Tips for completing the Activity Prescription Form

Instructions for health care providers

Washington State Department of
Labor & Industries

AR
)

Work Status:

State Fund Claim:

Complete at least one part of the Work Status
section. Fill in dates, hours per day, and/or date
ranges as needed.

Make sure there are no time gaps or overlaps in
any of the date ranges you indicate in the Work
Status and Plans sections.

Capacities and other Restrictions:

Indicate the patient’s current capacities and/or
restrictions. They must apply to your patient at all
times, all day, every day of the week, even if you
are not releasing your patient to any work. It will
help the employer begin identifying light duty jobs
your patient can do safely during recovery.

If none of the listed capacities apply,
list restrictions.

Example: May not drive due to medication.

Plans:

Activity Prescription Form (APF)

Diagnosis:

Please check all that apply in both columns.

Schedule your patient’s next visit to take place
within any date range you indicated in the Work
Status section above (unless you are releasing
the patient to full duty).

Sign:

Department of Labor and Industries L . .
PO Box 44291 Olympia WA 98504-4291 Billing Code: 1073M (Guidance on back) P d h f d e .
Faxto claim file: 360-902-4567 ) rovide the reason for today's visit or primary
o . . — Reminder: Send chart notes and reports to L&l or SIE/TPA as
elf-Insured Claims: Contact the Self Insured required. Complete this form only when there are changes in H H ( ( ) H . g )
Employer (SIE)/Third Party Administrator (TPA) medical status or capacities, or change in release for work status. dlagnOSIS ICD COde S)or ertten descrlptlon .
For a list of SIE/TPAs, go to www.Lni.wa.gov/Selfinsured
] Worker's Name: Patient ID: Visit Date: Claim Number:
oL
5 £ Healthcare Provider's Name (please print): Date of Injury: Diagnosis:
[ Worker is released to the job of injury (JOI) without restrictions (related to the work injury) as of (date): I I M b I 0 h H t- F- d H L]
(If selected, skip to “Plans” section below) e a S u ra e l e c |Ve I n I n g S .
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| = [0 Worker is working modified duty or limited hours .! Examp|ES Of flndlngS we CAN aCCEpt.
[ Worker not released to any work from (date): ___/_/_ to* _/ I
(estimated date) m X-r. ays
O Poor prognosis for return to work at the job of injury at any date
How long do the worker’s current capacities apply (estimate)? Other Restrictions / Instructions: | ] S we / / n g
[J1-10 days [] 11-20 days [J 21-30 days [] 30+ days (] permanent
Capacities apply all day, every day of the week, at home as well a.s at work. I ] M usc /e atro p h y
Worker can: (Related towork injury) | wever | o | OSSional | Frequent 7. 100% .
]| oo o | A | Sk | e ® |ncreased/decreased range of motion.
< > |[ si
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5 3 [ Perfom work from ladder Employer Notified of Capacities? OYes CINo (Chart note mustinclude ROM
£ [ Ciimb ladder Modified duty available? ClYes CINo
25 [cimon Date of contact [ measurements).
o 2 [Twist
£ % Bend / Stoop Name‘o( contact:
§ 2 [Squat/Kneel Notes: L
«p 55 [caw Examples of findings we CANNOT accept:
o @ /|[Reach Left, Right, Both
g § Work above shoulders L, R, B Note to Claim Manager:
£ < [Keyboard LRB H
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: - 0 Doctor OARNP__0 PA-C Date Phone
: F242-385-000 Activity Prescription Form (APF) 10-2018 Index: APF
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Sign, date, and check your provider type.

Complete this form online by going to www.Lni.wa.gov/ActivityRX.

Upon request, foreign language support and formats for persons with disabilities are available. Call 1-800-547-8367.
TDD users, call 711. L&1 is an equal opportunity employer.
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