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I would like to take this opportunity to 
introduce the new MiARP Board and 
welcome them and all of our members to a 
new year.  Our new board is as follows:  
Glennda Stephens: President; Laura 
Frailey:  Vice President; Joanne Pfeffer:  
Secretary/Treasurer; Members at Large:  
Janine Holloman and Robin Markey.  Past 
President:  Karen Starr.  Both Robin and 
Joanne are new to the board and we are 
grateful for their commitment and 
participation.   

Our goals for the upcoming year include 
reviewing and updating our bylaws, 
policies and procedures; exploring the 
option of a regional chapter; reaching out 
to other professional organizations to 
network and do some joint activities and 
educational programs; and increasing 
membership.  We will keep you informed 
through the newsletter and website as to 
our progress and please feel free to 
contact any of the board members with 
ideas, suggestions and comments. 
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Also, please mark your calendars now for 
another exciting MiARP Fall Conference.  
This year’s conference is scheduled for 
Friday, September 15, 2006.   A brochure 
detailing the Conference will be mailed 
shortly and, as always, you can check for 
the latest updates at our website, 
http://www.miarp.org.  

I hope you enjoy this issue of 
Rehabilitation Today, which includes some 
interesting articles on The Basics of 
Vocational Case Management, Referrals 
for Home Health and Hospice Services 
and an update from Dave Campbell about 
the Vocational Rehabilitation Advisory 
Panel. As always, please feel free to share 
your thoughts and ideas about this 
newsletter as well as topics you would like 
to see covered in future issues. 

Glennda Stephens, President                                 
MiARP 

  



 
 
 
 
 
 
 
 
 
 
 
 

Rehabilitation Today 

“I prefer to contact the 
employer, once I have 

been assigned a 
claimant’s file.  This initial 

telephone call is usually 
very well received, as in 

more cases than not, 
there has been little to no 

contact whatsoever 
between the employer 

and the employee.” 

The Basics of Vocational Case Management:   
Communication and Employer Relationships 
by Marcia Tevelde 
 
Continuing with Peggy Herrick’s article 
in MiARP’s March newsletter, You’ve 
Been To Physical Therapy-Why Aren’t 
You Better? I would like to include 
another dimension to Ms. Herrick’s 
observation of addressing the 
development of relationships within the 
realm of patient/claimant, physician and 
physical and occupational therapists. I 
will add the employer. 
 
Working as both a medical and 
vocational case manager, I have first 
hand witnessed the confusion and 
uncertainty, not only by the claimant, but 
by the employer once the injured party 
has reached maximum medical 
improvement and/or been released to 
return to work with specific medical 
restrictions by the treating physician.  If 
we are working with an auto-related 
injury, the normal response from the 
employer’s perspective is what if he or 
she re-injures or exacerbates the injury 
once they return to work?  Does this 
then make me, as the employer, liable 
under the company’s worker’s 
compensation?  Well, yes it does and 
we want to make sure further injury 
does not happen. 
 
If we are working with an injury, which 
occurred on the job, and the claimant is 
collecting worker’s compensation 
benefits, it normally behooves the 
employer to get the individual back to 
work as soon as possible to help 
mitigate wage loss benefits.  But, is 
there a job available within the 
claimant’s medical restrictions if he or 
she is unable to return to their usual job 
duties?  If not, and it’s under union 
contract, a newly created or modified 
position first has to be posted for all 
eligible workers and of course that 
opens the possibility of another 
individual filling the newly created 
position who has more seniority than the 
injured party attempting to return to 
work. These are only two of the many 
scenarios that may arise when a 
claimant is medically released to return 
to work. 
 
