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See Instructions on Revarse Side
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Entar datas in MM/DD/YYYY format.

This form must be provided to the employes,
(Minn. Rulas 5221.0410, subp. 6}

NOTICE TO EMPLOYEE: YOU MUST PROMPTLY PROVIDE A COPY OF THIS
REPORT TO YQUR EMPLOYER OR WORKERS' COMPENSATION INSURER, AND
OUALIFIED REHABILITATION CONSULTANT IF YOU HAVE ONE.
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INSURER CLAIM NUMBER

Data of most recent examination by this offics | “Z / 1= / ‘9{ {data)

Salsct the sppropriate optionis} below and fill in the 'appﬁca{;e dates.

1. [R]_Employee is able to work withaut restrctions as of E ! (Z ! o {date}

2. D Fmplayen iz ahla to work with restrictions, from {datel | ¢ I date)
The restrictions ara:

3, [j Employea is unable to work at all, fram {date) | 1n [date]

The next scheduled visit is: D a3 neaded OR {date)
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See Instructlons en Reverse Sids
(WHEN COMPLETED RETURN TO REQUESTER)

Please PRINT or TYPE your responses,
Enter dates In MM/DD/YYYY format. -
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DO NOT USE THIS SPACE

INSURER/SEEF-INSURER/TPA

INSURER CLAIM NUMBER

INSURER ADDRESS

CITY STATE Zip CODE
REQUESTER must spacify alf itemns to be compieted by health care provider, 7 wems ] M (#9) [:} PPD (#10)
HEALTH CARE PROVIDER TO COMPLETE ITEMS REQUESTED AROVE :
1. Date of first examinatlon far this injury by this offlce: l ‘ {date) l
]

2. Diagnosis (include ail ICD-8-CM gpdes): -

3. History of Injury or disease given by employna;

4. Il your opinian (as substantisted by the -" and piksi
the employea's alleged employmen, yEAvity or snyis

J5 : the Injury o
I_fnl\ilo

Isgpse
=5

>,

causad, aggravated of accelerated by

P

5. Is thers evidence of pre-existing or other conditions that affect this disability? E"ﬁ; [1Yee 1t yes, describa:
8. Is further treatment of this Infiry of raferal to another doctor planned? E—Nﬂ' [dves yes, dascriba:
Has surgery been parformed? E]’ﬂn/ {1 Yes if yes, date and describa: {date) l
8. Awach the most recant Rapart, of Work Ahllity. Dare of report; C//2 {date)
8. Has the employee reached maximum medical improvement? Data
(If yes, complata ltem #10) (See definition- an back) m D Yes reachad:

lsabllity fram the injury? (] No [ Yas  [="Tan aary to determina

10.  Has the employes ststainad ANy pArmanent.
The parmanent partial disability is I % | of the whole bady, This rating ls basad op Minn, Rules:
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DEA BK0472477 MN LIC 341 14
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