Fitness for Modified Work Program

“Insert company name, address, telephone information here”

Dear Health Care Practitioner:
In efforts to ensure a safe and early return to work of all our employees, we ask that you indicate the employee’s abilities so that we may accommodate them appropriately during their rehabilitation phase.

Employee Name: ___________________________________
Return Date: _____________________________
Please indicate any medical restrictions that should be observed when the employee returns to work NOW:

This employee can work for:   FORMCHECKBOX 
  2 hours  FORMCHECKBOX 
 4 hours
 FORMCHECKBOX 
 6 hours
 FORMCHECKBOX 
 8 hours
 FORMCHECKBOX 
 10 hours
 FORMCHECKBOX 
 12 hours

Walking:         FORMCHECKBOX 
  2 hrs/day    FORMCHECKBOX 
 4 hrs/day    FORMCHECKBOX 
 6 hrs/day   FORMCHECKBOX 
 8 hrs/day
 FORMCHECKBOX 
 10 hrs/day
 FORMCHECKBOX 
 12 hrs/day

Standing:        FORMCHECKBOX 
  2 hrs/day    FORMCHECKBOX 
 4 hrs/day    FORMCHECKBOX 
 6 hrs/day   FORMCHECKBOX 
 8 hrs/day
 FORMCHECKBOX 
 10 hrs/day
 FORMCHECKBOX 
 12 hrs/day

Driving:           FORMCHECKBOX 
  2 hrs/day    FORMCHECKBOX 
 4 hrs/day    FORMCHECKBOX 
 6 hrs/day   FORMCHECKBOX 
 8 hrs/day
 FORMCHECKBOX 
 10 hrs/day
 FORMCHECKBOX 
 12 hrs/day  FORMCHECKBOX 
 No driving

Lifting:             FORMCHECKBOX 
  No lifting    FORMCHECKBOX 
 No lifting over ____ lbs.

Push/Pull:    FORMCHECKBOX 
  No pushing   FORMCHECKBOX 
 No pulling   FORMCHECKBOX 
 No pushing over _____ lbs
 FORMCHECKBOX 
  No pulling over ____ lbs.

No use of:      FORMCHECKBOX 
 Left arm        FORMCHECKBOX 
 Right arm    FORMCHECKBOX 
  Other:  ___________________
Is this employee on medications that would affect work performance or use of machinery?  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Does this employee have any upcoming treatment appointments?   FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If yes, please indicate type of treatment and dates:  ____________________________________________________

________________________________________________________________________________________________

Additional Restrictions/Comments/Equipment Required:

	


The disability could require accommodations for:   FORMCHECKBOX 
   < 7 days
    FORMCHECKBOX 
 8 – 14 days     FORMCHECKBOX 
 15 – 21 days    FORMCHECKBOX 
  > 21 days
Health Care Practitioner’s Name:  _____________________________

Telephone:  __________________

Health Care Practitioner’s Signature:  _____________________________
Date:  _______________________

Please bill “insert company name” directly for the cost incurred in completing this form; attention:  Human Resources Department.  If you have any questions or concerns or you wish to discuss suitable tasks for this employee, please contact “insert contact person information here”
