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ot 11,2076 11:29AM , ( No. 6426 P, 2

COLORADO DEPARTMENT OF LAHOR AND EMPLOYMENT

DIVISION OF WORKERE-COMPENSATION
PHYSICIAN'S REPORT OF WORKER’S COMPENSATION INJURY
A COPY OF THIS REFORT MUST BE SENT TO THE INJORED WORKER AND THE INSURER.

. REPORT TYPE [linitial [EProgress [ Closing EXAM DATE 10/07/16
2. CASE INFORMATION
Date of Injury 10/06/16 Insurer Claim #
Injured Woitker GROVES, SHERYL Insurer Mame/TPA NOT IN SYSTEM
Social Secwrity #  XXX-XX-0509 Imsurer Phone/Fax (599)9959-9999 {000)
Diate of Birth 11/28/55 Employer Mame NOT TN SYSTEM

3, INITIAL VISIT (only)
& Injured worker's degeription of accidentfAnjury

h. Are your ohjective findings consistent with history and/or work-related mechanizm of injury/illness? Oyes ONo
CURRENT WORK STATUS ‘Working O Mot Working

. WORK-RELATED MEDICAL DIAGNOSIS(ES) geo.22i0 conTugrion oF v1Est waye, S0Dang, §63.92XD SPRATN OF UNSP, BART _
6. PLAN OF CARE oF LEFT TR
a. TREATMENT PLAN
O Diagnestic tools/tests xray reviewad - no fracture
] Procedures
O Thempy
B Medications Etodolac l/day - Rx
Supplics £Eplint - into hand
O Other
bh. WORK STATUS
[ Able to veturn to foll duty on
Able to return to modified duty fiom 10 /07/16 to
[l Unsble to work from o
[ able to return to part time work on for hours per day

¢. LIMITATIONS/RESTRICTIONS O No Resmicions ) Temporary Restrictions [ Permanent Restdetions

H Cifthag (maxioom weight in pounds) 2 Ibs. OO Walking honars per day
W Repetitive lifting 2 Ibs. O Standing hours per day
B Carrying 2 Ibs. O Sifling hours per day
{1 Pushing / Pulling 2 lbs, {1 Crawling hours per day
00 Pinching / Gripping no w/4th finger [l Knecling hours per day
{1 Reaching aver head [1 Squatting hours per day
[ Reaching awey from body O Climbing hours pex day
O Repetitve Motlon Restrictions

O Other

7. FOLLOW UF CARE AND REFERRALS - *7c. mquires a notive by certified mail to insarer & patient within 3 business days, (See Instructions)
4, [ Retam Appointment Date

b, O Refercalfor [ Treatment (specify) [] Evalvation (specify)
O tmpgirment Rating [0 Other (zpecliy)
Referred Provider’s Name Phone #

¢. [ Discharged for Non—Compliﬁncc* [ Discharged from Care for Nonmedical Reasong®

4., MAXIMUM MEDICAL IMPROVEMENT (WMMI)
[] Injured Worker has mached MMI Date of MMI

& Tnjured Worker iy ool al MM, but 1s anticipated 1o be al MMI infon 4 - 6 waeks
O MM date nnknown at this dme because
9, MAINTENANCE CARE AFTER MMI O Yes O No

If yos, specify care:

10. PERMANENT MEDICAL IMPAIRMENT (REQUIREL)

C] Mo permanent impgirment 0 Pm-.ruancnt Impalrmﬂnt (attached recuired worksheets and narrative)
[} Anticipate permanent impairment =Y R eyvel IT phymWnpalmt Tating (see 7b above)
11. PHYSRICIAN'S SIGNATURE \ ‘ te of Repont 10/07/16
Print Name powNs, DowALD D., P.A. License # 1238 . Phone# _(303)682-2473
NOT IN SYSTEM 4016

WC164 Rev. 11/14

D0S:10/07/16 DOI:10/06/16 DOB:11/28/55 i
|

Patient: GROVES, SHERYL |
ramm H O+« A2 N014A47S Raf H  LEFT HAND |



