
 

ATTENDING HEALTH CARE PROVIDER’S 
WORK ASSESSMENT FORM (FOR NON-WORK RELATED CONDITIONS) 

HUMAN RESOURCE SERVICES 
WASHINGTON STATE UNIVERSITY  

PULLMAN WA, 99164-1014 

Side 
1 of 2  

Patient’s Name    (Last)   (First)    Middle Initial 
 
     

I hereby authorize my attending health care provider and/or hospital to release the information requested on this form to my employer. 

Patient’s Signature  Date 

TO BE COMPLETED BY ATTENDING HEALTH CARE PROVIDER – PLEASE CHECK 

Diagnosis/Condition (Brief Explanation) 
 

 
I saw and treated this patient on                                and based on the above description of the patient’s current 
medical problem:        Date 

    1.  �  Recommend his/her return to work with no limitations on                                                                  . 
                  Date 

    2.  �   He/she may return to work on                                                                with the following limitations. 
              Date 

PHYSICAL CAPACITIES - CHECK ONLY AS RELATES TO ABOVE CONDITIONS 

In a work day patient may lift/carry: 

Sedentary Work.  Lifting 10 pounds maximum   

 Not at all Occasionally  Frequently  

 � � � 
 

Light work.  Lifting 20 pounds maximum  

 Not at all Occasionally  Frequently  

 � � � 
 

Light Medium Work.  Lifting 30 pounds maximum 

 Not at all Occasionally  Frequently  

 � � � 
 

Medium Work.  Lifting 50 pounds maximum 

 Not at all Occasionally  Frequently  

 � � � 
 

Heavy Medium Work.  Lifting 75 pounds maximum 

 Not at all Occasionally  Frequently  

 � � � 
 
Heavy Work.  Lifting 100 pounds maximum 

 Not at all Occasionally  Frequently  

 � � �  

1.  In a work day patient may: 
a. Stand/Walk 

�  None �  4-6 Hours �  8-10 Hours 
�  1-4 Hours �  6-8 Hours 

b. Sit 
    �  1-3 Hrs    �  3-5 Hrs     �  5-8 Hrs  �  8-10 Hrs 

c. Drive 
�  1-3 Hrs    �  3-5 Hrs     � 5-8 Hrs   �  8-10 Hrs 

2.  Patient may use hand(s) for repetitive: 
�  Single Grasping                  � Pushing & Pulling 
�  Fine Manipulation 

3.  Patient may use foot/feet for repetitive movement to 
     operate foot controls:              � Yes            �  No 

4.  Patient may: 
 Not at 

all 
Occasionally  Frequently  

a. Bend � � � 
b. Twist � � � 
c. Squat � � � 
d. Climb � � � 
e. Reach � � �  

Other physical limitations  

Add’l instructions and/or limitations including prescribed medications that would affect physical abilities: 
 

 

   3.   �  These restrictions are in effect until                             or until patient is reevaluated on                                  . 
                                                                                     Date                                                                                                    Date 
 

     4.    �   He/she is totally incapacitated at this time.  Patient will be reevaluated on                                                                    . 

                                                         Date  
 

    5.    Referred to: 
 
 
 

Health Care Provider Name, Address and Phone Number 

Health Care Provider Signature                                                                                                          Date 

Continued on reverse side of form – Please complete as well.  
 

�  None �  Private physician                                             
                                              Doctor 

�  Return Here                                        
                              Date & Time 

�  A Consultant                                                   
                                           Doctor, Date & Time 



ATTENDING HEALTH CARE PROVIDER’S 
WORK ASSESSMENT FORM (FOR NON-WORK RELATED CONDITIONS) 

HUMAN RESOURCE SERVICES 
WASHINGTON STATE UNIVERSITY  

PULLMAN WA, 99164-1014 

Side 
2 of 2  

Patient’s Name    (Last)   (First)    Middle Initial     
 
 

COGNITIVE/PSYCHOLOGICAL CAPACITIES -  AS RELATED TO CONDITION LISTED ON SIDE 1 
TO BE COMPLETED BY ATTENDING HEALTH CARE PROVIDER 

Statement of psychological/cognitive diagnosis(es). 

 

 

 

Health Care Provider:  Please identify functional limitations of diagnosis(es): 

Patient has the ability to meet the cognitive demands of the job as described in the job description, or the job 

as described by employee. (select one) � Job Description  �  Job as described by employee 

�  Yes �  No 

Patient has the ability to meet the psychological demands of the job as described in the job description, or the 

job as described by employee. (select one) � Job Description  �  Job as described by employee 

�  Yes �  No 

Patient has the ability to multitask without loss of efficiency or accuracy.  This includes the ability to perform 
multiply duties from multiple sources. 

�  Yes �  No 

Patient has ability to work and sustain attention with distractions and/or interruptions. �  Yes �  No 

Patient is able to interact appropriately with a variety of individuals including customers/clients. �  Yes �  No 

Patient is able to deal with people under adverse circumstances. �  Yes �  No 

Patient has the ability to work as an integral part of a team.  Includes ability to maintain workplace 
relationships. 

�  Yes �  No 

Patient is able to maintain regular attendance and be punctual. �  Yes �  No 

Patient is able to understand, remember and follow verbal and written instructions.            Simple instructions 

                                                                                                                                                 Detailed instructions 
� Yes �  No 

�  Yes �  No  

Patient is able to complete assigned tasks without direct supervision. � Yes �  No 

Patient is able to exercise independent judgment and make decisions. � Yes �  No 

Patient is able to perform under stress and/or in emergencies. � Yes �  No 

Patient is able to perform in situations requiring speed, deadlines, or productivity quotas. � Yes �  No 

Clarify any “No” responses marked above or add applicable information here (Please attached additional documentation if needed): 

 

 

 

 

 

 

If there are other restrictions you have not described elsewhere, please describe here: 

 

 

 

 

Anticipated duration of these restrictions? 

Is patient currently prescribed medication that would impair ability to operate machinery, be punctual, or maintain regular 

attendance?  � Yes �  No 

If yes, please explain: 

 

 
 

Return to: WSU Human Resource Services, Attn:  Disability Manager, PO Box 641014, Pullman, WA  99164-1014 


