ESSG Medical Referral to Employer

Employee Name: Y Y e <c ons Date of Injury: ('/_0?9\ 'Dg

AUTHQRIZATION TO RELEASE IN F“ORM:ATION: L hereby authorize the Health Care Provider who completes this form to release any
es, clarifies, or elaborates on my fitness for duty,

7 Employee Sigramre——————

Medical Provider 1~ fT\’\OrL’SGY\ Date / Time of Appt: L\.27 OR f A

Date

ESSG
7300 Metro Blvd
Ste. 635
Edina, MN 55439
{952)835-1288

Fx: {952)835-1255

Diagnosis: [\ bW\%m Dennncdatoo Non-work related
Undetermined

Treatment Plan: e s o triean x Work related
RETURN TO WORK: > __ With No Limitations Date: N -22 -0F

{Suzlon rotor Corp. has an active return-to-work program. Most temporary restrictions can be
accommodated. Please call 507-562-6700 if You have any questions regarding light duty jobs.)

TOTALLY 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 lift: 10ibs 201bs 30ibs 401bs 501bs

Weight limit for repetitive lifting or carrying: (more frequent than 2 times per hour)

0-5lbs 5-101bs 10-201bs 20-301bs 30-40

Restricted bending: (Limit in degrees) Bending frequency (# of times per hour):

Restricted use of hand: __Right _ Lef  NoUscor __ Limited repetitive grasping, gripping
Standing/Sitting: Standing (hours per day) Sitting (hours per day)

Other:

]

Next Appt. Date / Time: Provider’s Comments:
i
Medical Provider Signature: @ g i W\CVC%@Y\ BAﬁ Date: L}~ 2-0€

Please fox back form to 507.562.6800 —Attn CMG/ESSG




FITNESS FOR DuTty

CORPORATE MANAG

Employee Name: i N Loy S C/Q’\O(\& Date; {/ "2;7)?
Is employee able to perform the functions of his/her position? A Yes __ No
Any restrictions? —_Yes _XNO If yes, please describe restriction(s) and duration below:

RETURN TO WORK: >_<_ With No Limitations Date:

(Suzlon retor Corp. has an active refurn-to-work program. Most femporary restrictions can be
accommodated. Please call 507-562-6700 if you have any questions regarding light duty jobs.)

TOTALLY 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 lift:. 10lbs 20lbs 301bs 401bs 50lbs
Weight limit for repetitive lifting or carrying: (more frequent than 2 times per hour)
-5lbs 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  NoUseor ___ Limited repetitive grasping, gripping
Standing/Sitting: Standing (hours per day) Sitting (hours per day)

Other;

Next Appt. Date / Time: Provider’s Comments:

Plonc, ‘Lﬂm\n NS A nendS codtied oX afd g

Employee Signature: 1
Physician or Practitioner Signature; Hﬁ) db( ‘TT’\OV'C&Q:’) p A-C.

Type of Practice: (Field of Specialization)

F:HR:19 Rev Num:1  Rev Date: 6-SEP-2006



HEIOT M. THORESGN, pa

PIPESTONE MEDICAL SROUP

920 4TH AVE SW, PIPESTONE, N 56144
507-825.5700 FAX 507-825.5895

DEA- MT1547833 MmN LTS 10p39

UPIN Q75788 NPT - 1689722027




- Report of Work Ability |
: See Instructions on Reverss Side
Plaase PRINT or TYPE Your responses. - ‘ ‘ :
Enter dates in MM/DD/YYYY format. , ‘
This form must be provided to the employee. 7
{Minn. Rules 5231 0410, subp. B6) .

NOTICE TO EMPLOYEE: 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

|_“4-22-0%
._EMPLDYEE,/I R[ﬂr S l ﬂ.S

LT

RWO 1

DO NOT USE THIS SPACE

ate of Birth_
3 ._% -Z0
{EMPLOVER _, , - N
" Sutlon
INSURER/SELF-INSURER/TPA

INSURER CLAIM NUMBER

b/ -—-5’\2 -8 fdatﬂ

" Selact the appropriats apfian{s) below and fill in the’app!iéable dates,

k},.z-'-}{)g /{déte)‘ /

* y
Date of mast recant examination by this o#fics.

1. ‘.Kimployee is able to work without restrictions as of

2. 7] Employes is able to work with restrictions, from ( ! (date} | 45 |- (date)
The restrictions are: '
3, D Employee is unable to work at all, from (date) | 4o 1 (date) ]
The next scheduted visit is: \%s needed OR {date)
NAME (TypparPeinet : ' SIGNATURE DEGREE
. HEIDI M. THORESON, PA ; PA "Q
- PIPESTONE FAMILY LI "
ADDRESS 920 4T AVE $W, PIFEaTONE, M0 56100 STATE LICENSE #/REGISTRATION #
507-825-5700 FAX 507-825.5695
OEA- MTIS47B33 MNLISC-10239 s
ciTY YPIN Q75788 NPI - 1689722027 {AREA CODE [TELEPHONE # DATE SIGNED 7
~. 7208

MN RWOT (71013,




