Transitional Return to Work Program

Dear Attending Physician:

The B.C. Food Processors Association in conjunction with employers, the Workers Compensation Board and
physicians have worked together to develop a Functional Abilities form to assist workers to re-enter the work
force. To ensure a successful return to work, employers have adopted the form in conjunction with a Disability
Management Program to monitor the employee throughout the rehabilitation process.

All medical information will be kept strictly confidential within our Human Resources Department; however
information regarding physical limitations of injured workers will be shared with all supervisory staff to ensure
the monitoring of a safe and complete return to work for all injured workers.

The information you provide is integral to the success of the program. Please take a few moments to complete
the form found on the reverse side of this letter and return it to the injured worker after assessment. If you
need more time to complete the form please fax the form to the employer within 24 hours. In an effort to
more closely monitor the progress of our employees’ rehabilitation, we request that regular reassessments be
scheduled (weekly) and that updates also be returned to us via the injured worker.

Yours truly,

Human Resources Manager



Functional Abilities Form
TO BE COMPLETED BY ATTENDING PHYSICIAN, SURGEON OR PHYSIOTHERAPIST ONLY

Worker’s Signature: | am authorizing any health professional who treats me to provide me, my employer and the Worker’s Compensation Board with any relevant
medical information. | understand that this information will be treated as confidential and will be used only in the management of this injury or subsequent WCB

Claim.
Employee Name Employee’s signature Date
Injury Date: J Work Related Injury

O Non-Work Related Injury
Physician’s Description of Injury:

1. Physical limitations of injured worker (check all that apply):

Walking: O Without Restrictions

ing: 0 With R icti
[ Some Restrictions (Please Specify *) Standing Ithout Restrictions

[ Some Restrictions (Please Specify *)

0O No Walking 0 No Standing

Lifting: 0 Without Restrictions

ing: 0 With R icti
[ Some Restrictions (Please Specify *) Carrying ithout Restrictions

[ Some Restrictions (Please Specify *)

O No Lifting 0 No Carrying

Sitting: 0 Without Restrictions

[ Some Restrictions (Please Specify *) Bending: 0 Without Restrictions

[ Some Restrictions (Please Specify *)

0 No Sitting O No Bending

Comments:

Repetitive Movements (arms / wrists):
0 Without Restrictions
[ Some Restrictions (Please Specify)

[ No Repetitive Movements

2. Recommendation for Work Hours: [ Full-time hours [ Modified Hours (Please specify)

O > Regular shift O Graduated Hours (Please Specify)
. Complete restrictions to be in effect until (M/D/Y):
¢ Estimated date of return to duties with *some restrictions (M/D/Y):
U Estimated date to return to regular duties? (M/D/Y): or immediately O
. Complete Recovery expected? J Yes a No
3. Date to be reassessed (M/D/Y): (1- 2 weeks) Physician Signature:

Name and phone number of Attending Physician (Please print or provide stamp):




