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200 Front Street West

Warkplace Safety &
Toronto ON M5V 3]1
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CSPAAT

Commission de la sécurité
professionrelle et de Fassurance
conlre les accidents du teavail

200, rue Front Ouest
Toronto ON MBV 311

Functional Abilities Form
for Timely Return to Work

The following information should be completed by the employer or the injured worker. Please read the information on the following page.

Health No.

Claim No.

|_| Initial form

|_| Follow-up form

Date of Accident Employer Telephone No. Worker's Last Name | First Name
day month year Area Code Telephone
| | ( ) Full Address (No., Street, Apt.)
City/Town Province
Employer's Name
Full Address (No., Street, Apt.) Postal Code Area Code Telephone No.
City/Town Province Postal Code ( )
Social Insurance No. Date of Birth
| | day | month | year

Accident Information(This information should be completed by the employer or the injured worker.)

Type of Job at Time of Injury (Where available, attach description of job activities) Area of Injury

The following information should be completed by the Health Professional:

1 Date of examigation on which the Area of Injury
Is the worker capable of returning to work

report is base
rl N0 | immediately without restrictions?

Rehabilitation/Treatment Required?
2 9 rl yes

If no, please complete
the next section.

rl yes rl no

Please complete where capabilities are known or limitations recommended. Note: “as tolerated' implies that
restrictions are recommended but must be quantified in the workplace.

Capabilities
Walking: short distance only I:l; as toleratedD ; other (eg. uneven groundD

Standing: less than 15 min D; less than 30 min.D . as toIeratedD ; otherD

Sitting: less than 30 minD; less than 1 hourD; as toIeratedD ; otherD

Lifting floor to waist: less than 10 Kg.D : less than 25 Kg.D ; as toIeratedD ; otherD

General Comments/Specific
Limitations

Lifting waist to shoulder: less than 10 Kg.D ; less than 25 Kg.D ; as toleratedD ; otherD

Stair climbing: none D ; 2-3 steps only D ; short flight D ; own pacﬂ . as toleratedD

Ladder climbing: noneD ; 2-3 steps only D ; 4-6 steps onIyD ; own paceD ; as toleratedD

3| Limited ability to use hand to: hold objectsD ; gripD ; typeD ; writeD
Limitations

D Bending or twisting of

D Chemical exposure to

D Operating motorized equipment

D Above-shoulder activity

D Repetitive movement of

D Environmental exposure to

D Restrictions related to medications: (specify)

D Below-shoulder activity

Exposure to vibration: high frequencyD ; low frequencyD

Limit physical exertion to: miIdD; moderateD . as toIeratedD

Recommendation for Work Hours

4 _| Full-time hours |_| Modified hours

|_| Graduated hours

5 _Ino |_|yes

Complete Recovery Expected?

Estimated Duration of Limitations

Health Professional - please complete section below for payment and send ONE copy by fax or mail to the WSIB.

Health Professional's Name (Please print) Health Profession Date of Next Appointment day month year
for Review of Capabilities | | |
Full Address City/Town Province Postal Code
Date Area Code Telephone Signature
- - >
Are you registered with the WSIB? I:l Yes I:l No If yes, please enter the WSIB Provider Billing number in box provided below:
Your own invoice No. Service date Fee code

WSIB Provider Billing No.

|mm

NN EEILE

2647A (11/00)

Copy 1-WSIB
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Functional Abilities Form
for Timely Return to Work

The following information should be completed by the employer or the injured worker. Please read the information on the reverse.

Health No.

Claim No.

|_| Initial form

|_| Follow-up form

Date of Accident Employer Telephone No. Worker's Last Name | First Name
day month year Area Code Telephone
| | ( ) Full Address (No., Street, Apt.)
City/Town Province
Employer's Name
Full Address (No., Street, Apt.) Postal Code Area Code Telephone No.
City/Town Province Postal Code ( )
Social Insurance No. Date of Birth
| | day | month | year

Accident Information(This information should be completed by the employer or the injured worker.)

Type of Job at Time of Injury (Where available, attach description of job activities)

Area of Injury

The following information should be completed by the Health Professional:

1 | Date of examination on which the
report is based

Area of Injury

Rehabilitation/Treatment Required?
2 9 rl yes

Is the worker capable of returning to work
immediately without restrictions?

rlno

rl yes rl no

If no, please complete
the next section.

