qm % Medical Referral to Employer

CORPORATE MANAGEM

Employee Name: @VLLL(/ Kowwdha Date of Injury: 537/’3 -0

AUTHORIZATION TO RELEASE INFORMATION: [ hereby authorize the Health Care Provider who completes this form to release any
information to The Suzlon Rotor Corporation which substantiates, clarifies, or elaborates on my fitness for duty.

Employee Signature Date

Medical Provider LAYTU D.CAAGNWA  Date/Time of Appt: 127401 / 4O

ALL WORKERS' COMPENSATION MEDICAL EXPENSES must include the patient name, date of service, and Medical
Provider's “Progress Notes” for treatment. Social Security Number is recommended. Mail ali claims for payment directly to:

Berkley Risk
PO BOX 59143
Minneapolis, MN 55459-0413
{612)766-3000
Incomplete billings or those mailed directly to Corporate Management Group may result in slow payment
processes.
{ L4
Diagnosis: (@‘&» kvk@ € \‘?:"E‘a\ W— Non-work related
\ Undetermined
Treatment Plan: JcUQLCI \cbo‘Ua\ Work related
¥ — N
RETURN TO WORK: With No Limitations Date:

(Suzlon rotor Corp. has an active return-to-work program. Most temporary restrictions can be
accommodated. Please call 507-562-6700 if you have any questions regarding light duty jobs.)

TOTALLY DISABLED: (Dates) From: To:
x RESTRICTED WORK: Duration of Limitations: { Da

Restricted Work Hours: May Work hours per day hours per week.

Restricted Lifting: Maximum lift: 101bs Olbs 30lbs 401bs 501bs

Weight limit for repetitive lifting or carrying: (more frequent than 2 times per hour)

0-51bs 5-101bs 10-201bs 20-301bs 30-40

Restricted bending: (Limit in degrees) Bending frequency (# of times per hour):

Restricted use ofhand: _ Right _ Left _ NoUseor ___Limited repetitive grasping, gripping

Standing/Sifting: Standing (hours per day) ' Sitting (hours per day *
Z Other: Je t _actd ¢ : .

Next Appt. Date / Time: ( &3] {"1 Provider’s Comments:
n_ M\ Vi

Medical Provider Signature: M Date: | 29 "O”

Please fax back to 507.562.6800 — Attn CMG.
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A HE%\E%%%H&\@ E!IE !l%il VAR e '?-U%H%S ¢
MEBTOX iy . "

Ac
SoU g i,. E!N WOTDR ©on PORATION T To be compjeted by
1711 8 HWY 75 COLLECTOR / DONOR L
B1 p;gg_ TORE , MM S5k dh ' P ~ Social Security No, Employee No. or ather ldenhiucalnon No. Specimen Type:
i 7 D Blsod %}ﬁne
Doror kD {/ 973? (5700 [ Oral Fuuid
Donor Name ( E
B Ko mlu L A IR E

Y Referring Phys.

0| 7| 1 comany C%’)’)é-/

e Pl s _

DONOR CONSENT 1 cortify that | provided my specimen to the collector, th&l the specimen conramer was sealed
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Report of Work Ability l‘“]'“l ‘I | H
See Instructions on Reverse Side i
Please PRINT or TYPE your responses. :

Enter dates in MM/DD/YYYY format. RWOQ1

This form must be provided to the employee.
(Minn. Rules 5221.0410, subp. 6}

NOTICE TO EMPLOYEE: YOU MUST PROMPTLY PROVIDE A COPY OF THIS
REPORT 70 YOUR EMPLOYER OR WORKERS' COMPENSATION INSURER, AND
QUALIFIED REHABILITATION CONSULTANT IF YOU HAVE ONE.

DO NOT USE THIS SPACE

SOCIAL SECURITY NUMBER DATE OF INJURY
i2)4)o
EMPLOYEE , ate of Birth
Srtiory Brum Homula TIESRID
EMPLOYER
Suzlon

INSURER/SELF-INSURER/TPA

INSURER CLAIM NUMBER

Date of most recent examination by this office "—"-)u)o') (date)

Select the appropriate option(s) below and fill in the applicable dates.

1. D Employee is able to work without restrictions as of {date]

2. m Employee is able to work with restrictions, from M*ﬁ? {date] | ¢o {date)
.

The restrictions are:

ﬁqﬂgtl &%&/ LSLL( % Causes
el Knee P

{datel | o {date)

3. D Employee is unable to work at all, from

The hext scheduled visit is: D as needed OR {date) é ajﬁ

N

.
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LARRY b CHRISTENSEN, MD PIPESTONE MEDTCAL GROUP 4
ADDRE 920 4TH AVE SW PIPESTONE, MN 56164 STATE LICENSE #/REGISTRATION #
507-825-5700 FAX 507-825-4744

DEA-ACTII6539 MN LISC-23799 UPIN 75623

CITY E AREA CODE |[TELEPHONE # DATE SIGNED

| 2-0lg-0 7

MN RWO1 (7/01)



