Oct. 19. 2076 5:047M No. 6662 P 1/1

COLORADO DEPARTMENT OF LABOR AND EMPLOYMENT

DRASOMN-ORNOREER S COMEENEATION:
DS gy LCOME

PHYSICIAN'S REPORT OF WORKER’S COMPENSATION INJURY
A COPFY OF THIS RERORT MUST BE SENT TO THE INJURED WORKER AND THE INSURER.

1, REPORT TYPE [ Initial YOEress ging . EXAMDATE 10/19/16
2, CASEINFORMATION
Drate of Injury 10/06/16 Ingurer Claim # 3663334
Injurcd Worker GROVES, SHERYL Insurer Name/TPA PINNACOL ASSURANCE
Socal Security # XXX -XX-050%9 Insurer Blione/Fax {303}361-4000 {(000)
Date of Bisth 11/28/55 Employer Nameg CORPORATE MANAGEMENT GROUP,

3. INITYAX VISIT (only)
a. Injured worker's deseription of gecident/Tnjury

b. Are your abjective findings consistent with history and/or work-related mechanism of infary/lllness? L Yes [No
CURRENT WORK STATUS ] Working ot Working ( Cad o E)

5 WORE-RELATED MEDICAL DIAGNOSIS(ES) '

6. FLAN OF CARE

. TMENT FL.AN
lagnostic tools/tests _E_&W‘

O Procedures i

(O Therapy |

O Medications |

[ Supplies

U1 Other

[ Able to mtum to modified duty fiom

b
b. WORK STATUS
zﬁfﬂ:lem retum to full duty on ‘! ,ga !’l & i Mda_,t lg l"‘"g*g dtfll, 43
to
io

O Unable 10 work from .

O Able to rerune o patt time work on . 7 for houts per day

¢. LIMITATIONS/RESTRICTIONS o Restricions [ Temporary Resmictions (1 Permanent Resticilons

{1 Lifiing (maxinum weight in pounds) lbs. O Walking hours per day
O Repetitive liffing Ibs. O Sianding hours per day
O Cairying Ibs. O Siiling hours per day
(1 Pushing / Pulling ‘ Ihs. O Crawling hours per day
O Pinching 7 Grippiog M Kneeling hours per day
[ Reaching over head {1 Squatling houes per day
1 Reaching away From body O Climbing hours par duy
{1 Repetitive Motion Restricfions

O Other

7, FOLLOW UP CARE AND REFE § - *7¢, requires g notice by certified mail to insurer & paticnt 1 3 business days, (See Ingiroctions)
i, O Retum Appolntment Date
b, OReferral for O Treatment (specity) [ Evaluation (specify)

O Impgivment Rating O Other (specify)

Refened Provider's Name Fhone #
¢. [ Discharged for Non-Complisnee* [ Discharged from Care for ijedlcal agons*

8 %g MUM MEDICAL IMPROVEMENT (MM} q / Q
ted Worker Lias reached MMI Dyfe of MMI / Q {
¥

jured Worker is not 4t MMI, but is snlicipaied (ohe st MM infon. [
[ MM date noknown ot this ime because

9. MAINI'ENANCE CARE AFTER MMI O Yes ﬁ\!o
If yes, specify care:

1. PERMANENT MEDICAL IMPAIRMENT (REQUIRED)
0 permanent impairment O Permanent Impairment (attached required worksheets and narrative)

O Anticipate permancnt impaimment [ Ncedgfsrral 1o Leve]AI physician for impairment rating (sce 7b abgve) é’
11. PHYSICIAN’S SIGNATURE Q( il L R \/E =Ttz of Repoit £ 0 z ]ﬂz [

puneame —mqwm”‘lﬁmiesch‘“ma“ cC Liensst _ 7D cGRpORATE MANAGEMENT GROU 4624

\
|

WCI164 Rev. 11/14 DEA¥ MBOGGI2 17 005:10/19/16 D0I1:10/06/16 DOB:11/28/55 |

“Zpntd W REdSE24 Claim # 3B63334
#v Patient: GROVES, SHERYL

case # : 452=001625 Ref # : LEFT HAND



