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Medical Referral to Employer

& ...mg',ff‘“”ﬂ
Employee Name: D 12 C /— 1(4 14 {,JA [ Date of Injury: 2 oAk ~E

AUTFIﬂRW ATUHIN TO RELEASE INE! OR.M.A TION: Ulnrely auhorize the Health Care Provider who completes this fois lu relegue oy
i jom to The Suzlon Retor Corporation which substantiates_ clarifies, or elaborates on my fitness for duty.

J,j e 1"9"2 "‘0?

Employee Signature Date

CORPIRATE MANAGEMENI'G

Medical Provider Date / Fime of Appt;

ALL WORKERS' COMPENSATION MEDICAL EXPENSES must include the patient name, date of service, and Medical
Provider's “Progrezs Notes™ for trantmant.  Soclal Securty Numbaer is recommanded. Maif alf elalms for payment diractly ta!

Berkley Risk
PO BOX 52143
Minneapolis, MN 55453-0413

{612)766-3000
Incomplete billings or those mailed directly to Corporate Management Group may result in slow payment
processes.
Diagnosis: EZ% Ei‘/,,//; ) LS Non-work related
[ Undetermined

Treatment Plan: ~ #A b & — Work related

RETIRN TQ WORK: X No Limitations Date: _ X /;23/9@’
(Suzlon rotor Corp. has an active return-to-work program. Mast tempofary péstﬂctmns ean be
accommadated. Please call 507-562-6700 if you have any questions vegarding light duty jobs.)

TOTALLY DISABLED: (Dates) From: To:

RESTRICTED WORK: Duration of Limitations; Days/Weeks
Restricted Work Hours: May Work hours per day hours per week.
Restricted 1 .ifting: Magimum lif: __ 10bs ____ 20lbs 30lbs 401bs 50Mbg
Weight limit for repetitive lifiing or carrying: (mm-e Frequent than 2 times per hour)

o 0-5lbs 5-101hs 10-201bs 20-301bs 30-40
Restricted bending: {Limit in degrees) Bending frequency (# of times per hour):
Restricted use afhand: ___ Right _ LeR __ NoUseor ___ Limited repetitive grasping, gripping
Standing/Sitting: Standing (hours per day) Sitting (hours per day)
Other;
Next Appt. Date / Time: LA Provider’s Comments:

Y

Medical Provider Signature: w Date: %M

Please fux back to 307,562.6800 ~ Atin CMG.
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FITNESS FOR DuTY

Employees who are absent due to jllness or injury (either work-related or non-occupational) may be required
to have their physician or other qualified health provider complete a Fitness for Duty Certification before

Employee Name: _ 4 _)555:&°ﬂ Q cél;e Date: %[ z;{fﬁg

[s employee able to perform the functions of his/her position? A Yes _ No
Any restrictions? __ Yes _X No Ifyes, please describe restriction(s) and duration below:

RETURN TO WORK: X_ With No Limitations Date: ,%4%@5;_

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

_ . TOTALLY DISABLED: (Dates) From; To:

__ RESTRICTED WORK: Duration of Limitations: Days/Weeks

_— Restricted Work Hours: May Work ___ hours per day — . hours per week.
Restricted Lifting: ~ Maximum lifi: 101bs 20lbs 30lbs 40lbs ____ 501bs

Weight limit for repetitive lifting or carrying: {more frequent than 2 times per hour)
0-51bs 5-10lbs 10-201bs 20-30lbs 30-40

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

Restricted use of hand: —_Right  Left __ NoUseor _ Limited repetitive grasping, gripping
.. Standing/Sitting: Standing (hours per day) Sitting (hours per day)

Other:

Next Appt. Date / Time: Provider’s Comments:

Employee Signature: ! Nég/

Physician or Practitioncr Signature:

Type of Practice: (Field of Specialization) /ng

Please fax back to 507.562.6800 — Atn CMG.
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Heaith Care Provider Report
Sse Instructions on Reversy Side

{(WHEN COMPLETED RETURN TO REQUEST| ER)
Pleasa PRINT or TYRE YOUr 1 N3Ses.
Enter dates in MMIDDNYWBmaL - i . Heon
SOCIAL SECURITY NUMBER DATE OF INJURY DOB DO NOT USE THIS SPACE

