RETURN TO WORK

AUTHORIZATION FORM

Date _________

Employee ___________________________________     Employer ________________________________
Employer Contact Person Accounting and Benefits Manager  

    
Phone 906-249-5437 ext. 127




Fax 906-249-5438
Diagnosis _______________________________________________________________________________

· Work Related     Submit Claim to:  Accident Fund
232 S Capital Ave

Lansing, MI 48901-7990

Teaching Family Homes:WCV6041007/Associated Family Care:WCV6032728
· Non-Work Related     
Treatment: ______________________________________________________________________________

Disposition
· Return to work date-no limitations for current job  ___ / ___ / _____
· Return to work date with limitations for light duty (complete page 2)  ___ / ___ / _____ 
· Unable to work     From __________  To __________ (complete page 2)
· Return to Clinic on __________________

Prognosis_______________________________________________________________________________

Referral:  _______________________________________________________________________________

Doctor _________________________________________________________________________________

Physical therarpy _________________________________________________________________________

RETURN TO WORK

AUTHORIZATION FORM
RESTRICTIONS APPLY FOR WORK, HOME AND LEISURE
Our company has a light duty and transitional work program that provides temporary jobs that injured employees should be able to safely perform during their recovery periods.  Completion of this form will allow us to identify an appropriate assignment for this employee.  Thank you for your cooperation and prompt response.

During the applicable workday, this employee can:


Sit _____ hours
Stand _____ hours
Walk _____ hours

In terms of an applicable work day, “occasionally” equals 1-33%. “frequently” equals 34-66%, and “continuously” equals 67-100%.

EMPLOYEE CAN

Never

Occasionally

Frequently

Continuously

Lift and carry


up to   10 pounds
_____

_____


_____


_____


 11 -   25 pounds
_____

_____


_____


_____

             26 -   35 pounds
_____

_____


_____


_____


 36 -   50 pounds
_____

_____


_____


_____

             51 -   75 pounds
_____

_____


_____


_____

             76 - 100 pounds 
_____

_____


_____


_____

Reach above shoulder level    _____

_____


_____


_____

Push / Pull

            _____

_____


_____


_____

Climb                                      _____

_____


_____


_____

Crawl                                      _____

_____


_____


_____

Squat / Kneel                          _____

_____


_____


_____

Bend / Stoop / Crouch

_____

_____


_____


_____

Balance            
           
_____

_____


_____


_____

Twist upper body 
 
_____

_____


_____


_____

Use hands dexterously
_____

_____


_____


_____

Client Restraint

_____

_____


_____


_____

Physician’s Comments _______________________________________________________________________________________

_______________________________________________________________________________________

Physician Signature ____________________________________________  
Date ______________________________

Please fax to: 906-249-5438 to Accounting/Benefits Manager so our employee may return to work.



CC to employee on: __________________________
22
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