Capacity information form
Worker’s name:________________________________

Following my clinical examination and review of the clinical notes, I consider the worker has the ability to perform the following:
	Posture and movement
	Capacity
	Minutes/hours at a time
	Total hour/days

	Sitting
	Yes     No 
	
	

	Standing
	Yes     No
	
	

	Walking
	Yes     No
	
	

	Climbing
	Yes     No
	
	

	Squatting
	Yes     No
	
	

	Kneeling
	Yes     No
	
	

	Stooping
	Yes     No 
	
	

	Forward reaching
	Yes     No 
	
	

	Overhead reaching
	Yes     No 
	
	

	Repetitive upper limb movements
	Yes     No 
	
	

	Sustained gripping
	Yes     No 
	
	


	Strength and endurance
	Capacity
	Height
	Weight
	Frequency

	Lifting: Floor to waist
	Yes     No 
	
	
	

	Lifting: Mid–thigh to shoulder
	Yes     No
	
	
	

	Lifting: Above shoulder level
	Yes     No
	
	
	

	Carrying 
	Yes     No
	
	
	

	Pushing
	Yes     No
	
	
	

	Pulling
	Yes     No
	
	
	


	Specific tasks
	Capacity
	Minutes/hours at a time

	
	Yes     No 
	

	
	Yes     No
	

	
	Yes     No
	

	
	Yes     No
	

	
	Yes     No
	


Comments___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Doctors Name:________________________
Signed:______________________________       Date:________________________

Please fax back to Company Name on fax number 

