
COLOMDO DEPARTMENT OF LABOR AND EMPLOYMENT
DtvtstoN oF WoRKERS'coMpENSATtoN rimeln:

Time Out:

PHYSICIAN'S REPORT OF WORKER'S COMPENSATION INJURY

A COPY OF THIS REPORT MUST BE SENT TO THE INJURED WORKER AND THE INSURER.
REPORT TYPE ilfoltiut ilP.ogr... ilCtosing
CASEINFORMATION
Date of Injury
lnjured Worker's Name
Social Security #
Date of Birth
Exam Date

IMTIAL VISIT (only)

Workes'Comp #

lnjured worker's description of accident/injury

repetitive motion

Are your objective fiadings consistent with history and/or work related mechanism of injury/illaess? IZI Yes

10:25 AM

l0:51AM

0912912016

Laniel Laird lnsurer Claim # 011260056903WC01

ouogfi966
lnsurer Name
lnsurer Phone/Iax

10l?712016 EmployerName
Employer PhonelFa:r

GALLAGHERBASSETT
(800) 370{5%
Emplover Solutions Staff/CMG
(B52\767-W53

3.

4.

6.

a,

CURRENTWORKSTATUS fIIsWo*ing
sroRK RELATED MEDTCAL DTAGNOSTS (ES)

PLANOF CARE
TREATI\ITENT PLAN
fJ Diagnostic tools/tests

il Procedures

HlTh"*py OTW/
il Medications

fl Supplies

ffi oth.r lw FOREMGA{CS rcINI2OI6
WORKSTATUS

EI rffiiog 1-*irnom weight in poundsi l-- nr. tt- 'wurtle 
hours per day

ff Repeti-tive lifting O tl*. StaDding hours per day
[l cu.ryi"g 5 lbs. Sitting hours per day
EI Pushing / Pulling 5 lbs. - Crawling hours per day
El rinctring I Cripping LIMIT Kneeling hours per day
I g66pnr.govetneao

il] Repetitive Motion Restrictions
NOw/BOTHHANDS

ffiNotworking

1. Pain in righthand (M79.641).
2. Pain in left hand W9.6421.

ffi Able to retum to firll duty on ffUnable to work from to
Zl Abletoretumtomodifiedduty m^W [Abhtoretumtoportti-"iffiii--rot--------E poauy
LIMITATIONSIRESTRICTIONS EiNo Restrictions 

-ffiemporary 
Restrictions flPermanent Restrictions

1.
a.

b.

c.

8.

FOLLOW UP CARE AND REFERRAI"SUR;;;;;"#;;; n$narc 11:3oAM HR
flR"f"rrul for fJ Treatrnent (speoifu) UEvaluation (speciff)

ff Impairment Ratinc f3 otner lspecig
ReferralAppoinmenttobemadeby @sician'soffice
Referred Provider's Name and Address Phone Number

tI Discharged for non complianoe ff Disoharged &om care (explain)

MAXIMUM MEDICAL IMPROVEMENT (MMI)
f,f Injured Worker ha< reached ldMI Date

Maintenance care after MMI requiredr ff No re

ill atMMlin/on
m }rdlvfi datetnknownatthistimebecauso INIXI

9. PERMANENT MEDICAL IMPAIRMENT
fJ No p"..^o.nt impairment
ZI Anticipate permanent impairment

10' PHYsrcrAN's srcNAmRE 7e+*-

t] Permanent lmpairment (attach required worlsheets and narrative)
I , lNeeds referral to Level tr physician for impairment rating (see 7 b above)

t0/21/2016 10r47:13 e

PrintName HiepL. Ritzer,MD
Date of Report 1012712016

License number

Telephone Nuober 2t84250
Ad&ess 14000 E. Arapahoe Road #160

Centennial. CO 801 12-4043wct64


