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 MEDICAL CERTIFICATE REPORT

Injured Worker: ______________________________File Number:________DOI:________

Date First Seen:_________Date Last Seen:__________Discharge from Care: Yes:___No:___

1.  Current Symptoms:__________________________________________________________     ____________________________________________________________________________

2.  Diagnosis:______________________________________________Prognosis:___________

3.  Is claimant released to work?

YES(

NO(
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 Regular Duty(   Yes:_______No:_________Effective Date: ___________

      With Restrictions: Yes:______No:_________Effective Date:____________
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 May Perform Work  Transitional Duties with the following physical abilities:

      ___________________________________________________________________  

      ___________________________________________________________________

      ___________________________________________________________________

      ______________________________________________________.
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 Will claimant be gradually progressed to regular duty? __________________
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 Estimated date of release to regular work duty? _______________________
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 Plan of Care:

                 a)Therapy:Duration:_______________Time Frame:_______________

                  b) Medications:______________________________________________

                  d)Diagnostic Testing:MRI____X-ray:_____Other:___________________

                  e) Surgery:_________________________________________________
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 Additional Information:_________________________________________________

           ___________________________________________________________________


     ___________________________________________________________________

           ______________________________.

 3.  Is the patient medically stable?  Yes:______No:________When:_______

4.  Estimated date of rating? _______________   No Ratable Impairment Anticipated(
_________________________________                       _________________________

(Provider’s Signature)                                                       Date

_________________________________                      Next Appointment:___________

Provider’s Name
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