VALLEY MEDICAL CENTER—EMPLOYEE HEALTH SERVICES (EHS)
Physicians Estimate of Current Cognitive Demands Analysis & Release to Work

Physician:  Please complete this form after your medical assessment.  The medical information provided to Employee Health is confidential and will be kept in a separate Employee Health Record.  The information related to work functions will be shared with Human Resources and the employee’s manager.
Employee:  Please return this form to EHS or fax to 426-656-5066
Employee Name:











_______
Department Name:














1.  In your opinion, will this individual be cognitively able to return to their usual occupation?  ___Yes ___ No
2.  Is there further medical treatment planned?  Yes   No   If yes, what kind?  ___________________________________
     _____________________________________________________________________________________________
3.  Estimated date of medical stability for return to work:___________________________________________________
Please indicate the cognitive abilities for the above employee.

Cognitive Levels:
___  Limited memory abilities 

___  Able to organize and plan daily activities

___  Demonstrates verbal memory abilities adequate for job requirements (oral/written directions, drawings)

___  Demonstrates nonverbal memory abilities adequate for job requirements

Able to safely operate machines, tools, office equipment and other special equipment used in the job:  ___________________________________________________________________________________________________________

Able to safely operate/drive vehicles/moving equipment if part of the job:  ___________________________________________________________________________________________________________


Work Environment:  Check the one from each column that applies for each category.

Orientation:

___  Needs to work in one area

___  Can work in several work areas

Tasking:


___  Able to perform one task at a time
___  Can perform multi-tasked activities

Pace:


___  Able to work at a fast pace

___  Requires slower paced work activities

Direction:

___  Can independently initiate work
___  Can provide direction for self and others

Change:


___  Able to adapt to change readily
___  Requires a routine 

Stress:


___  Can handle high level of stress

___  Must work in a low stress job

Non-Exertional Requirements:

Can Perform:
  
Ordinary talking:  

___  Yes     ___  No




Ordinary hearing: 
___  Yes
     ___  No




Writing:


___  Yes     ___  No



Reading English:

___  Yes     ___  No




Speaking English:
___  Yes     ___  No

Does the employee have any other physical, cognitive or working limitations not previously mentioned?
If yes, please specify 














Do you recommend any accommodations for this individual?____  Yes____No    If so, what accommodations? ________
_________________________________________________________________________________________________
Dates of Restriction:  From _________ to __________     ____Temporary     ____Permanent

Restriction Level:   ____Regular Duty     _____ Accommodation necessary     ____ Off duty
Needs treatment for other testing:  ____MRI     ____CT   ____Counseling/EAP Services   ____Other exams___________

_________________________________________________________________________________________________
Comments:  ______________________________________________________________________________________

________________________________________________________________________________________________
________________________________________________________________________________________________







________________________________________________________________

 Provider (print)



                           (Signature)



                   Date

