Medical Referral to Employer

CORPORATE MANAGE

Employee Name: é,a frj é MG hr Date of Injury: Z ’-{’UOQ

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.

W,@W s-5-08

;f %ployee Signature Date

Medical Provider . Tove. 200 Date / Time of Appt: /S /08 <45

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. Mait all claims for payment directly to:

Berkley Risk
PO BOX 59143
Minneapolis, MN 55459-0413
{612)766-3000
Incompiete billings or those mailed directly to Corporate Management Group may result in slow payment
processes. -
Diagnosis: ﬁ%— '@“\Kjx(\ D gD Non-work related
4
Undetermined

Treatment Plan: ™) g c.octtonan Q\Qmﬂ' ?@.{;\) . > Work related
RETURN TO WORK: 7S 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:

RESTRICTED WORK: Duration of Limitations: Days/Weeks
Restricted Work Hours: May Work hours per day hours per week.
Restricted Lifting: Maximum lift: 10lbs 201bs 301lbs 401bs 50lbs
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 of hand: ~ Right  Left __ Ne Useor __ Limited repetitive grasping, gripping
Standing/Sitting: Standing (hours per day) Sitting (hours per day)
Other:
Next Appt. Date / Time: w | Provider’s Comments:

Pluons Nowe arumi> _covensd / peote ched
Medical Provider Signature: J—\'e,l\(" U_Tho(t@s@\q Date: & / S ‘/ Ok

Please fax back to 507.562.6800 — Atn CMG.



HETDT M. THORESON, PA

PIPESTONE MEDICAL GROUP

920 4TH AVE SW, PIPESTONE, MN 56164
507-825-5700 FAX 507-825-5895

DEA- MT1547833 MN LTSC-10239

UPIN 75758 NPT - 1682722027




Report of Work Ability
See Instructions on Reverse Side
Please PRINT or TYPE your responses.
Enter dates in MM/DD/YYYY formet.

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 TO YOUR EMPLOYER OR WORKERS' COMPENSATION INSURER, AND
QUALIFIED REHAB!LITATIONV CONSULTANT IF YOU HAVE ONE. ,

-

T

RWO1

" [SOCIAL SECURITY NUMBER "DATE OF INJURY

ate of Bir:th

DO NOT USE THIS SPACE

EMPLOYEM(% th( |
EMPLOYER —60"(/\@“

o263

INSURER/SELF-INSURER/TPA

INSURER CLAIM NUMBER

Dste of most re:'cent examination by this éf;fica ' S f S / 03 fdaf‘-ﬂ
: Saieét the appropriate optinn_fs) below am_:l ff!f in th_e 'applicahfe dates.
1, ':M_Emp!oy-ae is able to werk without restricti;)ns asof [ S / < / 08 fdatﬁ)
é. [ Employee is abls to work with réstrictions, fram - {date) | 45 |- (date)
The rgstrict&ons are: . B
B | -
3. D Emp!o\/ee is upahr;.a. to work ét all, from {date) | ¢ {date)
The next schedulsd visit is: m\a\s needed | OR {date)
NA@E {Type - V V DEGREE

HEIDT M. THORESON, PA
PIPESTONE FAMILY CLYNIC

Nedy Thocesen

PA-C

920 4TH AVE 5W, PIPESTONE, MN 56164 STATE
507-825-5700 FAX 507-825-5835

DEA- MT1547833 MN LISC-10239

| ADDRESS

 |LICENSE #/REGISTRATION #

UPIN Q75758 NPT - 1689722027

CITy

AREA CODE [TELEPHONE #

DATE SIG

MN RWOT (7/01)

s/s/o8



FITNESS FOR DUTY

CORPGRATE MANA

Employees who are absent due to illness 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
returning to work. The completed form should be retwrned to Human Resources will make a determination
as to his/her ability to return to work. No employee will be allowed to return to work without a satisfactory
Fitness for Duty Certification on file.

La(f'j @/LMLTr Date: 5/{’_0{

Employee Name:

Is employee able to perform the functions of his/her position?  Yes  No

Any restrictions? ___ Yes x No If yes, please describe restriction{s) and duration below:

RETURN TO WORK: _ X With No Limitations Date: < /5 [0

(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:

RESTRICTED WORK: Duration of Limitations: Days/Weeks
Restricted Work Hours: May Work hours per day hours per week.
Restricted Lifting:  Maximum lift: 10ibs 201bs 301bs 40lbs 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 of hand:  Right  Ieft = 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:

Physician or Practitioner Signature: —-\'—\'U\d.& —'\_hcm%-@‘f\ PA -

Type of Practice: (Field of Specialization)

F:HR:19 Rev Num:1  Rev Date: 6-SEP-2006



Copyright Mediox 1999

3 PART DRU%S OF ABUSE TEST HEQUEST

SPECIMEN ID
Account #
To be comp!eted by
COLLECTOR / DONOR
Social Security No, Employee No. or cther Idenification No. 5 Specimen Type:
D 1D, 2T | wt? e B ] Blood E:Urme
e E0) | TA B Y [ o Fuid
VRO Hoﬂorf\Na}me
: last, firs] Y - e ks
s oy Ll Z
Denor [, ?ﬂ_ Refersing Phys.
Daytima S e T
e AE o Bl

DONOR CONSENT certify that | provided my specimen to the colleclor, that the specimen confainer was sealed
witfr a tamper-proof seal in my presence; and that the informaltion provided on this form and on the label affixed to the specimen
bottle is corect [ authorize MEDTOX to release the results of the tests fo my employer, prospective employer, employer
representative and/or their atthorized heafihcare professionals.

Signalure vonin
Account # = ; /@;,/w u/\/ //// @ \%}\ ZQ/M" (j ,f Lf‘ B

Test(s)
Ordered

To be Completed by Indicate Reason [ Pre-employment [ ] Random [} Reascnable Suspicion [ Other ispecity):
COLLECTOR for Test (] Retumto Duty [ Follow-up ;@f’ost Accident ["] Periodic Medical
EX i Specimen Temperature within Fot o dvigpr (BNE
To be Completed by > Specimen temperature men | smpsraiire W o btgrts LB .
COLLECT(‘))H y must be read within 4 range: {90°-100°F/32°-38°C} 3l o 81605
-mingtes of collection [0 ves  ~LdNo, Remak Required Y,

To be Completed by COLLECTCR

yru g Collection Site Phone Ne.

y
Collection Site Location: Facifity and Address 0F 9“ O i %kii.‘ﬁ Y ” A
- ’ R Date and Time of Collection Month Day Year Haur Minutes
) . | . I . [ am
g pge e o e | & A
LS G0 Al o S ot SAEENE 1 SAD O | /AL ()
P QG G, S ™ ™ o B S ok B St T M i P

I, the collector, by signing below cerify that the specimen identified cn this form is the specimen given to ma by the donar |dent|f|ed above and that it has been- collected o)
labeled, sealed and released to the Delivery Senvice noted in accorcance with applicable requirements. - i‘l‘m.wf (i Uit ot B £ € o g7, e s,;c,g )% Q

) ey , SPECIMEN BOTTLE(S) RELEASED/TO:
x 5\:\{%&&,{ " i ff,,:’_.w“tnw::; > /:‘)’?A;) "g” MName of Delivery Senvice Transferring Specimen to Lab
} ; Sigrature of Collactor iy ﬂDHL 7 Local Courier
it do . S e en, ¢ LA ’
“TFAINT) Collectors Nama [Eirer, M~ Cast) [ Other

COPY 3 - GIVE TO SUBJECT A-12b (1/06) mfg. 11/07



