. Physician's Report of
- Bureau of Workers 4 iye
Oth ‘ Compensation Work Ability

¢ Instructions /Fax Note: )

* Physician must complete this farm whan the injured worker is under work restrictions or is-tempararily totally | [T From
disabled.
* You must send or fax a copy of the completed form to the managed care organization (MCO} and 2 copy given tothe | [Toll-free phone number Phone number
injured werker at tima of exam.
* You may use any other physician-generated documend provided that the substitute document contains, ata minimum, | [Tail-fres fax number Fax number
the data elements on the MEDE0-14, J
» If injurad worker is employed by a self-insuring emplayer comglete this form and ma: or fax It to the self-insuring
employer.
{Injured worker name Claim number SSN if claim number unknown Date of injury ™
T
Injured werker accupation Employer name
\. J
s ) — ™
O May return to work (RTW) with no restrictions on Work/Non-Work Capabilities
None atall Occasienal Frequent Continuous
-_— % of Workday (8 hr) 0% 1-33% 34-66% 67-100%
I May RTW with restrictions due to work-related | Repetitions per hr 45 6-12 >12
injury/disease Lift/Carry
from to Upto 101bs. .. B [ m| a
{complete work/non-work capabilities on the right) 11-20 bs... = = = =
L - 21-50 Ibs... .d O () a
Work restrictions apply to work and non-wark activity. LY I L1V - M | 0 O a
If restrictions cannot be met at work, then injured
worker is recommended to he off work Bending..... .. 0 0 g o
: Twist/turn.. E g g E
o Reach belo .-
?
> The restrictions are O permanent [ temporary? If PUSH/PULror O a o o
5| temporary, how long? Squat/kneel .. .0 | O ]
= . Stand/walk ... . O a ] a
o3| O Is totally disabled from work ] S = o u} u}
: from to .| _Nolifting above shoulders.. O O ] O
E| Piease explainin the space provided below why the | Hand restrictions [ Left CIRight No use of [J Left 3 Right
=|  injured worker is unable to work, due to work-refated B “Nﬂuﬁt‘!\r’]zaf SP’tlﬂt " b E f—lkmd
L . - o lifting greater than S an
|n|ur\,.rl_d|sease.. List ICD-9 c(?des for the allowed No repetitive activities [ Finger
conditions being treated which prevent return to 3 No work with hot or cold substances L] Other
waork.
DChange positions every —.... Cwork activity as splint/bandage permits
. DA\roid driving D Keep wound clean/dry [:! Limit working to Hrs/Day
Estimated RTW date
Physician's further explanation of work abilities or why the injured worker is unable to perform any work:
o vy
(" | Has the work-related injury(s) or occupational disease reached a treatment plateau at which no fundamental functional or physiclogical changa can he expected
E despite continuing medical or rehabilitative intervention {maximum medical improvement): [1¥es[_] No
= W Note: Periodic medical treatment may still be requested and provided.
\ IF YES, give date {F NO, please explain {attach additional sheat if necessary} Y,
(oo Physician name and address {please print, type or stamp) N
T E Check if vocational rehabilitation return to work services are indicated.
\&
{Date of this exam Follow-up appointment
Date Time
I
\.. A
/1 certify the above information is correct o the hest of my knawladge. | am aware that any persen who knpwingly makes a false isrep i ] of fact or any other act of fraud tn obtain™y
paymedt as provided by BWC or who knowingly accepts payment to which that persan is not antitled, is subject to felony criminal prosecution and may, under appropriate eriminal previsions, ba punishad by a fine,
imprisonment, or both,
Physician signature Date
\{rtandatory) ' J

Distribution: White-Physician Fax a copy to MCO  Yellow-Injured worker
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MEDCO-14



