.L HUMAN RESOURCES
LS Functional Assessment Form (FAF) (Part I)

. NL Health Services has alternate/modified work programs to assist employees to return to work after an injury or illness
N L Health Complete this form in its entirety: NLHS will pay the primary health care provider $20.00 for completion of this form.
SerViceS Eastern Zone: Fax completed FAF and applicable invoice to (709) 777-1610

Employee Instructions

The FAF provides the Disability Manager (DM) with information related to your functional abilities which allows a DM safely

assign work and offer early and safe return to work.

e Section 1 is to be completed in full by the employee.

e Ensure that you sign the form before you have your healthcare provider complete it.

e Your healthcare provider must complete the FAF during the period of iliness.

o Additional FAF’s will be requested at the discretion of the DM, a new FAF is not required for each visit.

o All medical information supplied will be held in the strictest confidence in the Disability Management electronic file.

e The FAF must be completed within the first five days of absense and returned to Disability Management two business days
after completion.

This Assessment is: [ Initial [l Supplementary

Section 1: Completed by the employee
Employee’s Full Name: Employee Number: Date of Birth:

Position: Program/Department: Employee Contact Information
Home Telephone:

Site: Cell:

Email:

Date of first full day of absence:| Manager's Name:

Employee’s Consent

| hereby authorize and request my treating healthcare provider to complete this form and release information concerning
my functional limitations for the purpose of assisting my employer in determining appropriate and safe return to work options
and to help determine eligibility for medical leave benefits.

Employee’s Name: Signature: Date:

Section 2: Completed by your primary healthcare provider

General Information And Prognosis For Return To Work

Date patient assessed: First date unable to work:

Is this: [ Work-related (complete MD report) [] Non-work-related [T Acute ["TRecurring " Chronic

What is the level of compliance with treatment recommendations: [ Low [ Average I High

NL Health Services is committed to providing safe and suitable work to their employees while they are recovering from ilness/
injury. In an effort to keep them connected to the workplace, can the employee return to work at this time: [1Yes [[INo

What are the recommended work hours:
[I Pre-injury/incident ~ ['1Requires reduced hours [ Requires reduced shifts

L Other:
Should hours be graduated: [ Yes [[INo

Estimate duration of current functional limitations: [ 1 to 2 days "3 to 7 days [[8 to 14 days [115 plus days

Can return to work within limitations (as outlined): [ Yes [INo
Date of next assessment: Expected date of return to work:
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.L HUMAN RESOURCES
LS Functional Assessment Form (FAF) (Part Il)

. NL Health Services has alternate/modified work programs to assist employees to return to work after an injury or illness
N L Health Complete this form in its entirety: NLHS will pay the primary health care provider $20.00 for completion of this form.
SerViceS Eastern Zone: Fax completed FAF and applicable invoice to (709) 777-1610

Functional Abilities/Limitations
Explanation of current functional limitations (check all that apply and specify details in the space provided)

Physical

[J Worker has full functional capabilities to return to work

[ Lifting restriction, specify less than: [[1101lbs [1201bs [130Ilbs [501Ibs [TAvoid repetitive lifting [[INo lifting

[J Bending/twisting restriction:

[] Standing restrictions: LI Climbing (stairs/ladders) restriction:
L] Kneeling/crouching restriction: L1 Sitting restrictions:
[ Walking restriction: LI Upper extremity restrictions:

[J Restrictions due to medications:

[ Restrictions due to environment:

[0 Other:
Psychological/Cognitive
[ Difficulty with detailed/complex tasks [ Difficulty with recalling instructions
U Difficulty with multitasking U Difficulty learning new tasks
U Easily distracted, limited focus U Difficulty with managing time
U Difficulty dealing with public U Difficulty reasoning/problem solving
[ Difficulty coping with stressors [ Difficulty with critical decision making
[ Difficulty dealing with confrontational issues L] Cognitive fatigue or difficulty concentrating

Is the patient taking any medication (prescription or non-prescription) which might impair their ability to do their job safely?
[TYes [C'No

If yes, specify:

Additional Information and/or Comments:

Healthcare Provider’s Name: Signature: Date:

Telephone: Fax:

For information or consultation regarding the FAF contact: Occupational Health Eastern Zone 709-777-7777 3-1

The information requested on this form is collected under the authority of the Access to Information and Protection of Privacy Act, 2015 (SNL2015 Chapter A-1.2)
and is needed to assess your ability to return to work. Upon receipt by Eastern Health, this information will form part of your record with the Department of
Occupation Health and Safety, and will be used to document your return-to-work progress. Your information on this form will be used by relevant individuals at
Eastern Health as needed and required while maintaining the strictest of confidence. For details on the use your information, please contact Occupational Health
at 777-7777. If you have questions regarding the authority to collect, use, or disclose the information, please contact Eastern Health’s Access and Privacy Office
at 709-777-8025.
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