Form 411-1

NORTHERN LIGHTS SCHOOL DIVISION #113

Medical Report Form - All Employees

EMPLOYEE TO FILL IN:
NAME:                                                




POSITION: 

          please print

DATE:                             



SCHOOL/OFFICE: 

Please indicate below your teaching/work assignment and the physical requirements of the teaching/work assignment you were able to perform immediately prior to ceasing work.

Sitting (hours)               


Standing (hours) 

WORK ASSIGNMENT

Teaching:




Non-Teaching:
Elementary   
(



Janitorial      
(
Middle Years 
(



Maintenance     
(
High School  
(



Clerical/Office 
(
Other: (please state)



Other: (please state)


Lifting
     Occasional    Frequent     Constant
( 10 lb.

(

    (

     (
( 20 lb.

(

    (

     (
( 50 lb.

(

    (

     (
( 100 lb.
(

    (

     (
> 100 lb.
(

    (

     (
Other than pain, why did you discontinue work?

What date did you cease work because of sickness or disability?

HISTORY

When did symptoms first appear or accident happen?

Have you ever had same or similar conditions?  Yes (   No (
If yes, please state when and describe treatment and result:

PROGNOSIS

Are you now able to perform current teaching/work assignment? Yes (  No (
If yes, please provide expected date of return: 

If no, are you able to perform any other teaching/work assignment?  Yes (   No (
If yes, what kind of work?

EMPLOYEE SIGNATURE

DATE

PHYSICIAN TO FILL IN:
MEDICAL EXAMINATION INFORMATION

1.
Date of First Visit: 

2.
Date of Last Visit: 

3.
Frequency of Visits:  Weekly (   Monthly (   Other (
4.
When did you recommend reassessment?

5.
Is this case one for review by a specialist?  Yes (   No (

If yes, give particulars:

PRESENT CONDITION

1.
Describe present condition and give diagnosis: (if psychological give DSR III R classification)

2.
Are there any other conditions or complications that might affect the duration of absence from work?   Yes (   No (

If yes, give particulars:

PROGRESS

1.
Has patient:  ( recovered  ( improved  ( not improved  ( retrogressed

2.
Describe active treatment program, and timeline:

3.
Describe anticipated outcome of treatment, including whether treatment will result in:


( Full Recovery


( Partial Recovery


( Permanent Impairment
( Conditions Absolutely Contraindicated

REMARKS

Please provide any comments and/or further details which you feel would be helpful:

PHYSICIAN NAME AND ADDRESS (please print):

                                                 Phone:                                    

                                                 Fax:                                      

                                                 Specialty:                                

                                                                                           

PHYSICIAN SIGNATURE       DATE

The Board  reserves the right to obtain an independent opinion.  If the physician requires more specialty information about the nature of the patient's duties, please contact the Northern Lights School Division #113 Board.

Please mail to:
Northern Lights School Division #113



Attention:  Secretary Treasurer


Bag Service 6500, La Ronge, SK     SOJ 1LO






