MEDICAL REFERRAL FORM

Employee Name:_____________________________________  Date of Injury:______________

Time of Injury:_______________  Normal Work Days and Hours:_________________________

Name of Medical Facility:_________________________________________________________

Address:_______________________________________________________________________

Please provide April Meat Company with the following:

(  Medical Treatment   (  Doctor’s First Report of Injury Form 5021  (  First Aid Notification

(  Work Restrictions     (   Special Instructions

NOTE:  MODIFIED WORK DUTY IS AVAILABLE_____________________________
Work Status/Restrictions (To be completed by Doctor)

Date First Seen: __________________________

First Day of Disability:____________________

Date Released to Return to Work: __________________  ( Full Release       (  Modified Work Required

If Modified work is required, please note restrictions by checking the appropriate box:

( Weight-Bearing Activity:  Lift/carry no more than ​​​_______pounds,  Push no more than _____ pounds  Pull no more than ______ pounds

( Repetitive, Awkward Positions: Must avoid repeated bending or motions of the _________________

( Bending and Stooping:  Must avoid repetitive bending, stooping, or squatting

( Walking or Standing: Should avoid prolonged or sustained walking or standing

( Hazardous Machinery: Not permitted to operate hazardous machinery or tools

( Overhead Lifting: Must avoid overhead work

( Other (please explain) :________________________________________________________________

If injured worker may not return to work, estimated length of disability ___________________________

Treatment Plan:________________________________________________________________________

Next Appointment Date/Time:____________________________________________________________

Physicians Signature and Date:____________________________________________________________

