Report of Work Ability

See Instructions on Reverse Side

Please PRINT or TYPE your responses.
Enter dates in MM/DD/YYYY format.

This form must be provided to the employee.
{Minh. Rules 5221.0410, subp. 6)

NOTICE TO EMPLDYEE: YOU MUST PROMPTLY PROVIDE A COPY OF THIS
REPORT TO YOUR EMPLOYER OR WORKERS' COMPENSATION INSURER, AND
QUALIFIED REHABILITATION CONSULTANT IF YOU HAVE ONE.

SOCIAL SECURITY NUMBER

DATE OF INJURY

QLRI

RWO1

DO NOT USE THIS SPACE

sod §eI499 | NWwoel
EMPLOYEE . fate of Birth

Pvere :De Eﬁ«éau) |z-4-S2
EMPLOYER

INSURER/SELF-INSURER/TPA

iINSURER CLAIM NUMBER

Date of most recent examination by this office

2-2)0 3’ (date}

Select the appropriate option{s) below and fill in the appiicable dates.
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