The dimension of developing 
relationships, of which I previously 
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alluded to, includes the employer 
of record.  The person I work with 
may be in the form of a 
supervisor, manager, human 
resource liaison, a safety manager 
or any combination of the above.  I 
prefer to contact the employer, 
once I have been assigned a 
claimant’s file.  This initial 
telephone call is usually very well 
received, as in more cases than 
not, there has been little to no 
contact whatsoever between the 
employer and the employee.  It 
isn’t out of lack of concern on the 
employer’s part, but mainly from 
not knowing how to address the 
situation than for any other 
reason.  On the same note, the 
employee may not be able to 
contact the employer due to 
medical reasons or once again, 
they are uncertain of how to 
address the present situation, 
thinking he or she may be doing 
more harm than good to phone 
the employer.  
 
This initial telephone call is made 
simply to introduce myself and 
explain my role in the injured 
party’s situation.  Depending on 
the severity of the injury, contact 
with the employer may be a brief 
telephone call every few weeks, 
with medical updates.  I always 
attempt to make a plan to meet 
with the employer, at their 
convenience of course, for a quick 
visit the next time I’m in the area.  
Once I have a face-to-face 
meeting with the employer, I have 
an opportunity to explain in more 
detail, just what my role as a 
medical/vocational case manager 
entails, and how I can work as a 
liaison on behalf of the employer, 
the claimant, the physician and 
therapists, to insure everyone 
involved is on the same page.   
 
I am the person who will be able 
to make a return to work transition 
as safe and as smooth as 
possible.  Updated information 
and communication is the key. 

 

Continued on page 3… 
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It may not happen on the first or even the 
second visit to the employer, but more 
times than not, I have donned a hard hat, 
safety glasses and ear protection, and 
with clipboard in hand, have completed a 
Job Site Analysis (JSA).  The standard 
format for this analysis includes all 
aspects of the injured party’s job duties, 
including a job description, environmental 
conditions, as well as physical demands; 
machinery, tools and equipment used, 
and work aides that may be available.  A 
good thing to keep in mind and reiterate 
to the employer at this point in time, is the 
investment the employer already has in 
this particular employee. If it’s a worker’s 
compensation claim, the investment is 
increasing on a daily basis.  If it’s auto-no-
fault, just the time and effort of training 
this person alone tends to convince the 
employer it is worth the effort to get them 
safely back to work, especially if everyone 
is working toward the same goal. 

I inform the employer that I will be writing 
this report based on the information I was 
able to obtain from the JSA, which I will 
want him or her to see when it is 
completed. Once the employer is in 
agreement with my finding of the report, 
and depending where the employee is in 
the medical process, I explain that I will 
be presenting it either to the treating 
physician for their approval or disapproval 
(with changes noted) and the physician’s 
signature for return to work options, or 
using it within the realm of physical, 
occupational or speech therapy.   I have 
found therapists are always open to new 
ideas and tools to use with patients, and 
what is more important than using actual 
work-related concepts to move the patient 
toward the return to work mode of 
thinking?  This is especially true with 
traumatic brain injuries.  As the brain 
injured patient progresses with the ability 
to complete the more rudimentary tasks in 
occupational and/or speech therapy, 
many times they become frustrated with 
the elementary tasks being asked of 
them. Give them work-related tasks and 
it’s a whole different story.  Not only does 
it help them to regain self-esteem, but 
also it readies them for a return to the 
work environment.  Once again, everyone 
is on the same page.   

The Basics of Vocational Case Management, continued 

 

“Once the injured party has 
returned to work, my role in 
the process differs greatly, 
depending of course, on the 
particular situation, but 
communication still remains 
the key.” 
 
 

Marcia TeVelde is a Consultant 

at Occupational Consulting 

Services, Inc.  She has worked 

in the field for over 10 years.  

