PHYSICAL ABILITIES/LIMITATIONS

NAME: 









Brief statement describing present condition: 





































Please indicate which work-related activities 




 may participate in.

	ACTIVITY

Reaching above head

Bending

Lifting and carrying 5 pounds

Lifting and carrying 10 pounds

Lifting and carrying 15 pounds

Lifting and carrying 30 pounds

Lifting and carrying 40-50 pounds

Climbing ladders

Standing (1-2 Hours)

Standing (3-4 Hours)

Standing (5-6 Hours)

Working full day (8 hours)

Using hand tools (clippers, pliers)

Work activities involving mopping, sweeping, pushing industrial cleaning equipment.
	YES

____

____

____

____

____

____

____

____

____

____

____

____

____

____
	NO

____

____

____

____

____

____

____

____

____

____

____

____

____

____
	COMMENTS:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________


     Please indicate the above named person's ability to participate in the exercises listed below:

	ROUTINE EXERCISES

Stretching Exercises

Toe Touches

Sit ups with knees bent

Leg Lifts

Jumping Jacks

Brisk Walking

Running (1/4 to ½ Mile)

Jumping Exercises

Waist Twists

Side Bends
	YES

____

____

____

____

____

____

____

____

____

____


	NO

____

____

____

____

____

____

____

____

____

____


	COMMENTS:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________




ab

(02/20/2004)
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Present medications (dosage, frequency, purpose, side effects): 



























































































Please add exercises or activities that you feel may help 



 improve his/her strength and coordination: 



















































































List any restrictions/limitations on 



's physical activities: 

























































































Additional Comments: 
































































































Physician's Signature

Date
(ab)

PA/L
PHYSICAL EXAMINATION FORM FOR WAYNE INDUSTRIES

NAME: 







 
D.O.B.: 





HOME TELEPHONE: 




WEIGHT: 


HEIGHT: 


ADDRESS: 













SOCIAL SECURITY NUMBER: 





SEX: 
___ MALE  ____
    FEMALE


General Appearance: 





Abdomen: 





Blood Pressure: 






Genitalia: 





Vision: 







Hernia: 






How Determined: 





Spine: 






Hearing Acuity: 






Extremities: 





How Determined: 





Positive Neurological Findings: 



Eyes: 



Ears: 










Nose: 







Speech: 






Throat (tonsils): 






Urinalysis (if indicated): 




Mouth (teeth and mucous membrane): 



Hemoglobin (if indicated): 




Neck (lymph nodes and thyroid): 




Sickle Cell (if indicated): 




Heart: 







T.B. Skin Test or X-Ray: ___ Negative ___ Positive








Epilepsy: 





Lungs: 







Type of Seizure(s): 





Skin: 







Allergies: 





Blood Type: 













Does patient have Down's Syndrome?  ____  Yes  ____  No  If patient has Down's Syndrome and exhibits symptoms of Atlantoaxial Subluxation, give results of radiological examination. 








Are there any past injuries, past serious illnesses, recent surgery or recurring medical problems that the agency should be aware of? 






































































If medication is required, list type, dosage, purpose, and possible side effects.

	TYPE
	DOSAGE
	PURPOSE
	POSSIBLE SIDE EFFECTS
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Recommendations for improving physical health and participation in activities (such as weight control, exercise, sports): 

























































List restriction(s) and explain: (including the use of any assistive device and its care): 

































Recommendations for Specialist examinations (Physical, Occupational, or Speech Therapy, etc.): 










































































Additional Comments: 





































































THE FOLLOWING INFORMATION IS NECESSARY TO DETERMINE ELIGIBILITY FOR PROGRAM SERVICES

This individual's disability originated: 


 Before age 18



 After age 18, and 


 Is expected to continue indefinitely   
 Is not expected to continue indefinitely.

 (Please Explain) 



























(Doctor's statement of prognosis)

         (Typed or printed name of Physician)




(Signature of Physician)



      (Phone Number)





              (Date)

(Address)

(06/2008)
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PHYSICAL ABILITIES/LIMITATIONS

NAME: 









Brief statement describing present condition: 





































Please indicate which work-related activities 




 may participate in.

	ACTIVITY

Reaching above head

Bending

Lifting and carrying 5 pounds

Lifting and carrying 10 pounds

Lifting and carrying 15 pounds

Lifting and carrying 30 pounds

Lifting and carrying 40-50 pounds

Climbing ladders

Standing (1-2 Hours)

Standing (3-4 Hours)

Standing (5-6 Hours)

Working full day (8 hours)

Using hand tools (clippers, pliers)

Work activities involving mopping, sweeping, pushing industrial cleaning equipment.
	YES

____

____

____

____

____

____

____

____

____

____

____

____

____

____
	NO

____

____

____

____

____

____

____

____

____

____

____

____

____

____
	COMMENTS:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________


     Please indicate the above named person's ability to participate in the exercises listed below:

	ROUTINE EXERCISES

Stretching Exercises

Toe Touches

Sit ups with knees bent

Leg Lifts

Jumping Jacks

Brisk Walking

Running (1/4 to ½ Mile)

Jumping Exercises

Waist Twists

Side Bends
	YES

____

____

____

____

____

____

____

____

____

____


	NO

____

____

____

____

____

____

____

____

____

____


	COMMENTS:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________




(OVER PLEASE)

ab

(04/20/2001)

