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	State of Hawaii

	
	Department of Labor and Industrial Relations

	
	disability compensation division

	
	Princess Keelikolani Building, 830 Punchbowl Street, Room 209, Honolulu, Hawaii 96813

	
	WC-2 TEST FORM, PHYSICIAN’S REPORT COMMENTS   \* MERGEFORMAT 

	
	DCD Case Number (if known)

     

	Employer’s Name and Address

     
     
     
     
	Carrier’s/Adjuster’s Name, Address and Telephone No.

     
     
     
     

	
	

	
	

	Patient’s Name and Address

     
     
     
     
	Physician’s Name, Address and Telephone No.

     
     
     
     

	Carrier’s Claim # (if known)

     
	Physician’s Tax ID# or Lic.#

     
	Date of Injury/Illness

     
	Date of First Treatment

     

	Accident Description (State in Patient’s Own Words Where and How the Accident Occurred)

     

	
	
	
	
	
	

	Type of Report: 
	First

 FORMCHECKBOX 

	First & Final

 FORMCHECKBOX 

	Interim

 FORMCHECKBOX 

	Final

 FORMCHECKBOX 

	Treatment Plan

 FORMCHECKBOX 


	Diagnosis

	
	ICD-9CM Code or CDT Code
	Description and Body Part

	1
	     
	     

	2
	     
	     

	3
	     
	     

	4
	     
	     

	Is accident mentioned above the only cause of patient’s condition?      FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No 

If no, state contributing causes:      

	Current Complaints/Disability Status/Date Released to Work:      

	

	Prognosis

	

	Recovery:                                          FORMCHECKBOX 
 Full recovery anticipated      FORMCHECKBOX 
 Full recovery not anticipated      FORMCHECKBOX 
 Undetermined

	Maximum Medical Improvement / Medical Stability     Date: 
	     

	Permanent Impairment Expected:   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No      FORMCHECKBOX 
 Undetermined

	Disfigurement Size:
	     

	Location/Description:
	     

	


	Patient Name:                                                              
	DCD Case Number (if known)

     

	D/A:
	Carrier Claim Number (if known)


	Proposed Treatment Plan 
	Start Date:      /     /          End Date:      /     /          Estimated Cost:      

	Physician:
	medications, procedures, etc.

	 FORMCHECKBOX 
 MD    FORMCHECKBOX 
 DC    FORMCHECKBOX 
 Other      
	Visit Frequency:       x/week for       weeks

	Non-physician:
	name, address, phone & procedures

	 FORMCHECKBOX 
 PT     FORMCHECKBOX 
 OT     FORMCHECKBOX 
 Other      
	Visit Frequency:      x/week for      weeks
	instructions

	Within evidenced-based / best practices guidelines?
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 Other description

	Diagnostics:
	 FORMCHECKBOX 
 X-ray      FORMCHECKBOX 
 CT      FORMCHECKBOX 
 MRI      FORMCHECKBOX 
 EMG      FORMCHECKBOX 
 Other:
	     

	of the
	     
	to R / O
	     

	Referral Requests:  FORMCHECKBOX 
 Case Management      FORMCHECKBOX 
 Conference      FORMCHECKBOX 
 Impairment Rating      FORMCHECKBOX 
 FCE      FORMCHECKBOX 
 Other 

	 FORMCHECKBOX 
 Consult with:
	name, specialty, purpose 

	 FORMCHECKBOX 
 Concurrent Treatment with:
	name, specialty, purpose

	 FORMCHECKBOX 
 Work Station Evaluation Needed
	

	 FORMCHECKBOX 
 Patient stopped treatment without orders
	Date:      /     /     

	Current Findings and Measurable Objectives

	Job of Injury Occupation:
	     

	Concurrent Employer:
	     

	Additional Occupation:
	     

	Are there any current restrictions resulting from the accident?  FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes( attach appropriate Status Form

	 FORMCHECKBOX 
 Physical (Attachment A)           FORMCHECKBOX 
 Psychological (Attachment B)           FORMCHECKBOX 
 Other 

	Measurable Objectives:  (Describe timeline for improvement in functional levels.)
	

	
	

	
	

	Prior Objectives Met?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No     FORMCHECKBOX 
 No Change    Comments:
	     

	
	
	
	

	Visual Analog Pain Scale:
	Current:      /10
	Goal:      /10
	

	Comments:  (Attach dates of treatment, related chart notes, results of any tests during this reporting period.)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Physician Signature: 
	Date:      /     /     

	Print Name                                                                                                           Phone:

	Attending Physician?        FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No

	If “no”, Name of Attending Physician


Visit our Website at «Website» for ALL interactive and downloadable forms.
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