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PHYSICAL CAPACITIES ASSESSMENT FORM
Re: ____________________________

File #: _________________________

Date of Event: __________________

Disability: ______________________

Occupation: ____________________

Dear Dr. _____________________________ 

The above individual is presently in the process of evaluating occupational options in an attempt to return to work. In order to plan for an appropriate job placement, it will be necessary for us to clearly identify any limitations imposed by his/her present medical condition. We would appreciate it if you would take the time to complete the following checklist. Thank you for your time and consideration.

A.
In an 8-hour day, patient can:










No. of hours









6-8
4-6
1-4
None


Stand/walk





 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 





Sit






 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Drive





 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

B.
Please check the frequency that the patient could:



Bend
Squat
Crawl
Climb
Reach

Never

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

Occasionally
 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 



Frequently

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 



C.
Please check the maximum limit and frequency that the patient can lift/cary.





100 + lbs
51–100 lbs.
21–50 lbs.
11-20 lbs.
1-10 lbs.


Lift



Never
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 



Occasionally
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 



Frequently
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Carry


Never
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 



Occasionally
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 



Frequently
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

D.
Please indicate the patient’s capacity for repetitive physical tasks.





Gross Grasp
Fine Manipulation
Pushing-Pulling


Right hand

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


Left hand

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No 

E.
Please indicate the patient’s capacity for repetitive use of the feet.





Gross (Depress simple lever)

Fine (Operate clutch)

Right Foot
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No



Left Foot
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No



Physical Capacities Assessment Form – Continued
F.
Please check the exact degree of work you feel this patient is capable of performing. Volume II o f the Dictionary of Occupational Titles pp. 654-655 published by the U.S. Department of Labor (3rd ed. 1965) classifies five degrees of work in terms of strength required.

 FORMCHECKBOX 

Sedentary Work: Lifting 10 lbs. Maximum and occasionally lifting and/or carrying such articles as dockets, ledgers, and small tools. Although a sedentary job is defined as one which involves sitting a certain amount of walking and standing is often necessary in carrying out job duties. Jobs are sedentary if walking and standing are required only occasionally and other sedentary criteria are met. 

 FORMCHECKBOX 

Light Work: Lifting 20 lbs. Maximum with frequent lifting and/or carrying of objects weighing up to 10 lbs. Even though the weight lifted may be only a negligible amount, a job is in this category when it involves sitting most of the time with a degree of pushing and pulling of arm and/or leg controls, or when it requires walking or standing to a significant degree.

 FORMCHECKBOX 

Heavy Work: Lifting 100 obs. Maximum with frequent lifting and/or carrying of objects weighing up to 50 lbs. 

 FORMCHECKBOX 

Very Heavy Work: Lifting objects in excess of 100 lbs. With frequent lifting and/or carrying of objects weighing 50 lbs. or more.

G.
Please use this space for additional comments and/or explain any particular item.

Date patient can return to work at his/her regular occupation?


___________________


Without restrictions.  FORMCHECKBOX 
 

With restrictions as noted.  FORMCHECKBOX 



Date patient can return to work in a lighter duty capacity?


___________________

__________________

__________________________________________________________

Date



Signature


























































































