Medical Referral to Employer
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Employee Nam@ma r- méhcf Y24 /ﬂ Date of Injury:jf “/ (Q‘O ?

{\UTHG.R.IZA"{‘ION TG RELEASFE, INFORMATION: | hereby anthurize the Health Care Provider who complstes this form to release any
information o The Suzlon Retor Corporation which substantintes, clari fics, or elaboratey on my fitness for duty.

Employee Signanre Date

Medical Provider Date / Time of Appt; Y-/ 7-0% Iz % 20
.

ALL WORKERS' COMPENSATION MEDICAL EXPENSES must include the patient name, date of senvice, and Medical
Provider's "Prograss Notes” for treatment. Social 3ecurity Number is recommended. Mait all claims far paymont directly fo:

Berkiey Risk
PO BOX 59143
Minneapolis, MN 55459-0413
(612)766-3000

Incomplete billings or those mailed directly to Corporate Management Graup may result in slow payment
processes.

Diagnosis: Non-work related

_ Undetermined
Treatment Plan: . _+—Wark related
RETURN TO WORK: X on No Limitatiofs Date: rILYd

(Suzlon rotor Corp. hasan active return-to-work program, Most temporhry reffrictions can be
accommaodated, Please call 307-562-6700 if you have any questions regarding light duty Jobs.)

7

TOTALLY DISABLED: (Dates) From: To: _
RESTRICTED WORK: Duration of Limitations: Days/Weeks
N Restricted Work Hours: May Work _..__ hours per day hours per week,
_ Restricted Lifting: Maximum lift: 10bs 20tbs _ 301bs 401hs 50lbs
Weight limit for repetitive lifting or carrying: (more frequent than 2 times per hour)
0-5ibs 5-101bs 10-20lbs __ 20-30lbs _30-10
Restricted bending: (Limit in degrees) Bending frequency (# of times per hour);
Restricted use of hand: ___ Right _Left __ NeUseor _ Limited repetitive grusping, gripping
_ Standing/Sitting: Standing (hours per day) Sitting (hours per day)
____ Other:
Next Appt. Date / Time: Pa) Provider's Comments: 2 “

Please fux back 10 507.562.6800 — Atin CMG.




Employee Name: Omﬂ}/' mf}/?«-’f” ) Afn/ Date: # =/ 7"03)

1z employee able to petform the functions of his/her position? _ Yes No

Any restrictions? _ Yes XK _No Ifyes, please describe restriction(s) and duration below:

RETURN TO WORK: _ X_ With No Limitations Date: A /1 b4 /zﬂ Z/
/

(Suzlon rotor Corp. has an active return-to-work prograre, Most temporary restrictions can be
accommodated, Please eall 507-562-6700 if you have any questions regarding light duty jobs,)

- TQOTALLY 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 Lifi: 101bs 20lbs____ 30lbs 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 __Nollsear __ Limited repetitive grasping, gripping
Standing/Sitting: Standing (hours per day) Sitting (hours per day)

Other:;

Next Appt. Date / Time: Provider's Comments;

FEmployee Signature: 2 -
Physician or Practitioner Signature: W
[ A

Type of Practice: (Field of Specislization) }b)& -

F:HR:19 RevNum:1l  Rev Date: 6-SEP-2006