Capabilities

Limitations
D Bending or twisting of

Walking: short distance only I:l; as toleratedD ; other (eg. uneven groundD

Standing: less than 15 min D; less than 30 min.D . as toIeratedD ; otherD

Sitting: less than 30 minD; less than 1 hourD; as toIeratedD ; otherD

Lifting floor to waist: less than 10 Kg.D : less than 25 Kg.D ; as toIeratedD ; otherD
Lifting waist to shoulder: less than 10 Kg.D ; less than 25 Kg.D ; as toleratedD ; otherD
Stair climbing: none D ; 2-3 steps only D ; short flight D ; own pacﬂ . as toleratedD

Ladder climbing: noneD ; 2-3 steps only D ; 4-6 steps onIyD ; own paceD ; as toleratedD

3| Limited ability to use hand to: hold objectsD ; gripD ; typeD ; writeD

D Chemical exposure to

D Operating motorized equipment

D Above-shoulder activity

Please complete where capabilities are known or limitations recommended. Note: “as tolerated' implies that
restrictions are recommended but must be quantified in the workplace.

Limitations

General Comments/Specific

D Repetitive movement of

D Environmental exposure to

D Restrictions related to medications: (specify)

D Below-shoulder activity

Exposure to vibration: high frequencyD ; low frequencyD

Limit physical exertion to: miIdD; moderateD . as toIeratedD

Recommendation for Work Hours

4 _| Full-time hours |_| Modified hours

|_| Graduated hours

5 _Ino |_|yes

Complete Recovery Expected?

Estimated Duration of Limitations

Health Professional - please complete section below for payment and send ONE copy by fax or mail to the WSIB.

Health Professional's Name (Please print) Health Profession Date of Next Appointment day month year
for Review of Capabilities | | |
Full Address City/Town Province Postal Code
Date Area Code Telephone Signature
- - >
Are you registered with the WSIB? I:l Yes I:l No If yes, please enter the WSIB Provider Billing number in box provided below:
Your own invoice No. Service date Fee code

WSIB Provider Billing No.

|mm

NN EEILE

2647A (11/00)

Copy 2 - Employer

Copy 3 - Worker

Copy 4 - Health Professional




What You Need to Know

To receive benefits under The Workplace Safety and Insurance Act, the injured worker is required
to apply for benefits within six months of the time of work-related injury or disease. At the time of
filing a claim for benefits, the injured worker must also consent to the disclosure of functional
abilities information provided by a health professional to his or her employer for the sole purpose
of facilitating return to work. Failure to file a claim or provide consent for the release of the
functional abilities information can result in no benefits. The injured worker is also required to
provide a copy of the claim and the consent to his or her employer.

Employers, workers and health professionals who have questions about the completion of this form
may call 1-800-387-0750.

Worker

* This form is to be completed by your treating Health Professional who will discuss the information with you, once
completed.

* You should contact your employer immediately to review the information on the completed form together to plan a return
to work.

Employer

* This is the information that you need about this worker's physical capabilities and limitations to plan return to work.

* When you provide this form to the treating health professional, ensure that you have attached the worker's signed
consent to the release of functional abilities information. This signed consent will either be on your Form 7,
the copy of the Form 6 that the worker must give you after filing directly with the WSIB or on the Worker's Consent
Form #1492. Where available, also attach a description of the worker's job activities to assist the health
professional in completing the form.

¢ If you have a form that is specific to your workplace and have the co-operation of the injured worker in providing
consent for the release of information on your form, you are able to use your own form. The prescribed form
that is available from the Board is a generic form developed to assist employers with general functional abilities
information and consent by the injured worker. The WSIB will pay the health professional to complete the
prescribed form only. A charge will appear on your Accident Cost statement or Schedule 2 Invoice which reflects
the cost of payment for each form completed.

¢ Do not send a copy of the completed Functional Abilities Form for Timely Return to Work to the WSIB. The Health
Professional is responsible for submission of the form.

Health Professional

* The worker has signed a consent for the release of the functional abilities information to the employer when s/he
applied for benefits. The employer will provide the worker's signed consent.

* The employer and worker will use this information to return the injured worker to suitable and available work. Their
return to work plans will reflect the physical capabilities and limitations you have noted and presume that no clinical
contraindications exist for other work activities, therefore it is crucial that both the capabilities and limitations
sections be completed in full.

* The completion of this form is based on your examination of the injured worker and does not require a specialized
Functional Abilities Evaluation.

¢ Diagnostic information must not be included.

* If you are able, please add more specific information on the duration of temporary precautions or maximum times or
weights to be considered, in section 3 under General Comments/Specific Limitations. If necessary, please attach an
additional page to this completed form to describe physical capabilities and limitations.

* This does not replace clinical reporting requirements to the WSIB.

* Once you have received the form, promptly complete it and give the worker and the employer their copies.
¢ To avoid delays or non-payment of the form insure that sections 1 through 4 and the billing section have been fully
completed.

* When faxing a completed form for payment, do not also mail the original.

The Workplace Safety and Insurance Board will pay you for this completed form when a copy is received
and you have filled in the billing sections.

Workplace Safety and Insurance Board WSIB Fax: (416) 344-4684
Simcoe Place 1-888-313-7373
200 Front Street West
Toronto ON M5V 3J1
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