Physician Form

Employee Instructions:
Please ask your doctor to complete this form and return it to your supervisor. If you cannot return it, have the doctor FAX it to:
     
Employee Name:
     
Date of Injury:
     
Payer:
     



Address:
     
Brief description of injury / illness:
     
Medical treatment is authorized with:
     
Supervisor’s signature: _____________________________________
Date: __________________

	NOTE TO PHYSICIAN: We value our employees and ask that you treat them with optimum care.  Please assist us with our Return to Work Program by completing the form below.


Physician’s Report

 FORMCHECKBOX 

May return to regular work duties without restriction on
__________________________


 FORMCHECKBOX 

May return to work with the following restrictions:

Hours per shift
4
6
8
Circle one
 FORMCHECKBOX 

May not (circle as appropriate) lift / push / pull / carry more than (circle one) 10  20  30  50 lbs frequently or repetitively

 FORMCHECKBOX 

May not (circle as appropriate) lift / push / pull / carry more than (circle one) 10  20  30  50 lbs at any time

 FORMCHECKBOX 

May not engage in prolonged bending or stooping

 FORMCHECKBOX 

May not engage in prolonged walking or standing

 FORMCHECKBOX 

May not engage in prolonged or repetitive climbing, kneeling or squatting

 FORMCHECKBOX 

May not climb ladders or work at heights

 FORMCHECKBOX 

May not operate vehicles or moving equipment

 FORMCHECKBOX 

May not sit more than ______ hours/minutes (circle one)

 FORMCHECKBOX 

Limited use of (circle as appropriate) left / right (circle as appropriate)  hand(s) / arm(s) / leg(s) / foot / feet

Other restrictions: 
______________________________________________________________________

These restrictions are in effect until (date): _______________________________________________________

Estimated date of return to regular work __________________________ MMI ___________________________

 FORMCHECKBOX 
May not return to any work until (date): ________________________________________________________

Next doctor’s appointment (date): ______________________________________________________________

Physician Signature _________________________________________________________

Date ____________________________