Marcia’s service area includes 

the entire Upper Peninsula of 

Michigan. If you have any 

questions or comments, please 

feel free to contact her at:   

mtevelde@chartermi.net   

  

Another step in the process to consider is 
the Functional Capacity Assessment 
(FCA) or Functional Capacity Evaluation 
(FCE).  This assessment or evaluation is 
normally completed when the patient has 
reached maximum medical improvement 
status.  This requires the patient’s 
participation in a physical therapy setting, 
where the use of work related tasks are 
tested for endurance purposes (i.e., 
standing, sitting, squatting, lifting, twisting, 
climbing, etc.,).  The individual is asked to 
provide their best attempt to complete the 
tasks for a testing period lasting 
approximately 4-8 hours.  The results of 
this assessment/evaluation are returned in 
the form a written report, which 
compliments the Job Site Analysis (JSA) 
and helps to assure both the treating 
physician and the employer, that the 
patient/employee is ready to return to work 
duties as stated. 

Once the injured party has returned to 
work, my role in the process differs 
greatly, depending of course, on the 
particular situation, but communication still 
remains the key.  The door remains open 
for the employer, who upon the 
employee’s returns to work, may 
encounter situations neither one of us had 
anticipated.  Thinking “outside the box” to 
solve some of these situations, have been 
challenging to say the least.  I have 
stepped into the work environment as a 
type of job coach, I have followed up with 
the claimant’s direct supervisor to place 
another employee(s) in the role of 
assisting the individual with specific needs 
(i.e., weight restrictions or helping with 
retraining issues), job duties have had to 
be further modified and occasionally 
further physical and occupational therapy 
interventions have been implemented.   

Realizing we don’t live in a perfect world 
and the scenarios I have shared with you 
don’t always fall into place quite so nicely, 
I still believe one of our most important 
roles of case management is 
communication.  Listening, as well as 
sharing information.  It can be the lack of 
this one crucial step in the rehabilitation 
process, which can make the difference 
between a successful return to work 
scenario or continued wage loss.  
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By Elizabeth E. Hogue 
 
Some case managers/discharge 
planners tell home health agencies, 
hospices, and home medical equipment 
(HME) companies that providers must 
render services when they make 
referrals.  In other words, according to 
some case managers/discharge 
planners, providers agree to care for 
patients upon receipt of referrals.      
 
On the contrary, when these types of 
post-acute providers receive referrals, 
they have agreed that they will assess 
patients for possible appropriateness for 
home care or hospice services only.  
They have not agreed to admit patients. 
 
This conclusion is based upon the 
following: 
 
(1) Conditions of participation (COP’s) of 
the Medicare Program for home health 
agencies specifically state that the first 
visit to patients must be an assessment 
visit.  If providers determine during initial 
assessment visits that they cannot admit 
patients for care, they have no obligation 
to admit patients and/or provide any care 
to them.  Providers who decide not to 
admit patients during initial assessment 
visits should notify referral sources, 
including case managers/discharge 
planners at hospitals and patients’ 
attending physicians.   Referral sources 
and/or attending physicians must then 
develop and implement another plan for 
patients’ care.  To the extent that these 
COP’s establish national standards of 
care for all home health providers, 
including hospices, failure to assess 
patients during the initial visit and 
acceptance of all patients based on 
referrals regardless of other factors may 
violate applicable national standards of 
care.  Providers may be liable to patients 
for injuries as a result of these violations. 
  
(2)  Patients are not always appropriate 
for home health, HME, and hospice 
services at home.  Specifically, patients 
must meet the following criteria in order 
to be appropriate for home care services 

Referrals for Home Health and Hospice Services: What 
Case Managers/Discharge Planners Need to Know 

“If providers agreed to 
accept every patient 

referred to them, they would 
violate a fundamental 
principle of sound risk 

management which is that 
providers cannot agree to 

provide care to patients 
whom they have not 

assessed.” 

  

of any type regardless of payor source: 
 
-     Providers must be able to meet the 
specific clinical needs of patients. 
 
-     Patients must either be able to care for 
themselves in between visits from staff of 
providers, or they must have one (1) or 
more paid or voluntary primary caregivers 
to meet their needs in between visits from 
professional caregivers. 
 
-     Patients’ home environments must 
support home care services.  There are 
legendary, though rare, instances when 
patients who are dependent upon 
ventilators have been sent home to 
residences without electricity! 
 
