
EMPLOYEE MODIFIED WORK – DAILY RECORD

	Week of:
	
	to
	


Physical Restrictions
Employee Details

	Walking / Standing
	( Only Short Distances
	( No kneeling / squatting
	
	Name:
	Craft:

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

	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
	
	Date of Injury:
	

	Pushing/Pulling
	No more than
	( 2 hrs
	( 4 hrs
	( 6 hrs
	( 8 hrs
	( 10 hrs
	
	Injury:
	

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

	Manual Dexterity
	( Limited use of Hand(s)
	Not able to:
	( Write
	( Sort
	
	Hours worked:
	

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

	Repetitive Motion
	(Short Periods
	 ( Self Paced
	
	Hours:
	( Day
	( Evening
	( Night

	( Left
	( Right
	No more than
	( 2 hrs
	( 4 hrs
	
	
	
	
	
	
	
	

	Climbing Stairs / Ladders
	(  No stair climbing
(  Short flights at own pace

(  No ladder climbing
	
	Supervisor:
	

	Other:
	
	
	

	Work Capacity Level:
	
	
	


LIST ALL JOBS AND HOURS PERFORMED EACH DAY – PROVIDE COMMENTS AS TO SUITABILITY

	Week Starting

Date
	Job(s) Performed
	Within Restrictions
	Medical Appointment Treatments – Date & Time
	Comments
	Employee

initials
	Super. Initials

	Sun
	
	
	Y
	N
	
	
	
	

	Mon
	
	
	Y
	N
	
	
	
	

	Tues
	
	
	Y
	N
	
	
	
	

	Wed
	
	
	Y
	N
	
	
	
	

	Thurs
	
	
	Y
	N
	
	
	
	

	Fri
	
	
	Y
	N
	
	
	
	

	Sat
	
	
	Y
	N
	
	
	
	


This form is to be completed by the employee and their direct supervisor. Original forwarded to Medical/WCB Coordinator who will forward to Home Office at the end of each week. In the event that an employee or supervisor deviates from the restrictions, the (your title) must be notified immediately. Any changes to the restrictions by the doctor must be reflected on this form.

	Employee

Signature:
	
	
	Supervisor Notes:

	Supervisor

Signature:
	
	
	

	(Your title) Signature:
	
	
	


