PHYSICIAN’S DESCRIPTION OF TEMPORARY MODIFIED DUTIES 

	EMPLOYEE:
	$claimant_first_last$ FILLIN  \* MERGEFORMAT 

	EMPLOYER:
	$insured_name1$
	
	CLAIM NO.:
	$claim_number$

	JOB TITLE:
	<job title>
	
	DEPARTMENT:
	<Name>


Please check the following boxes indicating the frequency that this patient is capable of performing the following work functions.  

Please base your findings on an 8 hour work day.  Feel free to copy this form for use at each visit.  Fax your response to me at $adjusting_office_fax$.

	ACTIVITY
	Restrictions
	No Restrictions
	Number of minutes each hour 
	Number of hours per day 

	Sitting
	
	
	
	

	Walking on even ground
	
	
	
	

	Walking on uneven ground
	
	
	
	

	Standing
	
	
	
	

	Bending
	
	
	
	

	Kneeling
	
	
	
	

	Climbing
	
	
	
	

	Squatting
	
	
	
	

	Twisting
	
	
	
	

	Above shoulder reaching
	
	
	
	

	Working at heights
	
	
	
	


	LIFTING

CAPACITY
	NEVER

0 HRS.
	OCCASIONALLY

UP TO 3 HRS.
	FREQUENTLY

3-6 HRS.
	CONSTANTLY

6-8+ HRS.
	Maximum lifting with

INJURED EXTREMITY
	Maximum

lifting with

COMBINED EXTREMITIES

	0-10 lbs.
	
	
	
	
	
	

	11-25 lbs.
	
	
	
	
	
	

	26-50 lbs.
	
	
	
	
	
	

	51-75 lbs.
	
	
	
	
	
	

	76-100 lbs.
	
	
	
	
	
	

	100+ lbs.
	
	
	
	
	
	


	ACTIVITY
	NEVER

0 HRS.
	OCCASIONALLY

UP TO 3 HRS.
	FREQUENTLY

3-6 HRS
	CONSTANTLY

6-8 HRS.
	Number of minutes each hour
	Number of hours per day

	Keyboard work
	
	
	
	
	
	

	Writing
	
	
	
	
	
	

	Simple grasping
	
	
	
	
	
	

	Power grasping
	
	
	
	
	
	

	Fine manipulation
	
	
	
	
	
	

	Pushing and pulling
	
	
	
	
	
	

	Dirty or wet work
	
	
	
	
	
	

	Food handling
	
	
	
	
	
	

	

	1. When do you expect that $salutation$ $last_name$ will be able to return to usual and customary work?
	Date
	

	2. Do you expect that $salutation$ $last_name$’s work restrictions will be permanent?
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes

	3. When do you expect $salutation$ $last_name$’s condition to be permanent and stationary?
	Date
	

	I declare under penalty of perjury that this report is true and correct to the best of my knowledge and that I have not violated Labor Code 139.3.

	Signature of Attending Physician
	
	Date
	

	 FILLIN  \* MERGEFORMAT 

	Print or Type Name of Attending Physician


Dr. Description of Temp Duties