Patients who do not meet one or more of 
these criteria are inappropriate for home 
care, HME and hospice services and 
cannot be admitted for care.  Providers 
must assess patients to see if they meet 
all of these criteria before they agree to 
render services.  Although referral sources 
may transmit information to providers 
along with referrals, the information may 
not be accurate.  In any event, referral 
sources simply cannot address all three 
(3) of these issues unless they visit 
patients’ homes.   Providers, therefore, 
must have an opportunity to evaluate 
whether patients are appropriate for home 
care services before they admit them. 
 
(3) If providers agreed to accept every 
patient referred to them, they would violate 
a fundamental principle of sound risk 
management which is that providers 
cannot agree to provide care to patients 
whom they have not assessed.  Providers 
may not, for example, have the expertise 
or resources to meet the needs of every 
patient referred to them.  All providers, 
including hospitals, must determine that 
they can meet patients’ needs before they 
are admitted for care.  The only way to 
make this determination is to assess 
patients before they are admitted. 
 

Continued on Page 5… 
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This is hard for some case 
managers/discharge planners to 
understand because they are used to 
thinking about home health, HME and 
hospice providers as “providers of last 
resort.”  If they cannot find any other 
appropriate care or if patients decline to 
receive appropriate care such as 
placement in nursing homes, case 
managers/discharge planners may turn to 
home health.  They may conclude that 
something is better than nothing.   

On the contrary, as indicated above, not 
all patients are appropriate for home 
health.  Case managers/ discharge 
planners who refer patients for home 
health, HME and hospice services that 
are inappropriate for this level of care 
have a greatly enhanced risk of liability for 
negligent discharge of patients. 

(4) There is an important ethical principle 
called “distributive justice” that says that 
all patients are entitled to appropriate 
care.  Patients admitted for home health, 
HME and hospice services who are 
inappropriate for this level of care tend to 
require a great many resources, including 
expenditures of huge amounts of energy 
by staff members.  In some instances, the 
resources expended on such patients 
may mean that other patients do not 
receive appropriate care.  This result is 

Referrals for Home Health and Hospice Services, continued 

 

“Case 
managers/discharge 
planners must 
recognize that not all 
patients are appropriate 
for home health, HME 
and hospice services.  
Consequently, post-
acute providers must 
assess patients prior to 
admission.  Referrals 
are simply not enough.” 
 

unacceptable from an ethical point of view  

Case managers/discharge planners must 
recognize that not all patients are 
appropriate for home health, HME and 
hospice services.  Consequently, post-
acute providers must assess patients prior 
to admission.  Referrals are simply not 
enough. 

(To obtain more information about risk 
management issues in a book entitled 
Legal Liability, send a check for $30.00 
that includes shipping and handling made 
out to Elizabeth E. Hogue, Esq. at the 
below noted address.    For more 
information about ethical issues in a book 
entitled Ethics, send a check for $30.00 
that includes shipping and handling made 
out to Elizabeth E. Hogue, Esq. at the 
below noted address.) 

Elizabeth E. Hogue, Esq. 

15118 Liberty Grove Drive 

Burtonsville, Maryland 20866 

Office: 301-421-0143 

email: ehogue5@comcast.net 

Copyright, 2006. Elizabeth E. Hogue, Esq. 

All rights reserved. No portion of this material 
may be reproduced in any form without the 
advance written permission of the author. 
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By David Campbell 
 
As some of you may know, I convened a 
Vocational Rehabilitation Advisory Panel 
in October 2005.  Originally this team 
was made up only of vocational 
counseling practitioners on the Agency-
approved provider list.  The initial task of 
this team was to review the 
recommendations resulting from Doug 
Langham’s 2000 Vocational 
Rehabilitation Task Force, determine 
which items were still relevant and 
recommended today, and which ones 
needed updating.  Once the team 
completed that review, the advisory 
group was expanded to a cross 
functional representation of the many key 
players in the vocational rehabilitation 
process.  Today, the team includes 
members from self-insured business, 
insurance, group funds, and plaintiff and 
defense counsel.  Overall, the Advisory 
Panel functions as a conduit for current 
and future trends in the field of vocational 
rehabilitation, and meetings provide a 
forum for discussion of new ideas and 
process improvements.  It is important to 
note that most of the work products from 
the panel will be tied to vocational 
rehabilitation issues as they relate to 
Section 319 of the Michigan Workers’ 
Compensation Law. 
 
