State of Oregon Print Clear Form Client Name (Last, First, M.1.) Insured’s ID (Prime No)
Department of Human Services
Division of Medical Assistance Programs

SSN Date of Birth
Ph - | R d I F t Agency Use Only
ys":a esidua uncton Program | Branch | Case Number Wkr ID
CapaCIty Report Case Name Date Completed[Filing Sec
10-25-2009 5

Exertional Limitations

See patient name above. Please indicate the patient’s ability to perform the functions listed below without experiencing severe
palpitation, pain, fatigue, nausea with vomiting or difficulty breathing. Based on an 8-hour day.

1. Occasionally (2 hours or less) lift and/or carry, maximum:
U Less than 10 pounds O 10 pounds 0 20 pounds 1 50 pounds U 100 pounds or more

2. Frequently (6 hours or more) lift and/or carry, maximum:
U Less than 10 pounds O 10 pounds O 25 pounds U 50 pounds or more

3. Stand and/or walk (with normal breaks) for a total of:
U less than 2 hours in an 8-hour workday U medically required hand-held assistive
U at least 2 hours in an 8-hour workday device is necessary for ambulation
U about 6 hours in an 8-hour workday

4. Sit (with normal breaks) for a total of:
U less than about 6 hours in an 8-hour workday U must periodically alternate sitting and
U about 6 hours in an 8-hour workday standing to relieve pain or discomfort

5. Push and/or pull (including operation of hand and /or foot controls)
O unlimited, other than as shown for lift and/or carry U limited in lower extremities
U limited in upper extremities

Postural Limitations

a None established

Limitation Frequently Occasionally Never
1. Climbing (ramp, stairs, ladder, rope, scaffolds) Q Q Q
2. Balancing Q Q Q
3. Stooping Q Q Q
4. Kneeling a a Q
5. Crouching Q Q Q
6. Crawling Q Q Q
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Manipulative Limitations

a None established

Limitation Frequently Occasionally Never
1. Reaching all directions (including overhead) Q Q Q
2. Handling (gross manipulation) Q Q Q
3. Fingering (fine manipulation) Q Q Q
4. Feeling (skin receptors) a a a

Environmental Limitations

a None established

Avoid Avoid

No Frequent Occasional Avoid All
Limitation Restriction Exposure Exposure Exposure
1. Extreme cold a a Q Q
2. Extreme heat EI EI EI EI
3. Wetness a a a a
4. Humidity a a a Q
5. Noise EI EI EI EI
6. Vibration a Q Q Q
7. Fumes, odors, dusts, gases, poor ventilation, etc. U Q Q Q
8. Hazards (machinery, heights, etc.) Q Q Q Q

Diagnosis Prognosis

How long do you expect this condition to last?

Date of disability onset . . .

Is patient compliant with treatment? Q Yes U No
Would you recommend a psychological evaluation? Q Yes U No
Additional Comments
Physician Name (Please type or print) Address
Signature Date
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