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EMPLOYEE

To initiate this request, please complete and sign the Release of Information portion of this form and have your physician or medical provider complete the remainder of the form.  A copy of this form MUST be given to your District Extension Director, County Extension Director and the original sent to the Leave Administrator, College of Agriculture and Life Sciences Personnel Office, Campus Box 7917, Raleigh, NC 27695-7917.  Questions may be directed to this office at (919) 515-2708.

Release of Information:

I, _______________________________________, hereby authorize the release of the following information to NCSU, College of Agriculture and Life Sciences Personnel Office for the purpose of determining my work limitations and reasonable accommodations upon my return to active employment status if applicable.

________________________________________________    __________________________________

Employee Signature                                                                                             Date of Signature


To the Diagnosing Professional

To ensure reasonable and appropriate accommodations, employees must provide current documentation of limitations.  Please give us information on the level of activity the employee can undergo upon return to work.  As the diagnosing professional, you are asked to fully complete all sections of this form.  Additional reports or information can be attached if necessary.  Thank you in advance for your assistance.

Substantial Functional Limitations

Definition: Employee is significantly restricted in comparison to the average person in the general population as to the conditions manner, or duration under which activities can be performed.

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

 FORMCHECKBOX 

May resume work immediately, no restrictions.

 FORMCHECKBOX 

May resume work immediately with the following restrictions (NCSU will attempt to work within restrictions set by physician):


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


 FORMCHECKBOX 
 Light work (lifting less than 20 lbs.)


 FORMCHECKBOX 
 Medium work (lifting less than 50 lbs.)


 FORMCHECKBOX 
 Heavy work (lifting less than 100 lbs.)

 FORMCHECKBOX 
 He/she is released to work:

 FORMCHECKBOX 
 

 Hours per day


 FORMCHECKBOX 
 His/her normal shift




 FORMCHECKBOX 
 Repetitive Motion Restrictions
	Frequency
	Left
	Right 

	Occasional <33% of time
	
	

	Frequent 34-66% of time
	
	

	Constant 67-100% of time
	
	


 FORMCHECKBOX 
  He/she may return to work at full duty on (date) 





 FORMCHECKBOX 
  He/she has a return appointment on (date) 



 at (time) 



Are there any activities or situations that should be avoided or that would present a significant risk of serious injury or death for the employee?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are there any reasonable expectations for the employee’s workload?  If so, please list your recommended accommodations

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Thank you for your assistance in providing this information.  Please return this form to the employee.
Name: _______________________________________ Phone: _________________________________________

Certifying Qualified Medical Provider/License Number: ______________________________________________

Business address: ____________________________________________________________________________

____________________________________________________  ________________________________________

Signature                                                                     

       Date of Signature
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