Herndon

HUMAN RESOURCES

Temporary Modified Duty Certification Form

(non-work-related personal injury/illness)

Employee Name: Employee Signature:

Employee’s job title:
(Job Description Attached)

Employee’s regular work schedule:

Date of injury/illness:

PROVIDER INFORMATION

Physician’s Printed Name:

Physician’s Telephone Number:

WORK STATUS as of (date) is as follows:
0] Able to return to full duty (no restrictions)

[1 Unable to return to full duty — restrictions apply below
If modified duty is not available, the employee is not able to work.

HAND USE RESTRICTION

[] Limited to use of one hand only: [ Yes [1 No
If yes, specify: [ Right hand [J Left hand

HAND FUNCTION (Ability to Perform)
Simple Grasping:
Right Hand: O Yes [0 No Left Hand: O Yes 1 No

Fine Manipulation:
Right Hand: [0 Yes [J No Left Hand: [ Yes [ No

ACTIVITY TOLERANCE
(Check one per line; percentages reflect portion of the workday)

Standing: [J None O 1-30% O 31-60% L 61-100%

Walking: [J None O 1-30% O 31-60% O 61-100%

Running: [ None [ 1-30% 0O 31-60% 0 61-100%

Stair Climbing: 1 None [0 1-30% O 31-60% O 61-100%

Crawling / Bending / Stooping: d None [ 1-30% O 31-60% O 61-100%
Twisting: 0 None [0 1-30% O 31-60% O 61-100%
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HUMAN RESOURCES

LIFTING AND FORCE LIMITS
Maximum Lifting Capacity:
110 1bs O 20 1Ibs [ 30 1bs [ 40 Ibs I 50 1bs [ Other: Ibs

Maximum Push/Pull Force:
25 Ibs O 50 1bs [0 150 1bs [ 250 1bs [ Other: Ibs

DRIVING STATUS
May drive to work: 00 Yes [ No
May drive as part of routine job duties: [J Yes [J No

LAW ENFORCEMENT / HIGH-RISK DUTIES (if applicable)

(Complete only for sworn personnel)

e Respond to major incidents and events:
I None I 1-30% O 31-60% O 61-100%

¢ Drive while responding to emergency situations (emergency vehicle operation):
O None O 1-30% O 31-60% O 61-100%

e Operate a firearm:
] Yes [ No [ Restricted (explain below)

VEHICLE USE (if driving is permitted)

O Car permitted

00 Small truck permitted

O Large truck permitted

0 Commercial vehicle (CDL required) permitted

MODIFIED WORK SCHEDULE (if applicable)
Due to the condition, it is medically necessary for the employee to work a modified schedule.
Provide your best estimate of the modified schedule the employee is able to work.

From: (mm/dd/yyyy)

To: (mm/dd/yyyy)

Work schedule (e.g., hours per day / hours per week):
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DURATION OF RESTRICTIONS
] Temporary [ Permanent
Anticipated Return to Full Duty Date:

TREATMENT STATUS

[0 Employee continues under my care. Next appointment date:

O Employee has been released from care

ADDITIONAL RESTRICTIONS / COMMENTS

Physician’s Signature: Date:

Town of Herndon Internal Use Only

Department Director Recommendation/Approval:

Human Resources Recommendation/Approval:

Temporary Modified Duty Dates: From to

Modified duty assignments are subject to approval by the Department Head and Human Resources.




