WORK ABILITY/RETURN TO WORK (Please complete form fully)
NOTE TO EMPLOYEE: You must immediately provide a copy of this report to:

EMPLOYEE SS# SUPERVISOR DEPARTMENT
JOB TITLE DATE OF INJURY / ILLNESS
DIAGNOSIS ICD-9 CODE

History and Findings:

Work related injury/iliness? [ No [OYes [ Tobedetermined Permanent partial disability? [ No [ Yes If Yes, %
Any pre-existing conditions affecting this injury/ilness? [JNo [ Yes If Yes, describe:
Maximum medical improvement reached? [JNo [ Yes Date reached:
RETURN TO WORK |
[0 Return to work with no limitations on / /
MO DAY YR
[0 Return to work with limitations on / / through / / if manager can accommodate.
MO DAY YR MO DAY YR
[ unable to work from / / through / /
MO DAY YR MO DAY YR

Restrictions apply to home environment? [ Yes [ No If no, explain

EMPLOYEE’S CAPABILITIES From: [J] PMD Dated: O IME Dated:

BODY PART AFFECTED: [] Left [ Right O Both [ Neck [ upper Back [ Lower Back [ Shoulder [ Elbow

O wrist [0 Hand OLey [OkKnee [JAnkle [ Foot O other
OCCA— FRE — CON- OCCA— FRE__CON- — HAND, WRIST AND SHOULDER ACTIVITIES AVOID
ATALL 033%  466% 6700% ATALL 0dws  Sweew erioos  PROLONGED, REPETITIVE AND/OR FORCEFUL:
Lift/Carry NOT SOISS:-L QTJRI’EEI\;T TII(\l:l(J)gl-JS
AT ALL 0-33% 34-66% 67-100%
0-09 Ibs. O O O O Bend O O O O
10-19 Ibs O O O O Twist/turn O O O O Gripping/grasping O O O O
20-29 Ibs O O O O Kneel/squat [ O O O Repetition wrist motion O O O O
30-39 Ibs O O O O Stand/walk O O O O Reaching: O O O O
40-49 Ibs O O O O Ladder/stair [ O O O Above shoulder height O O O O
No lift from floor O O O O climb At shoulder height O O O O
Push/Pull without resistance: Below shoulder height O O O O
0-19 Ibs. O O O O Restrictions (circle) O O O O
20-40 Ibs O O O O Keyboarding (hrs./shift) 0
> 49 Ibs O O O O Writing (hrs./shift) 0
No patient transfers, Total spread out evenly over shift at intervals
lifts or boosts O O O O Change positions every
[0 Latex-free/powder-free gloves (see Comment section) [ As needed [ Half hour
Comments [ One hour [0 Two hours
[0 work site stretches, i.e., per handout
[0 Exercises [ other
Prognosis: [] On schedule, full recovery expected by [ Delayed recovery [ Full recovery not expected

INSTRUCTIONS

[J Keep wound clean and dry. Change dressing every

[ Medication

O Ice min. [0 Heat min.
[ splint / Brace

[ Referral

RETURN TO CLINIC ON:

THIS TREATMENT PLAN HAS BEEN DISCUSSED WITH THE EMPLOYEE []Yes []No

HEALTH CARE PROVIDER SIGNATURE LICENSE/REGIS. DATE OF EXAM EMPLOYEE SIGNATURE

NAME & ADDRESS OF HEALTH CARE FACILITY (print) RELEASED TO WORK

SIGNATURE DATE
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