


Report of Work Ability 
Please complete form fully
Employer Name: 	
Employer Address: 	
Phone/Fax: 	

Employee Responsibilities:  									
1. Take form to medical provider 
2. Return completed paperwork to supervisor upon completion of medical appointment  
3. Pick up new form for each follow-up appointment  
4. Contact your supervisor/Human Resources with any questions

Medical Provider Responsibilities:  
Please complete this form, both pages, in regard to the [employer name here] employee listed below.

	Patient Information

	Last Name:
	First Name:
	Middle Initial:

	Date of Injury Illness:

	Job Title/Description:
	Department:

	Supervisor Name:
	Supervisor Phone:  

	Work Comp Insurer: 
	Minnesota Counties Intergovernmental Trust
100 Empire Drive, Suite 100; St. Paul, MN 55103
Phone: 1.866.547.6516  Fax: 651. 209.6493




	Medical Evaluation

	Treatment Date:
	Work related injury/illness?      □  No      □  Yes      □  To be determined

	Diagnosis:
	ICD-9 Code:

	Treatment (please describe):

	Medication(s):

	Specialist Referral/Consult:

	Maximum Medical Improvement:     □  No      □  Yes      If Yes, date reached:

	Permanent Partial Disability:   □  Likely      □  Unlikely     □  Undetermined      □  No      □  Yes      If Yes, _________%   

	Next Appointment Date:                                                               Time:                                            Doctor:



Please complete the second page regarding return to work information
	For Human Resources Use Only:

	Claim Number:



It is the policy of [employer name here] to assist employees, injured at work, in receiving appropriate medical care and to return them back to work as soon as possible within medical restrictions.  This will support the employee’s sense of job security and help the employee return quickly to his or her pre-injury lifestyle.  It will also help [employer name here] maintain productivity and reduce workers’ compensation costs.

	Return to Work

	□   Employee may return to work with no restrictions on _____/_____/_____ or □ next available shift.

	□   Employee is unable to work from _____/_____/_____ through _____/_____/_____

	□   Employee may return to work on  _____/_____/_____ through _____/_____/_____ with the following restrictions:

	BODY PART(S) AFFECTED:    
	□ Left	□  Right	□  Both
□ Neck	□  Upper Back	□  Lower Back	□  Shoulder	□ Elbow      □  Wrist     
□  Hand	□ Leg        	□  Knee	□  Ankle	□ Foot	□  Other:

	Please Explain Detail of Any Restrictions Checked Below:      None = this activity is prohibited

	Lift/Carry, Push/Pull
	□ None
□ Restriction _________lbs.
	Reaching above shoulder height
	□ None
□ Restriction _________ lbs.

	Lift from floor
	□ None
□ Restriction _________ lbs.
	Reaching at shoulder height
	□ None
□ Restriction _________ lbs.

	Patient transfers, 
lifts or boosts
	□ None
□ Restriction _________ lbs.
	Reaching below shoulder height
	□ None
□ Restriction _________ lbs.

	Bend
	□ None
□ Restriction _________ hrs.
	Drive
	□ None
□ Restriction _________ hrs.

	Twist/Turn
	□ None
□ Restriction _________ hrs.
	Operate Machinery
	□ None
□ Restriction _________ hrs.

	Kneel/Squat
	□ None
□ Restriction
	Operate Forklift
	□ None
□ Restriction _________ hrs.

	Sit
	□ None
□ Restriction _________ hrs.
	Keyboarding
	□ None
□ Restriction _________ hrs.

	Stand/Walk
	□ None
□ Restriction _________ hrs.
	Writing
	□ None
□ Restriction _________ hrs.

	Ladder/Stair climb
	□ None
□ Restriction _________ hrs.
	Work site stretches
	□ None
□ _____________ _______times daily

	Gripping/Grasping
	□ None
□ Restriction _________ hrs.
	Exercises
	□ None
□ _____________ _______times daily

	Repetition wrist motion
	□ None
□ Restriction _________ hrs.
	Other (List in Comments)
	□ None
□ Restriction

	Change positions every   □  As needed      □ Half Hour      □ One Hour        □  Two Hours   □ Other: 

	PROGNOSIS:  □  On schedule, full recovery expected by _________________________    
□  Delayed recovery       □   Full recovery not expected

	Comments:

	

	



This Treatment Plan Has Been Discussed With The Employee	□  YES      □  NO
	Health Care Provider Signature:
	Date of Exam:
	Health Care Provider Name & Address:

	Employee Signature:
	Date:
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