







Medical Authorization Form # ______________

Medical Authorization and Attending Physician’s Report

EMPLOYER, PLEASE COMPLETE         

Name of Employee/Patient: Last
First:



Date of Injury:                                    
Social Security Number:



Name of Employer/Company:


Employee Signature:

Employer:  Prior to using this form for an injured employee, briefly identify activity that would meet possible work restrictions.  Work with your Claims Representative or Loss Control Specialist.

              Sedentary 
               Light
             Medium
                    Heavy
















AUTHORIZED PHYSICIAN, PLEASE COMPLETE

_________________________________________ has been treated today ______________________200 __ for

_____________________________________________________________________________________________

A post accident drug test (check one) has __________ has not __________ been completed.

In accordance with this patient’s physical capability, check all that apply:


_____ Arm/Wrist/Hand (L/R/Both)

______Leg/Ankle/Foot (L/R/Both)


_____ Back



______Other (specify) _______________________________

(  May resume work immediately, no restrictions

(  May resume work immediately with the following restrictions:

· Sedentary work (sitting, occasional walking, standing, lifting, less than 10 lbs.

(
Lt. Work 10 lbs. _________ Med. Work 50 lbs.________ Heavy work 100 lbs. __________

· No forceful/repetitive use

      (
No work at unprotected heights                  (  No Use

· No driving vehicles

      (
No reaching above shoulder level

· No lifting over ______ lbs.
      (
Sitting at least _____%

· No exposure to dust/fumes/gases
      (
No exposure to hazardous machinery

· Continuous elevation

      (
Must wear splint/cast

· Repetitive Motion Restrictions

Frequency
Left ____________________
Right ____________________

Occasional (33% of time



Frequent      34-66% of time



Constant      67-100% of time



· He/she may return to work _____ hours per day        
         ( His/Her normal shift

· He/she has a return appointment on (date)__________________ (time) _____________________

Medications Administered:
____________Yes
___________ No

____ Sedative/Pain Medication       Name & Strength  _________________________________________________

____ Muscle Relaxant

Name & Strength  _________________________________________________

____ Anti-Inflammatory Med.
Name & Strength  _________________________________________________

____ Antibiotic


Name & Strength  _________________________________________________

____ Tetanus Shot

Treatment: _______ Splint     _______Cast     ______ Sling   ______   Ace Bandage Wrap  _____Wound Dressing

______Crutches   ______Sutures   _______X-Rays   _____(No)  _____ (Yes)   If yes, _____Positive or 

______Negative   ______Other (please specify)_______________________________________________________

_____________________________ 
___________________
        ________________________________

Physician’s Signature


 Date


        Physician’s Name (Type or Print)

DISTRIBUTION INSTRUCTIONS:

This form must be returned to the employer the same day of treatment.  Distribute as follows:

Original  NCDA&CS Worker’s Comp. Administrator 


Copy: Key Risk Management Services



Key Risk Management Services, Inc., P.O. Box 49129, Greensboro, NC 27419  1-800-942-0225

NC Department of Agriculture & Consumer Services, P.O. Box 27647, Raleigh, NC 27611 1-919-733-7125
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