[current_date]
[INSERT CLINIC/PHYSICIAN NAME]
[INSERT ADDRESS]
[INSERT CITY, STATE, ZIP]
[C_Officialname]

[C_Address] 

[C_City], [C_State]  [C_Zip]

RE:
Patient – [Insert patient name]
Thank you for treating one of our valued employee of [C_Officialname]. Our company provides injured workers with a Return to Work program, which is designed to assist in the transition to full-duty employment.

Our company is able to accommodate any restrictions you believe are necessary to ensure a full recovery. This includes, but is not limited to, modified hours, altered duties and accommodation for the continuation of medical treatment during recuperation.

Please complete the attached Transitional Duty Evaluation Form, which outlines the restrictions you feel are necessary to our employee’s complete recovery. Please understand [C_Officialname]’s objective is for [Insert patient name] to return to full-duty employment, so we ask you to keep this in mind when establishing a treatment plan and assigning restrictions.

Should you have any questions or need to request and review additional information, please contact me at [C_Phone]. Thank you for your understanding and cooperation.

Sincerely,

[Insert Name]
[Insert Title]
[C_Officialname]
TRANSITIONAL DUTY EVALUATION FORM
To Be Completed by Attending Physician

	Patient’s Name
	(Last)      
	(First)      
	(M.I.)      

	Date of Initial Injury/Illness      
	Date of Treatment      

	Brief Explanation of Diagnosis/Condition      

	Based on the above description of the patient’s current medical problem, I recommend the following:

	 FORMCHECKBOX 
 Patient may return to work with no limitations
	On this Date:      

	 FORMCHECKBOX 
 Patient may return to work with limitations (listed below)
	On this Date:      

	Check all that apply as they relate to the above condition:

	 FORMCHECKBOX 

	Sedentary Work – Lifting 10 lbs maximum and occasionally lifting or carrying such articles as dockets, ledgers and small tools. Work essentially involves sitting and is considered sedentary if only a small amount of walking and standing is necessary to carry out duties.
	1.
	In an eight hour work day, patient may:

	
	
	
	a.
	Stand/Walk

	
	
	
	
	 FORMCHECKBOX 
 None
	 FORMCHECKBOX 
 1-4 hours
	 FORMCHECKBOX 
4-6 hours
	 FORMCHECKBOX 
 6-8 hours

	
	
	
	b.
	Sit

	
	
	
	
	 FORMCHECKBOX 
 1-3 hours
	 FORMCHECKBOX 
 3-5 hours
	 FORMCHECKBOX 
 5-8 hours

	
	
	
	c.
	Drive

	
	
	
	
	 FORMCHECKBOX 
 1-3 hours
	 FORMCHECKBOX 
 3-5 hours
	 FORMCHECKBOX 
 5-8 hours

	 FORMCHECKBOX 

	Light Work – Lifting 20 lbs maximum and frequent lifting or carrying of objects up to 10 lbs. Work is classified as light if it requires walking or standing to a significant degree (regardless of weight lifted) or involves sitting most of the time with a degree of pushing and pulling of arm or leg controls.
	2.
	Patient may use hand(s) for repetitive:

	
	
	
	 FORMCHECKBOX 
 Single Grasping
	 FORMCHECKBOX 
Fine Manipulation
	 FORMCHECKBOX 
Pushing/Pulling

	 FORMCHECKBOX 

	Light-Medium Work – Lifting 30 lbs maximum and frequent lifting or carrying of objects weighing up to 20 lbs.
	3.
	Patient may use foot/feet for repetitive movement, as in operating foot controls.

	
	
	
	 FORMCHECKBOX 
 YES
	 FORMCHECKBOX 
 NO

	 FORMCHECKBOX 

	Medium Work – Lifting 50 lbs maximum and frequent lifting or carrying of objects weighing up to 25 lbs.
	4.
	Patient may (fill in as needed):      

	 FORMCHECKBOX 

	Light-Heavy Work – Lifting 75 lbs maximum and frequent lifting or carrying of objects weighing up to 40 lbs.
	
	

	 FORMCHECKBOX 

	Heavy Work – Lifting 100 lbs maximum and frequent lifting or carrying of objects weighing up to 50 lbs.
	
	

	Other instructions and/or limitations, including prescribed medications:      

	 FORMCHECKBOX 
 These restrictions are in effect until (date):      
	 FORMCHECKBOX 
 Or until patient is re-evaluated on (date):      

	 FORMCHECKBOX 
 Patient is totally incapacitated at this time, and a re-evaluation is scheduled on (date):      

	Referred To:        FORMCHECKBOX 
 None
	 FORMCHECKBOX 
 Private Physician
	 FORMCHECKBOX 
 Return Here
	 FORMCHECKBOX 
 A Consultant
	 FORMCHECKBOX 
 Other (specify):      

	Physician’s Signature      
	Date      

	Patient’s Authorization to Release Information: I hereby authorize my attending physician and/or hospital to release any information or copies thereof acquired in the course of my examination or treatment for the injury identified above to my employer or representative.

	Patient/Employee’s Signature      
	Date      
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