
FITNESS FORM
Date: ______________________________
Contact Phone: ______________________

Project: ____________________________
Contact Fax: ________________________

Section A (completed at site)

	Name:
              DOB:

	Claim #:                                                                                     Date of Injury/Illness:

	Description of Injury:

	Treatment Given:


	I authorize the release of any relevant medical information/records related to my current medical condition to 

(your company) for the purpose of enabling them to develop a written rehabilitation plan to assist me in returning to work.

Signature:
Date:

	


Section B (completed by physician)
	Walking/Standing:
( Only short distances
( No kneeling/squatting



No more than
(  2 hrs
(  4 hrs
(  6 hrs
(  8 hrs
(  10hrs

	Lifting/Carrying:
No more than
(  2 hrs
(  4 hrs
(  6 hrs
(  8 hrs
(  10 hrs



No more than
(  10 lbs
(  20 lbs
(  30 lbs
(  40 lbs
(  50 lbs

	Pushing/Pulling:

No more than
(  2 hrs
(  4 hrs
(  6 hrs
(  8 hrs
(  10 hrs


 
No more than
(  10 lbs
(  20 lbs
(  30 lbs
(  40 lbs
(  50 lbs

	Manual Dexterity:
(  Left
(  Limited use of hand(s)
Not able to:
(  Write
(  Sort


(  Right
No more than
(  2 hrs
(  4 hrs
(  6 hrs
(  8 hrs
(  10 hrs

	Repetitive Motion:
(  Left
(  Short periods
(  Self paced


(  Right
No more than
(  2 hrs
(  4 hrs
(  6 hrs
(  8 hrs
( 10 hrs

	Climbing Stairs/ladders:
(  No ladder climbing
(  No stair climbing
(  Short flights at own pace

	Medication(s) causing sedation/drowsiness:

	Miscellaneous:
(  No working with arms above shoulder level
Not able to work in:  (  Dust 


(  No operating mobile equipment
(  Ground level work only
 (  Cold temperatures


(  Vision is a potential safety hazard
(  No bending or twisting
(  No working near high speed/moving machinery

	Worker Status

	(  Fit for regular job
Estimated date of return to regular work:

	(  Fit for modified work
Indicate level:
( Sedentary 
(  Light
(  Medium
(  Heavy

	
Date of reassessment:

	Comments:



	Physician’s Signature:
Date:

	








