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. C783
OCCUPATIONAL INJURY SERVICES
Work Readiness Report

WCB Claim Number

Personal Heaith Number

Date of Visit: (yyyymm/iop)

Part of Body Injured:

Date of Birth: (vyyvmmon)

To be completed by employee

| authorize the health care professional noted below to discuss any work limitations/restrictions with my employer.

Employee Name Signature

Date: (yyyymm/mD)

Physical Work Capabilities e Able — as per usual work duties

+ Unable
o « Limited to — within limitations as defined.
walklng ol D_’able D unable limited to (time) § standing I:l able I:] unable limited to (time)
7;23(::}29 [Jable [Junable limited to (time) | climbing [Jable [Junable limited to (time)
z)”usil'llr!{; '.E]‘.a_bgéf [Junable limited to (time) | sitting [Jable  [Junable tlimited to (time)
driving D able D unable limited to (time) ggﬁir:::;%:] i D able. D unable limited to (time)
grasping (R) D Able D unable, limited from: D prolonged D repetitive I:] vibration specify
L) D Able D unable, limited from D prolonged D repetitive I:] vibration specify
reaching above shoulder (R) |:| able D unable above shoulder (L) [ able [ unable
below shoulder (R) [ Jable  [_]unable below shoulder (L) [Jable  [Junable
{floortowaist  [Jable [Junable limited to: ot (kaioy J410 oo [J1ens [Jawso [Jaertoo
waist to ) ot . maximum :
A shouldes . LJable  [Junable limited to: of (ka/lb) [Jano [oro [1ess [Je23so [ 4100
, above shoulder [ Jable [ Junable limited to: mﬁg"ﬂ‘;’)" Oano Haeo [1ens [J2so [ 46100
; ehyiféﬁment [:] (no restrictions |___] restricted from D cold D hot D wet [:] dry l:l dust D noise D lighting
hours:of work *- 7[:]“no restrictions [ timited to ___ hours per day Employer to modify (specify)

D fit to return to pfe—injury work today

D not fit for any work today, estimated return to work date (vyyvamvon)

The above named employee was assessed and now deemed:

D fit to return to pre-injury work today with work limitations as above

D at pre-injury level

D with above work limitations

‘ Follow-up visit required? D No D Yes

If yes, Date (YYYY/MM/DD)

i
i
{
i

[P e
HREIEETLES AL

i I have reviewed the above physical work capabilities with the injured worker.

Date (vyvvmmon)

' A_t't(_'e_rtldihg Health Care Professional Signature

we THIS DOCUMENT MAY BE EXAMINED BY ANY PERSON WITH DIRECT INTEREST IN A CLAIM THAT IS UNDER REVIEW.
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