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SAMPLE QUESTIONS
1.  WEIGHT BEARING RESTRICTION: In your report dated ____________, you indicate the following permanent/temporary work restriction: “No prolonged standing.” Please clarify as follows:

In performing this work, the employee will stand and walk intermittently while performing weight bearing activities. Mr./Ms. Name is not specifically just standing or just walking when doing this work. Therefore, can you please provide the following clarification as to any limits Mr./Ms. Name has in regards to his/her ability to be on his/her feet and performing walking or standing duties that are weight bearing:
a. Mr./Ms. Name may perform WEIGHT BEARING ACTIVITIES (standing, walking) for____________ minutes at one time before requiring a break from WEIGHT BEARING (standing, walking) for _______ minutes

b. Mr./Ms. Name may perform WEIGHT BEARING ACTIVITIES (standing, walking) for a total of _______ minutes per hour

c. Mr./Ms. Name may perform WEIGHT BEARING ACTIVITIES (standing, walking) for a total of ________ minutes per 8 hour workday

d. Other / Additional Clarification: 







































2. BENDING RESTRICTION: In your report dated ____________ , you indicate the following permanent/temporary work restriction: “No repetitive bending…” Please clarify as follows: 

a. Please clarify what body part(s) is/are being restricted from bending (at the waist, arms, neck, knees, etc.):
















b. Restricted bends include: 

 SLIGHT bends of less than 45 degrees

 HALF bends of 45 to 90 degrees

 DEEP bends of over 90 degrees (if at the waist, to the floor)

 ALL OF THE ABOVE are restricted and included in the limits listed above

 Other / Additional Clarification: 






































c. Please provide clarification as it relates to the frequency at which Mr./Ms. Name may BEND and/or please define REPETITIVE:

i. Mr./Ms. Name may bend (as clarified above) for 

 seconds/minutes (circle one) at one time
ii. Mr./Ms. Name may bend ________ times in a row 
iii. Mr./Ms. Name may bend for a total of _______ times or _______ seconds/minutes (circle one) per hour

iv. Mr./Ms. Name may bend for a total of ________ times or _______ seconds/minutes (circle one) per workday

v. Other / Additional Clarification: 






































3. LIFTING RESTRICTION: In your reports dated ____________ , you indicate the following permanent/temporary work restriction: “AVOID or limit activities that may be demanding on joints and muscles, such as lifting objects…” Please clarify as follows: 

a. LIFTING RESTRICTION: 
i. Please provide clarification as it relates to the MAXIMUM SINGLE weight Mr./Ms. Name may LIFT:
· Maximum pounds lifted with RIGHT arm _________ pounds

· Maximum pounds lifted with LEFT arm _________ pounds

· Maximum pounds lifted when using BOTH arms _________ pounds

ii. Please provide clarification as it relates the MAXIMUM REPETITIVE weight Mr./Ms. Name may LIFT: 

· Maximum repetitive lift with RIGHT arm _________ pounds

· Maximum repetitive lift with LEFT arm _________ pounds

· Maximum repetitive lift using BOTH arms _________ pounds

iii. Please clarify REPETITIVE as it relates to LIFTING: 

· Lifting _________ times in a row

· Lifting _________ times per hour

· Lifting _________ times per workday

iv. Other / Additional Clarification:
























b. CARRYING RESTRICTION:  Does the employee have any restrictions in relation to carrying? 

 NO, Mr./Ms. Name may carry unrestricted. 

 YES, Mr./Ms. Name is restricted from carrying items as follows:

· with right arm _________ pounds up to _______ feet or _______ minutes

· with left arm _________ pounds up to _______ feet or _______ minutes

· using both arms _________ pounds up to _______ feet or _______ minutes

 Other / Additional Clarification: 

























c. PUSH/PULL RESTRICTION:  Does the employee have any restrictions in relation to pushing / pulling? 

 NO, Mr./Ms. Name may push and pull unrestricted. 

 YES, Mr./Ms. Name is restricted from pushing and pulling items requiring __________ pounds of force to push or pull 

 Other / Additional Clarification: 

























4. MEDICATION CLARIFICATION: Is Mr./Ms. Name taking any medication that you would be medically concerned could interfere with his/her ability to perform the essential functions of his/her job, such as restrict his/her from the performance of any job activity or safety activity? 
 NO, Mr./Ms. Name is not taking any medications that would be expected to interfere with his/her ability to perform one or more of the essential functions of his/her job or that would be a safety concern for his/her or his/her students. 

 YES, Mr./Ms. Name has the following additional work restrictions / functional limitations / accommodation needs due to his/her medication: (do not provide any information on his/her medication being taken, just restrictions that are in need of accommodation.) 

 Other / Additional Clarification: 








































5. REACH ABOVE SHOULDER RESTRICTION: In your report dated __________________ , you indicate the following permanent/temporary work restriction: “Limited reach above shoulder: Intermittently (up to 50% of shift).” Please clarify as follows:

a. What arm(s) is restricted (circle one):

RIGHT ARM overhead
LEFT ARM overhead
BOTH ARMS overhead

b. Overhead work means:

What is being worked on, or touched is over the head of Mr./Ms. Name.  The restricted arm, any part of that arm, is elevated over the head.  This can be the hand, forearm etc. Is this correct interpretation?

