Activity Prescription Form (APF)
Billing CQde: 1073M

.y )
Claims Admlnlstrﬂtlon Risk Management -Consuiting

1802 Terminal Drive
Richland, WA 99354

Warkar's Name;

Pafient ID:

Visit Date:

Claim Number:

Healthcare Provider's Name (please print).

Date of Injury;

Diagnosis:

(If setectad, sidp to “Plans” section below)

Waorker is released to the job of injury {JQI) without restrictions (related to the work injury) as of (date): / /

£ \Nofker may perform modified duty, |f avallable, from (date): Required: Measurable Objective Finding(s)
to* I (“eslimated date) (e.9., positive x-ray, swelling, muscie atrophy,
: decreased range of motion)
-0 D If released to madified duty, may wark more than normal schedule
1 Worker may work limited hours: hours/day from {dafa);
! / to* / (*estimated date)
Warker is warking medified duty or limited hours
™ Worker not released to any work from {date). I to* 4./
. {*estimated date)
Poar prognosis for return to work at the job of injury at any date
How long do the worker's current capacities apply {estimate)? Other Restrictions / Instructions:
i1-10 days 11-20 days 21 -30 days 30+ days permanent
Capacities apply all day, every day of the weel;, at home as weli as af work.
Conskant
Worker can: (Refatsd to dwork Y | wover | | Ol e 67;;42?%
A blank space = Naot restricte 0-1 hour 1-3 hours 3-G haurs restricted
Sit
Stand / Waik —
Perfarm work from ladder Employer Notlfied of Capacities?[ Jes CiNo
Climb ladder Modified duty avaltable? [lres FiNe
Climb stairs Date of contact: / /
Twist
Name of contact:
Bend / Stoop 4 e.o contact
Squat / Kneel Notes.
Craw!
Reach Left, Right, Bath
Work above shoulders L, R, B Note to Claim Manager:
Keyboard L.R B
Wrist (flexion/extension} L, R, B
Grasp (forceful) LR B
Fine manipulation LR B
Operate foot controls L.R B
Vibratory tasks; high impact L, R, B
Vlbratory tasks; low impact L,.R, B
l Seldem Dccas. | Fraguent | Constant || [T]May need assistance returning to work
- - New diagnosis:
Lift LR B Ibs lbs lhs Ibs Ibs
Carry L R B los tbs lbs bs Ibs Oploids prescribed for: Acute pain or
Push/Pul___ LR, B lbs Ibs Ibs lbs Tos [iChronic pair

JAs expecled / better than expected
Fsiower than expacted (address in chart noles)

Clpt UloTt [[]Home exarcise
[Tl other (e.. Actvity Coaching)

CINot Indicated [ iPossible
FElrtanned  Date: [ !

i ilcompleted  Date: i

7| Next scheduled vislt in: __days

] Treatment concluded, Max, Medical Improvement (MMI}
Any permanent partial impairment? [Zites FINo [Possibly
If you are qualified, please rate |mpalrment for your patient

Mwill rate Wil refer [CIRequest IME

[C]care transietred to:

] Consuitation needed with:

[study pending:

|_—_] Discussed three key messages on back of form with patient

weeks or Date; ___ / {

Worker progress:

Current rehah;

surgery:

[JCopy of APF given to worker

: o Signature; / / ( )
: [ Doctar EJARNP_EJlPA-C Date

Phone

Index; APF

‘Activity Prescription Form (APF)




