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Patient/Employee Name:           
 
Job Title:             
 
Date this patient/employee last examined:        
 
What is the nature of this patient/employee’s impairment?      
             
              
 
How long is this impairment expected to last:       
             
              
 
 
Does this impairment limit the patient/employee’s ability to do any of the following?  If 
yes, please explain the limitation(s). 
     Seeing 
     Hearing 
     Breathing 
     Walking 
     Speaking 
     Learning 
     Caring for him/herself 
     Performing manual tasks 
     Working 
 
The employee has the following limitations or restrictions: 
     

Frequency Never Occasionally Frequently Constantly Activity Yes No 
Hours/day 0 hrs. Up to 3 hrs 3-6 hrs. 6 - 8 hrs. Dangerous machinery 

OK? 
  

Waist-bend/Twist     Wound-clean and dry   
Stand     Sit/stand for comfort   
Walk     Climb   
Sit     Simple Grasp   
Keyboard/10 Key     Firm Grasp   
Reach above shoulders     Precision/manipulation   
Push/pull     Wear splint at work   
Kneel/squat     Other:   

 
Lifting/carrying/pushing/pulling ability:        

Frequency Never Occasionally Frequently Constantly 
Hours/day 0 hrs. Up to 3 hrs 3-6 hrs. 6 - 8 hrs. 
0 - 10 lbs.     
11-25 lbs.     
26-50lbs.     
>50lbs.     

 
Comments:            
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Would the employee pose a “direct threat” to the health or safety of either the 
patient/employee or others in the work place?  Yes _____  No _____. Such as posing 
an imminent and substantial degree of risk either to the patient’s /employee’s own 
health or safety or to the health or safety of others)? 
 

 
             
Date      Physician’s/Psychologist’s Signature 
 
             
      (Please type or print name) 
 
Please return completed packet to:   SCUSD: Office of Risk Management 
      5735 47th Avenue 
      Sacramento, CA.  95824 


