West Central Georgia Regional Hospital

ATTENDING PHYSICIAN’S STATEMENT

(PLEASE USE BLACK INK)




Date: ________________

Name: ____________________________________________________  SSN: ___________________________________

Address: ___________________________________________________________________________________________

DOB: _______________   Race: _________________     Sex: _______________    Home Phone: ____________________

State what part of body injured:_________________________________________________________________________

MEDICAL SECTION  (TO BE COMPLETED BY EXAMINING PHYSICIAN)

DIAGNOSIS _______________________________________________________________________________________



  IS INJURY OR CONDITION WORK RELATED  ______ Yes    ______ No

Extent of injury: (please check one)

ڤ  No apparent injury

ڤ  Treated and dismissed.  No follow-up needed

ڤ  Treated, up to two (2) follow-ups needed

ڤ  Major injury, multiple follow-up visits and/or hospitalization needed

Disposition (Please check all which apply)

ڤ  Returned to work, no restrictions

ڤ  Returned to work, with the following restrictions ____________________________________________________________________

ڤ  Unable to return to work until (date) ___________________________

ڤ  Referred to _______________________________________________

ڤ  Hospitalized at ____________________________________________

Comments_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________

______________________________________________________

             Date and time of examination



                                      Physician’s Signature

· Original report & Georgia Activity Analysis Form given to employee to take to panel physician for completion, Employee to return completed forms to HR office.

· Duplicate report  to be submitted by Supervisor to Human Resources on day of injury or, if after hours, the next work day.
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