Work Ability Form
This form must be sent to our office immediately after medical treatment. Doctors, please email this form to our Office Manager at _________, or fax to ________.
	1. Employee information

	Patient Name:
	Phone Number:

(       )        -

	Employer:
	Social Security #:

(       )        -

	Injury Date/Time:


	Date of Exam
	Time In:
	Time Out:

	Employee Authorization for Release of Medical Records

I ________________________ authorize all medical personnel who have treated me, and their staff, to access medical records and to discuss my medical status and work ability with my employer and/or their representative, including representatives from the insurance company and claims administrator.

_________________________________________                                 ____________________________

Employee Signature                                                                                   Date

	2. Injury Type

	Injury Type:  __ New Injury     __ No Injury/Illness Found     __ Aggravation/Reoccurrence of Existing Injury

	Exam Type:  __ First Aid Only     __ Initial Evaluation/Treatment    __ Follow Up     __ Consultation Only

                     __ Other(specify): 

	Body Part(s) Injured:



	Diagnosis:



	3. Treatment

	Medication(s):



	Further Treatment Needed:  __ Yes     __ No     __ As Needed Basis

	Patient is Permanent & Stationary:  __ Yes  __ No

	Permanently Disability Expected: __ Yes     __ No     __ Unknown

Note: This opinion is NOT binding as the patient’s condition may improve or worsen in the future

	Treatment:  __ Physical Therapy     __ Hand Therapy     _ Other(specify): ________________________________________

	4. Work Ability

	Return to Work Status: __ Full Duty/No Restrictions     __ Return With Restrictions (See next section)      

                                     __ Remain off Work With Specific Return Date ___/___/____


	5. Physical Restrictions

	Check the frequency & number of hours a day employee is able to do the following specified types of activities.


	Activity
	Frequency
	Number of Hours per Day

	
	Continuous
	Intermittent
	0
	1
	2
	3
	4
	5
	6
	7
	8

	Sitting
	
	
	
	
	
	
	
	
	
	
	

	Walking
	
	
	
	
	
	
	
	
	
	
	

	Lifting
	
	
	
	
	
	
	
	
	
	
	

	Bending
	
	
	
	
	
	
	
	
	
	
	

	Squatting
	
	
	
	
	
	
	
	
	
	
	

	Climbing
	
	
	
	
	
	
	
	
	
	
	

	Kneeling
	
	
	
	
	
	
	
	
	
	
	

	Twisting
	
	
	
	
	
	
	
	
	
	
	

	Standing
	
	
	
	
	
	
	
	
	
	
	


	Are there limitations in the following areas?
	[PLEASE EXPLAIN ALL “YES” ANSWERS.]

	Heat?
	No
	Yes
	

	Cold?
	No
	Yes
	

	Dampness?
	No
	Yes
	

	Height?
	No
	Yes
	

	Temperature Change?
	No
	Yes
	

	High Speed Working?
	No
	Yes
	

	Exposure to dust, fumes or gases?
	No
	Yes
	


	Will the injury prevent the employee from giving/taking instruction, or meeting deadlines, etc.?

__Yes  __No     (If yes, explain) _________________________________________________________________________

	Is the individual able to work 8 hours a day? ____ Yes ____ No

	Based on your medical evaluation, will this individual require vocational services such as testing, counseling, training, or job placement in order to return to work? ____ Yes ____ No

     If so, what type? _________________________________________________________________________________

	Has the individual reached maximum medical improvement (MMI)?

     Yes_____________     No _____________

           Date Attained              Anticipated MMI Date


	6. Next Appointment

	Comments:



	Appointment Date & Time:

	Appointment Location:

	7. Medical Provider Signature

	Physician Healthcare Statement: I declare that the above information is a true and factual evaluation of the named employee. This medical opinion is based on a medical examination conducted by myself (or by those under my direction) and relies upon information regarding the essential job duties of this employee as provided by:

The injured employee ___________ or Company representative __________________

Healthcare Provider Group Name: ___________________________________________________________

Healthcare Provider’s Name: _______________________________________________________________

Address: ____________________________________     Telephone: _______________________________

               ____________________________________     Fax: ____________________________________

Signature: ___________________________________     Date: _______________________


