
	RETURN TO WORK – RESTRICTIONS REPORT     

Form O1

	Employee Name:
Phone #:                                       Employee #:

	Occupation:
Supervisor Name:

	Date of Examination:
Date of Follow-Up Examination:

	(  Injury On Duty
	(  Injured Off Duty
	(  Illness Off Duty
	Date of Injury:

	EMPLOYEE CONSENT – to be completed and signed by employee.  
I __________________________________________________________, hereby authorize_________________________________________


(employee)
(physician)

to provide information about my restrictions affecting my fitness for modified/alternate duties to the workplace Return to Work Committee.
NO DETAILS ON THE NATURE OF THE TREATMENT OR MEDICATION ARE TO BE GIVEN


	Employee’s Signature:
Date of Consent:

	Please Note: Our “Modified/Alternate duties program” allows for therapy and/or other treatments you may recommend.
Every effort will be made to provide reasonable accommodations to employees. 
(  Fit for regular duties
(  Immediately
(  As of: ____/____/____
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(  Fit for modified/alternate duties from ____/____/____
to ____/____/____   included.


Y
M
D
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M
D

(  Unfit for all duties from ____/____/____  to ____/____/____/  included, expected date of return to work:____/____/____


Y
M
D
Y
M
D
Y
M
D
Will medication prescribed affect the workers ability to work? ( Yes     ( No



	Please check which injured area(s) apply to your patient
(
Neck

(
Lower Back

(
Upper Extremity – Including ( Elbow, ( Wrist and ( Hand (Please indicate  ( L  or  (  R)
(
Lower Extremity – Including ( Hip, ( Knee, ( Ankle and ( Foot (Please indicate ( L  or  (  R)
(
Shoulder (Please indicate ( L  or  (  R)

(
Other than Musculoskeletal: _____________________________________________________________________________________



	Please check which limitations apply to your patient
(  Temporary
(  Permanent
(
Avoid - Repetitive trunk movement (bending, twisting, low level work)

(
Avoid - Heavy lifting/carrying/pushing/pulling, greater than _______ lbs

(
Avoid - Prolonged weight bearing:  (  sitting         (  standing        or (  walking,  greater than _____min
(
Avoid - Climbing: (  Ladder     (  Stairs
(
Avoid – Rough ground walking, greater than _____ min 
(
Avoid – Repetitive movement of the involved joint against resistance: List Joint: _______________
(
Avoid - (  Above shoulder activity, ( Above overhead activity
(
Avoid – Repetitive neck movements
(
Avoid – Repetitive gripping for hands and wrist

(
Avoid – Low level activities (squatting, kneeling, bending, crawling)

Other:

	Physician Identification (Please Print or Stamp)
Name:

Address:

Phone :                                             Physician’s Signature:
                                                                         Date:

	Please return completed form with the worker or fax immediately after examination to ___                                     ____________.

SUBMIT ORIGINAL INVOICE AND FORM FOR $40.00 to the person and address below.  You must include the reference number on your invoice.

	
	


Restrictions must be described below
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