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Employee Name:

Claim #: | DOB:

Date of Injury:

Date of Exam/Effective Date:

Work Related Diagnosis:

Physician Name:

| Physician Telephone:

Employee is released to return to work (please circle one)

Full Duty Please approve attached pre-injury job description.

Sedentary Lifting no more than 10 pounds at a time and occasionally lifting or
carrying of small objects. Walking and standing are occasional.

Light Lifting no more than 20 pounds at a time with frequent lifting or
carrying of objects weighing up to 10 pounds. Frequent walking or
standing, or sitting with frequent pushing or pulling of arm or leg
controls.

Medium Lifting no more than 50 pounds at a time with frequent lifting or
carrying of objects weighing up to 25 pounds.

Heavy Lifting no more than 100 pounds at a time with frequent lifting or
carrying of objects weighing up to 50 pounds.

Very Heavy Lifting objects weighing more than 100 pounds at a time with frequent
lifting or carrying of objects weighing 50 pounds or more.

In an 8 hour workday, the employee can: (please check appropriate boxes)
N= Never; O = Occasionally; F = Frequently; C= Continuously

N 0 F C

Oirs 0- 3_ hrs 3-5_hrs 5-8: hrs

Sit

Stand

Walk

Drive (automatic/standard)

Bend

Squat

Kneel

Twist/Turn Trunk

Climb (ladders)

Crawl

Reach above shoulder level

Type/Keyboard
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Lift/Carry
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Push/Pull
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0-10 lbs

0-10 Ibs.

11-25 lbs.

11-25 lbs.

26-50 Ibs.

26-50 Ibs.

51-75 lbs.

51-75 lbs.
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76-100 lbs.

Physician Signature:

Date:

Restrictions effective until (if next appt. provide date):