Within these recommended rule changes 
mentioned above, is a requirement that, 
“Each injured worker served by an 
approved rehabilitation provider shall be 
provided a copy of the Client’s Rights 
and Responsibilities Statement.”  At the 
time of the drafting of this requirement in 
2000, no such form existed.  However, 
due to the excellent work of the current 
Advisory Panel, such a statement has 
been developed, albeit under a different 
name.  The Agency Approved Vocational 
Rehabilitation Provider Professional 
Disclosure Form now exists for your use, 
and is in fact a requirement for all 
Agency-Approved Rehabilitation 
Providers going forward.  The form 
should be used at the start of every new 
vocational counseling case for which 
comprehensive services will be provided.  

Workers’ Compensation Agency Vocational Rehabilitation 
Advisory Panel Making Progress 

“Within these recommended 
rule changes mentioned 
above, is a requirement 

that, “Each injured worker 
served by an approved 

rehabilitation provider shall 
be provided a copy of the 

Client’s Rights and 
Responsibilities Statement.”  
At the time of the drafting of 
this requirement in 2000, no 

such form existed.  
However, due to the 

excellent work of the current 
Advisory Panel, such a 

statement has been 
developed, albeit under a 

different name.” 

There is a place for both the client and 
counselor’s signatures, but should your 
client decline to sign the document, please 
note this on the form and sign in your 
designated location.  It is important to 
remember that this type of disclosure is 
not a new procedure, but one that all 
professional counselors/consultants 
should be doing as part of their normal 
practices.  It is consistent with the 
recommendations of the 2000 VR Task 
Force, The 2006 Advisory Panel, the CRC 
Code of Professional Ethics, and the 
CDMS Code of Professional Conduct.  In 
reality it serves as protection for you and 
your client during the counseling 
relationship, and is just good practice. The 
disclosure will be available online also at 
www.michigan.gov/wca. 
 
For the future, the Advisory Panel will 
continue to review the 2006 
Recommended Rules Changes for 
vocational rehabilitation, and hopefully 
begin the promulgation process in the 
near future.  The panel is also addressing 
vocational issues closely related to 
Section 319 concerns, such as “Sington” 
evaluations, and incentives for earlier 
intervention/referrals. 
 
It’s fair to say that we are excited about 
the future, and are always open to your 
comments, concerns or ideas.  Please feel 
free to contact me with any of these! 
 
 

 

  



AGENCY APPROVED VOCATIONAL REHABILITATION PROVIDER 
PROFESSIONAL DISCLOSURE FORM 

 
You have been referred by ___________________of _______________________ for a vocational rehabilitation evaluation.  The 
purpose of vocational rehabilitation is to provide for you an unbiased comprehensive evaluation, and to assist you in returning to 
appropriate employment as soon as is reasonably possible. 
 
You have both a right and a responsibility to participate in appropriate vocational rehabilitation.  Detailed information on vocational 
rehabilitation and your rights and responsibilities are outlined in the enclosed pamphlets provided by the Michigan Department of 
Labor and Economic Growth, Workers’ Compensation Agency, Vocational Rehabilitation Division. 
 
Following your vocational evaluation, a written vocational rehabilitation plan may be developed as required by the State of Michigan 
and by your referral source.  This plan will outline the purposes for services, recommendations and the assistance needed to facilitate 
your return to appropriate employment.  The length of the plan and the specific services needed will vary with each individual case. 
 
