Health Care Provider Report

See Instructions on Reverse Side
(WHEN COMPLETED RETURN TO REQUESTER)

Please PRINT or TYPE your responses.
Enter dates in MM/DD/YYYY format. -
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REQUESTER must specify all items to be completed by health care provider. ] ttems:

HEALTH CARE PROVIDER TO COMPLETE ITEMS REQUESTED ABOVE

1. Date of first examination for this injury by this office: ’ % b& (date) I

Diagnosis (mcLue ali ICD-9-CM codesh—
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4. Inpbur opinion {as substantiated by the history and physuxammatxon)
tife employee's alleged employment activity or environment?

vas the injury or diseage catsed, aggravated or accelerated by

[ 1 No E}»ref

5. Is there evidence of pre-existing or other conditions that affect this disability? NG [ ] Yes  If yes, describe:

6. [s further treatment of this injury or referral to another doctor planned? E’ND’ D Yes If yes, describe:
| |
7.  Has surgery been performed? @«mo/ D Yes if yes, date and describe: {date} ’
1
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8.  Arttach the most recent Report of Work Ability. Date of repart: I (S //S /&é (date)
9. Has the empioyee reached maximum medical improvement? D ¥y Date
(If yes, complete item #10) (See definition-on back) s reached:
10. Has the employee sustained any permanent partial disability from the injury? (I No [ Yes [ =-Too7eerly to determine
The permanent partial disability is of the whole body. This rating is based on Minn. Rules:
| 5223. _ ] % | [ 5223, f % |
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NAME (Type or Print) SIGNATURE DEGREE
BRUCE W KOCOUREK, DO
—————— PIPESTONE COUNTY MEDICAL CENTER
ADDRESS 30 4TH AVE SW PIPESTONE MN 56164
507-825-5700 FAX 507-825-4744
DEA BKQ472477 MN LIC 34116
TELEPHONE # DATE SIGNED
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See Instructions on Reverse Side
Please PRINT or TYPE your responses.

Enter dates in MM/DD/YYYY format. RWO 1
This form must be provided to the employeea.
. DO NCOT USE THIS SPACE
{Minn. Rules 5221.0410, subp. 6) 55
NOTICE TO EMPLOYEE: YOU MUST PROMPTLY PROVIDE A COPY OF THIS
REPQRT TO YOUR EMPLOYER OR WORKERS' COMPENSATION INSURER, AND
QUALIFIED REHABILITATION CONSULTANT iF YOU HAVE ONE,
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Select the appropriate optionis) below and fill in the applicable dates.
1. @_Emp%oyee is able to work without restrictions as of 5///6[@5( {date}
2. D Employee is able to work with restrictions, from (date] to . | I{date) I '
The restrictions are:

3. D Employee is unable to work at all, from (datel | to (date)

{date}

The next scheduled visit is: D as needed OR
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507-825-5700 FAX 507-825-4744
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