GEORGE FOX UNIVERSITY

NOTICE TO PHYSICIAN / WORK STATUS REPORT

Our employee is visiting you due to an on-the-job injury.  In order to expedite this claim, please send the 827 form to our worker’s compensation carrier:  Saif, 400 High Street SE, Salem, OR 97312. Fax 800-475-7785
Employee Name:   _______________________  Date of Injury: ______________
Date of Visit:  
__________________
         Date of Next Visit:    
_____      
1.    DIAGNOSIS

An important aspect of George Fox University’s Early-Return-to-Work program is returning an injured employee to work as soon as possible after the date of injury.  Please provide the following information so that we can best determine the physical limitations of the worker and, if necessary, place the employee in a suitable temporary, light duty / modified job.
Diagnosis:  














2.  TEMPORARY PHYSICAL ABILITIES:   (No comment indicates no limits.)

	
	Continuous
	Frequently
	Occasionally
	Not OK

	Bend
	
	
	
	

	 Squat
	
	
	
	

	Climb
	
	
	
	

	Twist
	
	
	
	

	Crawl
	
	
	
	

	Walk
	
	
	
	

	Sit
	
	
	
	

	Stand
	
	
	
	


	    
	Continuous
	Frequently
	Occasionally
	Not OK

	0-10 LBS
	
	
	
	

	11-20 LBS
	
	
	
	

	21-40 LBS
	
	
	
	

	41-60 LBS
	
	
	
	

	Over 60 LBS
	
	
	
	


Capabilities     (Please indicate # hours allowed)    


Lifting/Carrying
   
 



	Arm/hand
	Pushing/Pulling
	Grasp
	Fine Manipulations
	Reach Above Shoulders

	Right
	Yes (   )      No (    )
	Yes (   )      No (    )
	Yes (   )      No (    )
	Yes (   )      No (    )

	Left
	Yes (   )      No (    )
	Yes (   )      No (    )
	Yes (   )      No (    )
	Yes (   )      No (    )


3.  RETURN TO WORK STATUS

May return to regular work:  (date) 
   May not return to work until: (estimated date)

 

May return to modified work: (date) 
   Estimated duration of modified work:  



Medication:




 

Please list any medication prescribed for use during working hours that would affect alertness or ability to respond to an emergency.


 






 

4.  PROGNOSIS

Is worker medically stationary:       Yes (   )    No (   ) if not, anticipated date: 


_____

Comments  (Please identify any permanent restrictions) ____







Doctor’s Signature: 







 Date: 





Doctor’s Name (Please Print):  





 Phone:




Return to:  George Fox University, Attn:  Lisa Burton, 414 N. Meridian, #6108, Newberg, OR  97132
  Confidential Fax: 503-554-2186
 Phone 503-554-2183
