WORKERS’ COMPENSATION MEDICAL AUTHORIZATION and PHYSICIAN  EVALUATION 
Employee Name: ______________________________________    Job Position:______________________________________
Today’s Date: _____/_____/_____                                                     Date of Injury / Illness: _____/_____/_____
Employer Contact Name / Title / Phone:______________________________________________________________________
Dear Physician:
____________________________________________is strongly committed to Transitional Return To Work.  Please assist us to accommodate this employee by providing us with Diagnosis, Treatment Recommendations and Work Capacity.
Time Employee Arrived for Appointment:______________am / pm

DIAGNOSIS / TREATMENT RECOMMENDATIONS:  __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
EMPLOYEE MAY RETURN TO REGULAR JOB DUTIES WITH NO RESTRICTIONS          □   Yes             □   No

 EMPLOYEE MAY RETURN TO TRANSITIONAL WORK AS FOLLOWS: 
	Hours / Day 
	�
	 2 hours
	�
	 4 hours
	�
	 6 hours
	�
	 8 hours
	�
	Other  _____hours

	Days / Wk. 
	�
	 2 days
	�
	 3 days
	�
	 4 days 
	�
	 5 days
	�
	Other  ______days

	Lift w/Arm    (R)    (L)
	�
	 None
	�
	 5 lbs.
	�
	 10 lbs.
	�
	No Restrictions
	�
	 Other _______lbs.

	Grasp             (R)    (L)
	�
	 None
	�
	Occasionally
	�
	Frequently
	�
	Constantly
	�
	 Other _________

	Lift Overhead
	�
	 10 lbs.
	�
	 25 lbs.
	�
	 40 lbs.
	�
	No Restrictions
	�
	Other  _______lbs.

	Lift Floor to Waist
	�
	 10 lbs.
	�
	 25 lbs.
	�
	 40 lbs.
	�
	No Restrictions
	�
	Other  _______lbs.

	Lifting Frequency 
	�
	 None 
	�
	Occasionally
	�
	Frequently
	�
	Constantly
	�
	Other  _________ 

	Bending
	�
	 None
	�
	Occasionally
	�
	Frequently
	�
	Constantly
	�
	Other  _________ 

	Squatting
	�
	 None
	�
	Occasionally
	�
	Frequently
	�
	Constantly
	�
	Other  _________ 

	Walking
	�
	 None
	�
	Occasionally
	�
	Frequently
	�
	Constantly
	�
	Other  _________ 

	Sitting
	�
	 None
	�
	Occasionally
	�
	Frequently
	�
	Constantly
	�
	Other  _________ 

	Driving
	�
	 None
	�
	Occasionally
	�
	Frequently
	�
	Constantly
	�
	Other  _________ 

	Other
	�
	


PHYSICIAN RECOMMENDATIONS:
□       Employee may resume Regular Job Duties with No Restrictions on _____/_____/_____ 
□       Employee is unable to return to work in any capacity
□       I have referred this employee to ____________________________________________________________________
□       Projected date of attainment of Maximum Medical Improvement ________________________________________

                                             
                                                               _______________________________________________

                                     Physician Signature
Next Appt. Date / Time:  _____/_____/_____ @ _____am/pm      Time Today’s Appt. Completed:______________am/pm
NOTICE TO PHYSICIAN   -   Please fax a copy of this form to _____________________ @ (____)________________  and give original to Employee.                                                                                                                                                                Thank you.  


