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COLORADQ DEEARTMENT OF LARCR AND EMPL.OYMENT

DIVISION OF WORKERS' COMPENSATION
PHYSICIAN’S REPORT OF WORKER’S COMPENSATION INJURY
A COPY OF THIS REPORT MUST EE SENT TO THE INJURED WORKER AND THE INSURER,

1. REPORTTYPE  [lInitial Progress L] Closing EXAMDATE 10/12/16
2, CASE INFORMATION
Date of Injury 10/06/16 Ingurer Claim # I663334
Injured Worker GROVES, SHERYL Insurer Nams/TRA NOT TN SYSTEM
Social Security #  XXX-XX-0509 Insurer Phone/Fax (9299)999-95939 (000)
Date of Bitth 11/28/55 Employer Name NOT IN SYSTEM

3. INITIAL VISIT (only)
a. Injured worker's description of accident/injury

b. Ate your ohjective findings consistent with history and/or work-related mechanizm of infury/illness? Oves ONo
4. CURRENT WORK STATUS [Working @ Not Working

WORK-RELATED MEDICAL DIAGNOSIS(ES)  z¢0.2290 ¢onswsroN OF LEFT HAND, SUBHEQ
PLAN OF CARE

4, TREATMENT FLAN

Diagmoatic (ools/tasts eval

(] Procedurss
O Thempy

[l Medications
O Supplics

& Cther wean off dplint
h. WORK STATUS

[] Able to return o full daty on

[0 able to return 1o modified duty from o

O Unable 1o work from 1o

[ Able to retun to part time work on for hours per day

¢, LIMITATIONS/RESTRICTIONS Mo Restdedons [ Temporiry Residctions [ Permansnt Restrictions

O Lifling (ooaximum weight in ponnis) lhs. O Walking hours per day
O Repetitive lifting Ibs. 0O Standing houwrs per day
] Carrying Ibs. O Sitting hours per day
[0 Pushing / Pulling Ihs. O Crawling hours per day
O Pinching / Gripping _ O Kneeling haurs per day
O3 Reaching gver head [ Sqnating hours per day
[ Reaching away from hody 0O Climbing howrs per day

[ Repetitive Motion Restriciiony
@ Oter wuse gplint 1if and as needed .

7. FOLL UP CARE AND REF 8 - ¥l n:quigs a nptice by certitied mail to Insgrer & paticnt within 3 business days. (Sce Instructions)
. ctum Appolnment Daie Ca' -
h. O] Referral for [ Bvaluation (specily)

[ Treatment (specify)
) Impairment Raing [ Other (specify)
Referred Provider's Naime Phong #

c. [.] Digcharged for Non-Complianes* O Mischarged from Care for Nommedical Reasons®
B. MAXIM{UM MEDICAL IMPROVEMENT (MMI)

L] Injwizd Worker has reached MM Date of MMI
I Injurcd ‘Worker is not al MM, but is anticipated to be at MMI infon 1-2 weeks
[ nandi date unknown at thia time becanse

9, MAINTENANCE CARE AFTER MMI O Yes O Mo

If yes, specify care:

10. PERMANENT MEDICAL IMPAIRMENT (REQUIREL)

1 Mo permoansnt impairment O Permanent Impairment (attached required worksheets and narrative)
(] Antisipate perinanent impaimgz O Neem1 to Level IL #iccia:lfur impairment rating (see 7b above)
11. PHYSICIAN'S SIGNATU ‘ Dale of Report 10/12/16
Print Name A, License # naa Phome# AN .gA2-2473
Downs, DONALD D.. B.R. —INOT IN SYSTEM 4016
WCL64 Rev, 11/14 p0s§:10/12/16 DOI:10/06/16 DOB:11/28/55

Patient: GROVES, SHERYL
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