Light Duty Assessment Form – Worksite Location
EMPLOYER:
     


JOB TITLE:
     
Worksite:
     


Client # / Site Code:
     
Preparer:
     


Preparer’s Title:

     
Date worksite was evaluated:     


Employee:

     
Description of operations:      
Any Claims in the Past 3 Years?


 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

Any Employees Currently Out of Work?

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

Worksite Assessment:

Does the company have an 8-hour day?
     
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

If no, how many hours/day?     
In an 8-hour day, employee is required to: (circle full capacity for each)

Sit
1
2
3
4
5
6
7
8
Hours/Day

Stand
1
2
3
4
5
6
7
8
Hours/Day

Walk
1
2
3
4
5
6
7
8
Hours/Day

Employee is required to lift/carry: (Please check as appropriate)



Never


Occasionally

Frequently

No Restriction



Lift
Carry

Lift
Carry

Lift
Carry

Lift
Carry

0-10lb

 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 

 FORMCHECKBOX 

11-25lb

 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 

 FORMCHECKBOX 

25-50lb

 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 

 FORMCHECKBOX 

51-100lb
 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 

 FORMCHECKBOX 

100+

 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 

 FORMCHECKBOX 

NOTE TO PHYSICIAN:
Please review this form and advise if the employee can perform this light duty job.


 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

If no, please list restrictions in the notes section below.

Physician Signature

Date

Employee is required to: (Please check all that apply)


Never

Occasionally
Frequently
No Restriction



0%

1-33%

34-66%

67-100%

Balance
 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

Bend

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

Climb

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

Crawl

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

Squat

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

Kneel

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

Reach

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

Twist

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

Use Foot
 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

Employee is required to operate: (Please check as appropriate)




Never

Occasionally
Frequently
No Restriction

Car



 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

Small Truck


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

Large Truck


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

Automatic Transmission

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

Standard Transmission

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

Heavy Equipment

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

Employee can use upper extremities for repetitive task: (check as appropriate)

Simple Grasp
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

Fine Manipulation
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

Check Appropriate

Firm Grasp
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

Pushing / Pulling
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

 FORMCHECKBOX 
Right

 FORMCHECKBOX 
Left

Employee required to use lower extremities for repetitive movement such as foot controls:

Right Foot
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

Left Foot
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

Loss Control Representative:          

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

Last Survey Date:          

 FORMTEXT 
     

 FORMTEXT 
     
Notes     
PLEASE FAX BACK TO:
Name:     

FAX #:     
