Injured Worker Packet
· Any injury you receive at work must be treated immediately, and must be reported to your supervisor.

· If a job-related injury or illness requires medical treatment, you may either use our company physician or any licensed medical practitioner of your choice.
· The doctor will give you a “Report of Industrial Injury or Occupational Disease” to fill out.  It will be used to open a claim with L&I.  They must also send a copy to us at the company. [See Note below]
· You should also have the doctor make a recommendation on the attached “Return-to-Work Authorization” form.

· As soon as practical, you must complete a copy of the company’s “Accident, Incident, or Injury Report Form” and help with the investigation of the injury in order to prevent your injury from happening to anyone else.
· Following each medical visit, you should contact the office to update us on any changes in your condition.

NOTE: The procedure as of December 2005 is that the doctor initiates the “Report of Industrial Injury or Occupational Disease” when a patient identifies their injury as job-related.  This procedure may be changed effective July 2006.  Please refer to the L&I web site for current information. 

Return-To-Work Authorization
	Employee name:
	


Date of injury: ______________________________

Attending Physician: We are a proactive company and care about our employees.  Because of the demonstrated importance to our employees’ psychological and physical well being of returning to work, we would appreciate your assistance in ensuring that it happens at the earliest appropriate time.
Please complete the form and include any comments as to this employee’s ability to work.

Please check one:

 FORMCHECKBOX 
   1. Full release to regular duties.

Notes: 

	

	


 FORMCHECKBOX 
    2a. Modified release to return to work.

I approve of a return to work with the following restrictions: 
	

	


 FORMCHECKBOX 
   2b. Return to work on proposed modified duty (as attached).

 FORMCHECKBOX 
    3. Release to remain off work.

	This employee cannot return to work at this time due to the following medical findings.  

	This is to remain in effect for the following period of time: 
	

	

	


	Attending Physician

	Date



Physical Demands of the Job

Essential functions:

Machinery, tools, equipment used.

Physical demands:

	Activity
	Frequency
	Comments

	Sitting
	
	

	Standing
	
	

	Walking
	
	

	Driving
	
	

	Lifting ____ lbs
	
	

	Carrying ____ lbs
	
	

	Pushing/pulling
	
	

	Climbing
	
	

	Bending at waist
	
	

	Twisting at waist
	
	

	Kneeling/squatting
	
	

	Crawling
	
	

	Reaching above shoulder
	
	

	Repetitive arm/hand motion
	
	

	Key for “Frequency” – how much time during the day/week



	Never = 0%
	Seldom = 1% – 10%
	Occasional = 10% - 30%
	Frequent = 30% - 70%
	Constant = over 70%


Accident, Incident, or Injury Report Form

This is a report of an injury needing medical attention

	Briefly describe the event or condition: 


	Why do you think this event or condition happened: 


	Have you seen this event or condition before at this company? 




	What could have been done to prevent it from happening?  What changes should we make? 




Your name: ________________________________________________  Date: _________

Reviewed by: ________________________________________________

Date discussed at Safety Meeting: __________________________
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