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GOVERNMENT OF THE DISTRICT OF COLUMBIA
Office of Risk Management

Jed Ross
Chief Risk Officer


FORM 3

PHYSICIAN’S REPORT OF EMPLOYEE’S INJURY AND DISABILITY

Claimant:	     
Claim No:	     
D/Injury:	     
D/Birth:		     
SSN:		     
Employer:	     

REPORTED INJURY/ACCIDENT INFORMATION

Date of Examination / Office Visit: _____________________

Claimed Injury:				Body Part:			Nature of Injury:

PHYSICAL EXAMINATION

Please check NORMAL or ABNORMAL for each section.  Specify abnormalities.  Blank items will be interpreted as normal.

1.   Blood Pressure:			__________Normal	__________Abnormal
2.   Weight:				__________Normal	__________Abnormal
3.   Appearance/Mental Status:		__________Normal	__________Abnormal
4.   Ears, Eyes, Nose, Throat, Mouth:	__________Normal	__________Abnormal
5.   Chest, Lungs:				__________Normal	__________Abnormal
6.   Heart:				__________Normal	__________Abnormal
7.   Abdomen:				__________Normal	__________Abnormal
8.   Neck:				__________Normal	__________Abnormal
9.   Thoracic:				__________Normal	__________Abnormal
10. Lumbosacral:				__________Normal	__________Abnormal
11. Extremities:				__________Normal	__________Abnormal
12. Neurologic:				__________Normal	__________Abnormal

History of previous injuries or conditions:
_____________________________________________________________________________________________
_____________________________________________________________________________________________

Is the claimant’s injury causally related to his/her work activities:     
________yes		_________no		_________undetermined

Please explain:
__________________________________________________________________________________________________________________________________________________________________________________________
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Diagnosis and impression of this work-related condition:
__________________________________________________________________________________________________________________________________________________________________________________________

Recommendations of work-related condition(s):
_____________________________________________________________________________________________
_____________________________________________________________________________________________

EMPLOYMENT DISABIILITY STATUS

1.  Patient is able to work without restrictions as of:  ___________________________________________
								(date)
2.  Patient is able to work with restrictions from:  ______________________________________________
								(date)
3.  Patient is unable to work at all from:  _____________________________________________________
								(date)
4.  Date of patient’s next appointment:  ______________________________________________________
								(date)

WORK RESTRICTIONS

Seated Work Only: _____; Right handed work only: _____;   Left handed work only: _____;

Alternate positions every ________minutes; Limit standing to ______hours per day

Restricted Description:__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

PATIENT IS ABLE TO

			Not at All		Occasionally		Frequently	
Bend/Twist		________________	_________________	_________________	
Squat/Kneel		________________	_________________	_________________	
Overhead Reach		________________	_________________	_________________	
Climb stairs/ladders	________________	_________________	_________________	
Forceful grasping		________________	_________________	_________________	
Lift/Carry_____lbs.	________________	_________________	_________________	
Manipulation		________________	_________________	_________________	
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ATTENTION

All referrals, high-cost diagnostic procedures, x-rays, MRI’s physical therapy, occupational therapy, work hardening, surgery, and pain management MUST BE PRE-APPROVED BY ___________________________________________________. Telephone _________________________to initiate pre-certification.  Pre-certification is NOT required for physician office visits,
Durable medical equipment and routine laboratory testing.

Date Report Completed:_______________

Physician’s Signature:_____________________________________________License/Reg#:__________________________

Physician’s Name:_________________________________________________(Please Print)
Address:____________________________________________________________________
              ____________________________________________________________________
City/State/Zip:_______________________________________________________________
Phone:_________________________________Fax:_________________________________________
Office Contact Name:_________________________________________________(Please Print)
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