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Valley Medical Center – Employee Health Services (EHS)
Physician’s Estimate of Current Physical Capabilities & Release to Work
Physician:  
Please complete this form after each medical assessment.

Employee:
Please return this form to EHS or fax to: 425-656-5066.

Employee Name: _____________________________________  Exam Date: 

1. In your opinion, will this individual be physically able to return to their usual occupation?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

2. Is there further medical treatment planned?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   If yes, what kind? 


3. Estimated date of medical stability for return to work: 


Please complete the table below and indicate any limiting restrictions during an 8-hour shift as a result of the conditions accepted under this claim.    Occasionally =  (1 – 33% of an 8hr shift)    Frequently = (34 – 66% of an 8-hr shift)
	CONDITION
	(choose one)
	

	
	RESTRICTED
	UNRESTRICTED
	

	Sitting
	
	
	___ hours at a time   ___ hours during an 8 hr shift

	Standing
	
	
	___ hours at a time   ___ hours during an 8 hr shift

	Walking
	
	
	___ hours at a time   ___ hours during an 8 hr shift

	Bending
	
	
	 FORMCHECKBOX 
 Never        FORMCHECKBOX 
 Occasionally        FORMCHECKBOX 
 Frequently

	Squatting
	
	
	 FORMCHECKBOX 
 Never        FORMCHECKBOX 
 Occasionally        FORMCHECKBOX 
 Frequently

	Kneeling
	
	
	 FORMCHECKBOX 
 Never        FORMCHECKBOX 
 Occasionally        FORMCHECKBOX 
 Frequently

	Repetitive arm use
	
	
	 FORMCHECKBOX 
 Never        FORMCHECKBOX 
 Occasionally        FORMCHECKBOX 
 Frequently

	Repetitive finger use
	
	
	 FORMCHECKBOX 
 Never        FORMCHECKBOX 
 Occasionally        FORMCHECKBOX 
 Frequently

	Reaching above shoulder
	
	
	 FORMCHECKBOX 
 Never        FORMCHECKBOX 
 Occasionally        FORMCHECKBOX 
 Frequently

	Climbing
	
	
	 FORMCHECKBOX 
 Never        FORMCHECKBOX 
 Occasionally        FORMCHECKBOX 
 Frequently

	Push/Pull force
	
	
	Restricted to ___ lbs. Occasionally or ___ lbs. Frequently

	Lifting
	
	
	Restricted to ___ lbs. Occasionally or ___ lbs. Frequently

	Carrying
	
	
	Restricted to ___ lbs. Occasionally or ___ lbs. Frequently

	Exposure 

(dust, fumes, chemicals)
	
	
	

	Other: 
	
	
	Describe:


Dates of Restriction:
From _____________ to _____________        FORMCHECKBOX 
 Temporary     FORMCHECKBOX 
 Permanent 

Restriction Level:
 FORMCHECKBOX 
 Regular duty      FORMCHECKBOX 
 Accommodation necessary     FORMCHECKBOX 
 Off duty

Needs treatment authorization for:    FORMCHECKBOX 
 MRI      FORMCHECKBOX 
 CT      FORMCHECKBOX 
 Rehab Services      FORMCHECKBOX 
 Other exams 

**Please give brief description of medical condition or symptoms to support the restrictions above and/or recommended job accommodation:
___________________________________________



PHYSICIAN’S SIGNATURE        
DATE