Vocational rehabilitation services will be provided by an agency approved vocational rehabilitation consultant/counselor.  You 
should discuss any concerns you have regarding your vocational rehabilitation program with your consultant/counselor, and/or the 
State of Michigan Vocational Rehabilitation Division.  If you currently have an attorney, or if you retain one in the future, you may 
wish to keep them updated on your progress as well. 
 
Confidentiality and your informed consent are important issues for you to understand.  You are entitled to review and receive copies 
of all reports and any other case file material prepared by the approved rehabilitation provider.  If a third party (i.e. insurance carrier, 
attorney, etc.) is paying for services, records will be provided to that party.  You will be asked to sign a release of information 
specifying other parties who may be receiving your records.  If your vocational rehabilitation consultant/counselor believes you may 
be harmful to yourself or to others, he/she is ethically bound to report this to the appropriate parties or authorities. 
 
It may be necessary for your vocational rehabilitation consultant/counselor to obtain verbal or written information from other parties 
(i.e. physicians, physical therapists, your employer, etc.) in order to provide appropriate services.  If so, you will be asked to sign a 
specific release for this purpose.  This may involve your rehabilitation consultant/counselor speaking directly to this party.  If you are 
a minor or not your own legal guardian, the information in your file may be available to your legal guardian or advocate.  Finally, if 
your case is litigated, your records and/or your vocational rehabilitation consultant/counselor may be subpoenaed. 
 
By signing this form, I confirm that I have reviewed the above topics with my vocational rehabilitation consultant/counselor and that 
I understand the information discussed and contained in this document. 
 
_______________________________________  _________________________________________ 
Client       Date 
_______________________________________  _________________________________________ 
Vocational Rehabilitation Consultant/Counselor  Date 
 

Blue Brochure Provided ____Yes ____No  _________ 
        Initials   
  Yellow Brochure Provided ____Yes ____No  _________ 
        Initials 
 
Enclosures:  
* A Summary of your Rights and Responsibilities under Workers’ Disability Compensation (Blue Brochure) 
* Vocational Rehabilitation for Injured Workers (Yellow Brochure) 
 

 



The Michigan Association of Rehabilitation Professionals (MiARP) is now offering 
interested parties the opportunity to access the members of our organization at 
several levels.  We invite you to help support our efforts to provide education, 
training, political action and professional enrichment to all in the field by participating 
as a sponsor.   

There are two levels of sponsorship.  They include: 

Corporate Sponsorship ($1500) all of the items below:   

1.  Newsletter Ad –$75 - $200 depending on size – posted on the website quarterly.  

2.  Presentation Sponsor – $100 -opportunity to give a brief presentation on your 
company to members during lunch at a state conference. 

3.  Mailing List –($2.50 per name)  

4.  Conference exhibitor –$400.00  

5.  Conference co-sponsor – $500.00--recognized as a sponsor of a coffee break or 
afternoon break at one of MiARP’s state conferences 

6.  Keynote sponsor – $500.00--recognized for sponsorship of the keynote speaker 
at the state conference.  

7.  Website Link  – $200-- link on our website to your company website for one year. 

Program Sponsorship ($1000) all of the items listed below:  

1.  Newsletter Ad –$75 - $200 depending on size – posted on the website quarterly.  

2.  Mailing List –($2.50 per name)  

3.  Conference exhibitor –$400.00  

4.  Conference co-sponsor – $500.00--recognized as a sponsor of a coffee break or   
afternoon break at one of  MiARP’s state conferences 

You may also purchase items individually at the amount indicated. 

MiARP Sponsorship Opportunities 
 

MiARP 
c/o Starr and 

Associates, Inc. 
P.O. Box 870 

Cannonsburg, MI 
49317 

 

PHONE: 
616-874-5642 

 
FAX: 

616-874-1408 
 

E-MAIL: 
kstarr@starrandassociates.net 

We’re on the Web! 

See us at: 

http://www.miarp.org 
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