REPORT OF WORKABILITY
To Be Completed by Physician

MN Only-The information on this form must be provided to the employee as required by Minn.Rule 5221.1410 ,Subp 6.

NOTE fo EMALOYEE: , You mustpmmptly provide a copy of this report to your Emplo
Employégyaﬂdhg_g%m SS j DOI__ /[ __ /_

Describe clinical findings: M,;—’Eamcliap—— m&%{mﬁ—ﬁ ’bLj/Mi -

Diagnosis

{V\g/ork Related [1Not Work Related [ Undeterpained
Permanent Dlsablllly O Likely [ Not Likely E;mndetermmed
WI/ End of Healin /g& ONO [OYES Ifyes, give date

MN/ MMI: YES Ifyes, give date
[ Return fo work with no limitationson___ /. /[ Next scheduled shift
’gétum to work with limitations on? l /M/Lg;ﬁroughm l) l/ / 51
MO DAY MO DAY
[0 Unable o workfrom___ /. /__ through /_/__
MO DAY YR DAY
EMPLOYEE’S CAPABILITIES AYOID the followin
g
SRR (e A= m R hand & wrist activities:
Not  sional quent finuous Not  sional quent finuaus o e / Lefi Right Both
/ otall  0-33% 34-66% 67-100% atcll  0-33% 34-66% 67-100% erare power

LI&O c:qIO bs. O O 0O Bend g rafingtools -0 ) O

11-20lbs. O O 0O  ___degrees il @ =[] mzz?ilation oooo

21 - 50 lbs. O O  Twist/Tumn (SR R I [} 7 U'?n

51 - 100 lbs. O O Kneel/Syust 0O O 0O O cr,':', ,ng’ 000

Sit EI R o ,,,9

Push/Pull Sand/Wok 0 0O O O liaht/h g ooao

0-25kbs. O ¥ O O Ovrhead Onehameed

26 - 50 lbs. O O reachin 0 ] 0 O work ODI)’ 000

51- 75 s O O O Lo WSRO &

76 - 100 Ibs. O 0 0 sarcdimb 0 0 0 0O s ooao

Eg:?htz :;chvmes/ R A O No operating forklift
O No operating machinery
O No driving motor vehicle

Comments

[0 Keep wound ;:lfun and c| Chanje dressing every
X"Medication f fec (as directed) [ May cause drowsiness.

Olce O Heat O E|evc|te EI plint/Brgce_ [1 Crutches 1 Neck/lumbar support [1 Stretching exercises
“&Physical therapy V.4 6%—’ Frequency

O Specialist referral __, Date Time____
‘K]/Rgturn to Clinic on__(¢_ U CKS Dateﬂm Time [0 szt

The above has been il:;u-s.i ed with the employee.
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