DMEC

Disability Management

J Employer Coalition

ACTIVITY/PRESCRIPTION FORM (AFP)

— =
E g EMPLOYEE'S NAME: DATE OF VISIT: CLAIM #:
= <<
o= _
2
= HEALTHCARE PROVIDER'S NAME: DATE OF INJURY: DIAGNOSIS:
_
2=
& = KEYOBJECTIVEFINDINGS:
=
25
= [0 Worker is released to return to work WITHOUT restrictionson ___/___ /.
é [0 Worker may perform modified duty, if available,from ___/__/ _to__ / /.
[0 Worker may work limited hours of hours perday,from___/__/_ _to__/ /.
[0 Worker is NOT returned to work any dutiesfrom ___ /__ / _to__/ /.
[0 Worker's prognosis is poor for return to work at any date in the foreseeable future.
22
E = CAPACITY DURATION (DAYS): [ 1-10 [ 11-20 [] 20-30 [ 30+ [ PERMANENT
S =
E E Worker CAN (blank space = no restriction) Never Seldom (7-70%) Occasional (77-33%) Frequently (34-66%) Regqularly (67-100%)
S st
)
& Stand/Walk
=
g Climb (ladder/stairs)
= Twist
E Bend/Stoop
S Squat/Kneel
E Crawl
= Reach (left, right, or both)

Work above shoulders (left, right, or both)
Keyboard (left, right, or both)
Wrist (flexion/extension) (left, right, or both)

Grasp forcefully (left, right, or both)

Fine manipulation (left, right, or both)

Operate foot controls (left, right, or both)

Vibratory tasks: (high impact)

Vibratory tasks: (low impact)

Lifting/Pushing Never Seldom (7-70%) Occasional (77-33%) Frequently (34-66%) Regularly (67-100%)
Example 50 Ibs. 20 1bs. 101bs. 01bs. 01bs.
Lift (left, right or both) Ibs. Ibs. Ibs. Ibs. Ibs.
Carry (left, right or both) Ibs. Ibs. Ibs. Ibs. Ibs.
Push/Pull (left, right or both) Ibs. Ibs. Ibs. Ibs. Ibs.

OPIOIDS PRESCRIBED FOR [ Acute Pain [J Chronic Pain [ No Rx
OTHER RX/RESTRICTIONS/INSTRUCTIONS:

EMPLOYER NOTIFIED OF CAPACITIES? [ Yes [ No ContactDate __ /__ /
NAME OF CONTACT/ADDITIONAL NOTES

g % WORKER'S PROGRESS:  [J As Expected [ Slower than Expected (Provide Additional Comments on Back)

2% rerasiTATION: OpT COT [ Home Exercise T Other

= SURGERY: [0 N/A [ Possible [ Planned (Date/Comments)
NEXT VISIT: (DAYS/WEEKS/SPECIFIC DATE)
CARE TRANSFERRED TO: CONSULTATION NEEDED:
STUDY PENDING:
TREATMENT ENDED: [ Yes [ No [ Possible [Permanent Impairment

SIGNATURE (REQUIRED): PHONE: (_)___-

DATE OF SIGNATURE: ___ 7/ /[ Doctor O ARNP [ PA-C
COPY OF APF GIVEN TOWORKER: [ Yes [ No ADDITIONAL NOTES ON BACK OF FORM: [ Yes [ No www.dmec.org