42 4K a7 c-22~0% [T1-sxK 2]
EMPLOYEE EMPLOYER
i =
INSURERISELF-INSURERNPA INSURER CLAIM NUMBER
INSURER ADDRESS [I
City STATE ZIP CODE '
|

REQUESTER must specify all iterns to be complatad by heatth cere pravider. [] iems; —_— T M e [ PeD (#1100

HEALTH CARE PROVIDER TD COMPLETE ITEMS REQUESTED ABOVE
1. Date of first examination for this Injury by this offica: r_ 2-2 L ol'd (date)_,

2. Diagnosis (Inciude glLIGB.9-CM codes): —
_ER__( \@ e f

3. History of inlury or tiseese gi\.-an by nd;;o_yaa: — o

2, L s I o

Oplnion {as substantiated hy the
ploves's allagad emplayent agk

o Syt
f caused, aggravated

4
tha pm

5. Is there svidance of pra-sxisting or uther conditions that affect this disability? -8 [[] Yes  If yes, descrive:

L

6. Is further treatment of this Injury o referral to another doctar plannad? [ ] Yes  if yas, descrive:
1. Has surgery been parformod? o (] Yes I yes, date and describe: {dats)_’
L | ]

{If yes, complete Item #10) (See definition on baek) achad:

8 Attach the most recent Raport of Wark Abllity. Date of report: E? g (data)
8. Has the employan reached maximum medical Inprovement? z No 1BV I:Euma -

10.  Has the smployse sustained any permanent partis! disabliity from the injury? (a5 [] Ves IZ Too early to detarmine
The parmanhant partial disabllity is % J of the whole body. This rating is based an Minn. Rules:

MN HCo1 (7/01).

5223. % | [s2z3. % |
5223. % | [ 5223 % |
NAME (Type ar Prim) SIGNATU DEGREE
BRUCE W KOCOUREK, b0
ANhRESS ggiﬁf&ggg”ﬁ:ﬂ?ﬁgﬂﬂg&?“ T [sTare LICENSE #/REGISTRATION & T
507-825.5700 FAX 507-R25-4744
S PN Dasttn o ossaal6 ARER GOBE ’TELEPHDNE# DATE SEENED




FEB-22-2008 12:09 PHM PIPESTONE MED CLINIC 5078254744 P. 05

r i

. "\
ok ALY IOUHETIA
See instructions on Reverse Sida
Please PRINT of TYPE vour responses.
Entar datas In MM/DD/YYYY formast. - RwWO
This form must be prDVidBd to the Bmplﬂveea DO NOT USE THIS SPACE

{Minn. Rules 6221.0410, subp. B)

NOTICE TO EMPLOYEE: YOU MUST PROMPTLY PROVIDE A COFY OF THIS
REPORT TO YOUR EMPLOYER DR WORKERS' COMPENSATICN INSURER, AND
QUALIFIED REHABILITATION CONSULTANT IF YOU HAVE ONE.

SOCiAL SECURITY NUMBER DATE OF INJURY

A1 AESOAT Z-220%

EMPLOYEE 4 Bate of Birth
EMPLOYER .

Suzlon
INSURER/SELF-INSURER/TPA

INSURER ELAIM NUMBER

Date of most recent examination by this office Z~Z220K |dat)

Selsct the sppropriate optien(s) beluw and fill In the applicable dates.

1. [ employse is able to work without restrictions as of 7}/ 2/‘5 /@ g( (date)

2. [} Employes is able to work with restrictions, from (date) | 4o |- {data)
The restrictions atva! :
"R
3. D Employee is unable to work at all, from (date) | 1o {date)
The next scheduled visit is: [:] as needed OR {date)

h

NAME [Type ot Print) SIGNATLU Z ;’ Z ) DEGREE
. i )

. BRUCE W KOCOUREK, DO 1
ADDRES PIPESTONR COUNTY MEDICAL CENTER STATE HICENSE HIRESISTRATION #
920 4TH AVE SW PIPESTONE MN 56164

| 507-925-5700 FAX 507-825-4744 - —
cITY DEA BK0472477 MN LIC 34116 AREA CODE [TELEPHONE # BATE SK{INED

UPIN D25406 NPT 1699738550 . : R AR EE

MN RWO1 {7/07)

T