  YES, this is the correct interpretation.

  NO, this is not the correct interpretation. This restriction is intended to restrict the following: 






























c. Limited is defined as:

i. ________ seconds at one time 

ii. ________ times in row 
iii. ________ TOTAL minutes per hour

iv. ________ TOTAL minutes per workday

v. Other / Additional Clarification: 




































6. PROPHYLACTIC RESTRICTION: In your report dated _____________ you indicate the following permanent/temporary work restriction: “Prophylactic restriction…” Please clarify as follows:

Prophylactic restrictions are understood by employers to mean that the employee MAY BE ABLE PHYSICALLY to do more than the restrictions, but to maintain the stabilization of their condition and to reduce the chance of re-injury they are NOT TO PERFORM WORK outside of the restriction. Is this a correct interpretation of your restrictions? 

 YES, this is the correct restriction that Mr./Ms. Name is NOT TO KNOWINGLY perform work outside of the restrictions I have provided. 

 NO, I use prophylactic restrictions to indicate the restrictions are to be understood as follows: 


































7. PHYSICAL INTERVENTION CLARIFICATION: In your reports dated ____________ you indicate the following permanent/temporary work restriction: “_______________________” Please clarify as follows:
As an Instructional Assistant – Special Education, some assignments may require incumbents to provide physical assistance and to physically intervene if the student is in harm’s way, or if the student is physically at risk of harming themselves or others. Is Mr./Ms. Name able to be assigned to students where he/she may need to physically restrain or intervene to assist a student who is in danger of being hurt and/or hurting others? Incumbents who are expected to perform this physical work are provided with special training. Additionally, the frequency of physical intervention may be low, but due to the nature of the assignment, if the intervention was needed, an incumbent cannot refuse to perform the work. 
Can Mr./Ms. Name perform physical intervention and /or restraining of students if there is a risk of harm to the student or others? 

 NO, these activities are outside of what is medically allowable for Mr./Ms. Name. 

 YES, Mr./Ms. Name may perform these activities unrestricted and even if they may place him/her outside of individual restrictions listed above and in my previous report as they are not expected to be repetitive activities. 

 OTHER:  












































8. TYPING / COMPUTER USE RESTRICTION: In your report dated ________________ you indicate the following permanent/temporary work restriction: “__________________.” Please clarify as follows: 

a. Keyboard Use – Typing: 
i. Mr./Ms. Name may type (depressing the keys on a keyboard) for up to _____ minutes at one time before requiring a break where the keyboard is not touched/used for ________ minutes.  

ii. Mr./Ms. Name may type (depressing the keys on a keyboard) for up to _____ minutes per hour

iii. Mr./Ms. Name may type (depressing the keys on a keyboard) for up to _____ minutes / hours (circle one) per workday.
iv. Other / Additional clarification: 






































b. Mouse Use: In addition to the time per hour and per day that Mr./Ms. Name is able to use the keyboard, please clarify mouse use: 
 Mr./Ms. Name is restricted ABLE TO use the mouse with the following hands and as defined below: 

 BOTH  LEFT,  RIGHT, 
 Mr./Ms. Name may use the mouse (holding, clicking, moving wrist, etc.) as long as the total time that he/she uses it does not exceed the limitations allowable under “keyboarding” above. 

 Mr./Ms. Name may use the mouse (holding, clicking, moving wrist, etc.) in addition to keyboard time as defined above, and within the following additional clarifications: 

i. May mouse for up to _____ seconds / minutes (circle one) at one time before requiring a break where the mouse is not used with that hand for ________ minutes.  

ii. May mouse (holding, clicking, moving wrist, etc.) for up to _____ minutes per hour.
iii. May mouse (holding, clicking, moving wrist, etc.) for up to _____ minutes / hours (circle one) per workday.  
iv. Other / Additional Clarification: 
























9. ERGONOMIC WORKSTATION ACCOMMODATION CLARIFICATION: In your report dated _____ you recommended the following accommodation: “Ergonomic evaluation of work station.” Please clarify as follows:
a. You have recommended an ergonomic workstation and suggested items such as a chair, sit/stand workstation and desk. These are accommodations. Please provide information on what work restrictions / functional limitations that your patient has that you hope will be best addressed with a change in their physical workstation. Please list work restrictions / functional limitations below (i.e. sitting, standing, bending, etc. restrictions): 

b. If the ergonomist recommends different workstation modifications than those that you suggested, is it medically appropriate to NOT implement your suggestions, but to implement those that are recommended after a personalized assessment of your patient’s desk?  
 YES, the recommendations of the ergonomist can be implemented over my suggestions after an individualized assessment of my patient’s desk/workstation. 

 NO, the suggestions that I have made must be implemented. No alternative ergonomic accommodations can implemented for the following reasons: 
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