-of-functioning-disability-and-health/who-disability-assessment-schedule
Sticky Note
Dropdown options (Multiselect is required) 

Home exercise program 

Clinic-based exercise program 

Multimodal care (exercise and manual therapy) 

Manual therapy 

Muscle relaxant recommendation 

Structured injured person education 

NSAID recommendation 

Structured injured person education 

Supervised neck-strengthening exercises 

Sticky Note
Dropdown options (multiselect required) 

Low-level laser therapy 

Cervicothoracic manipulation and mobilization 

Multimodal care 

Thoracic spine manipulation 

Sticky Note
Dropdown options (multiselect required) 

Multimodal care 

Single session of advice, reassurance, and home exercises 

Sticky Note
Dropdown options (multiselect required) 

Structured injured person education 

Exercise program 

Manipulation or mobilization 

NSAID recommendation 

Muscle relaxant recommendation 

Behavioural intervention 

Multimodal care 

Superficial heat therapy 

Topical capsaicin cream 

Single session of advice, reassurance, and home exercise (if applicable to pathway) 

Sticky Note
Dropdown options (multi select) 

Activity management 

Sleep management 

Fatigue management 

Psychological intervention 

Cognitive rehabilitation 

Vestibular rehabilitation 

Pharmacologic intervention 

Musculoskeletal care pathway referral 

Sticky Note
Dropdown options 

Barriers delaying recovery include but not limited to:  

Prior history of collision-related neck associated disorders 

Older age 

High levels of initial pain 

Post-collision psychological factors [poor recovery expectation, depressed mood, anxiety or fear about pain, kinesiophobia, acute stress disorder (symptoms ≤ 4 weeks from injury), post-traumatic stress disorder (symptoms > 4 weeks, high levels of frustration or anger about pain, passive coping] 

Significant distress 

Catastrophizing 

+ OTHER WITH OPEN TEXT OPTION 


Part 7. Program of Care Health Care Practitioner Information

Full Name of Health Care Practitioner

Profession
Chiropractor Nurse Practitioner Physician Physiotherapist
Professional License Number
Mailing Address
City Province Country Postal Code
v
Clinic Name Administrative Contact’s Full Name

Telephone Number

Fax Number

Email

Preferred Contact Method

Phone Email

| attest that | meet all the[requirements] to deliver the Care-First Program of Care, including education

Part 8. Program of Care Health Care Practitioner Signature

| certify that the information provided is true and correct to the best of my knowledge

Full Name of Program of Care Health Care Practitioner

(Please Print)

CF-POC-3

Date Report Completed
and Signed (DD/MM/YYYY)

Signature

Page 4 of 4


https://open.alberta.ca/dataset/5415f8a2-4b5c-495b-9e80-20d93d3bb30b/resource/d7d7f5a5-cdf5-4c7d-a2f7-c575ac379345/download/tbf-care-first-program-of-care-guideline-2026-09.pdf



