Return-To-Work Authorization

Patient/Employee: ___________________________   Date of Injury: _____________

Department: ________________________________   / /  Full-Time       / /  Part-Time

Please select ONE of the following:

/ /  Worker released to Regular Work with NO RESTRICTIONS.  Date Released: ___________________

/ /  Worker released to work with the following TEMPORARY RESTRICTIONS.







         Date Released: __________________
NOTE:
On terms of a seven and one-half (7 ½) hour day:  

Limited – 0 to I hour

Occasionally - 1 to 2 hours

Frequently – 3 to 4 hours

Repetitively – 5 to 6 hours

Continuously – 7+ hours

NR – Not Restricted

	
	Number of Hours

	Sit
	0
	1
	2
	3
	4
	5
	6
	7
	7+
	NR

	Stand
	0
	1
	2
	3
	4
	5
	6
	7
	7+
	NR

	Walk
	0
	1
	2
	3
	4
	5
	6
	7
	7+
	NR

	
	Employee can alternate sit/stand every _____________ hours.

	
	Limited
	Occasionally
	Frequently
	Repetitively
	Continuously

	Hand/Wrist Work
	
	
	
	
	

	Grasping
	
	
	
	
	

	Pushing/Pulling
	
	
	
	
	

	Fine Manipulation
	
	
	
	
	

	Reaching
	
	
	
	
	

	Bend
	
	
	
	
	

	Squat
	
	
	
	
	

	Climb
	
	
	
	
	

	Lifting 01-10 lbs
	
	
	
	
	

	Lifting 11-20 lbs
	
	
	
	
	

	Lifting 21-50 lbs
	
	
	
	
	

	Lifting 51-70 lbs
	
	
	
	
	

	
	Total Number of Hours Employee May Work:


/ / Time Loss Authorized – Because of objective findings, worker should remain off work.

· Projected date employee can perform Transitional Work 
Date: ________________
· Projected date employee can return to Full Work

Date: ________________
Physician Comments
Is the patient involved in treatment and/or medication that might affect their ability to work safely in any capacity?

/ / No

/ / Yes – Please explain ____________________________________________________

Will the employee be required to use any devise or brace?

/ / No 

/ / Yes – Please explain ____________________________________________________

Additional Comments: ___________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________






NEXT APPOINTMENT DATE: ______________________

Physician’s Signature: ______________________________________   Date: _______________________
TO BE COMPLETED BY FACILITY/PROGRAM ADMINISTRATOR

Recommend Approval to Return to Work to:

_______ Normal Duty Assignment

_______ Other Duty Assignment (Specify): __________________________________________________

_______ Recommend Disapproval to Return to Work at this time due to: ___________________________

Signature: ______________________________________________   Date: _________________________

Cc: Human Resources

       MA

