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Recommendations to Accommodate Employees with Injury or Illness
	Name
	     
	
	Employee no.
	     


INSTRUCTIONS TO EMPLOYEE:

I understand that my treating practitioner will complete this form to help advise management regarding any work limitations I may have.  Whenever possible and appropriate my supervisor will assign modified work in keeping with my limitations.

INSTRUCTIONS TO TREATING PRACTITIONER:

COMPANY XXXX  is interested in the timely rehabilitation of our injured/ill employees; and whenever possible and appropriate would like to assign employees to modified work which will accommodate their limitations while they are recovering from their injury or illness.  Please use this form to communicate your recommendations regarding return to work and work restrictions/limitations.

Please give the completed form back to the employee.  

RECOMMENDATIONS FOR WORK LIMITATIONS

My patient is currently:

(     able to return to work without any limitations on: __________________________________________________________

(     unable to return to work: estimated return to work date:  ____________________________________________________

(     able to return to work only if the limitations below can be accommodated, starting: ________________________________

Limitations:

(
walking on uneven ground  ( other _______________________________________________________________________
(
standing >____minutes  ( other __________________________________________________________________________
(
bending or twisting ____________________________________________________________________________________

(
squatting/crouching ___________________________________________________________________________________

(
climbing ladders ( stairs ( other __________________________________________________________________________
(
lifting floor to waist  (  lifting waist to shoulder _______________________________________________________________
(
lifting >10 kgs ( lifting > 20 kgs ( other _____________________________________________________________________

(
pushing/pulling/grasping with ( right arm ( left arm
( both ________________________________________________

(
repetitive movement ___________________________________________________________________________________
(
use of upper/lower extremities ___________________________________________________________________________
(
driving a vehicle ______________________________________________________________________________________

(
operating heavy equipment______________________________________________________________________________
(
mental alertness/concentration ___________________________________________________________________________

(
keyboard_________________________ ___________________________________________________________________

(
other environmental exposure (specify) ____________________________________________________________________

(
modified hours of work__________________________________________________________________________________

(
other ________________________________________________________________________________________________

Estimated duration of limitations:__________________________   Re-assessment Date:  ________________________________

COMMENTS:______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_______________________________________________________________Date:___________________________________

              Treating Practitioner (Printed)

_______________________________________________________________Phone:__________________________________

              Treating Practitioner (Signed)
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