University of Houston

Medical Certification Form

Employee Name ______________________ Department   _____________________   Title  _________________
The above employee is under my care for a diagnosed medical condition(s).  The prognosis (how long restrictions will be present) of this/these condition(s) is: _________________________________________________________

____________________________________________________________________________________________.

Attached is a copy of the employee’s job description.   Please address the limitation(s), if any, regarding job duties, requirements, and environmental conditions that the employee is having difficulty performing due to his/her condition(s) or treatment(s) of the condition(s).  Also clarify if the restriction(s) below is required or       recommended and if they are directly related to the employee’s medical condition(s).  
Endurance/Work Hours





Walking

___ needs rest break of ____ minutes every ____ hours.


___ assistive device for mobility ____________

___ unable to work full shift, but can work ____ hours a day

___ slowed pace of walking

___ must attend therapy/meetings ___ times a week


___ number of hours of walking in a day _____

___ other ________________________________________

___ continuous walking of ____ minutes

Standing







Sitting
___ total hours of standing ___ in an 8 hour day



___ total hours of sitting ____ in an 8 hour day

___ alter posture every____________________



___ alter posture every ___________________

Pushing/Pulling






Lifting/Carrying

___ can push/pull up to a maximum of:




___ can lift/carry up to a maximum of:

       __0# __10# __20# __30#   __40# __50#


 
   __0# __10# __20# __30#   __40# __50#


Shoulder/Arm/Hand use





Environment/Equipment

___ no reaching over head





___ cannot operate company vehicles

___ no extreme reaching from body




___ cannot operate power tools/machinery

___ avoid repetitive use of hand(s) __________



___ cannot work around loud noises

___ use injured had to assist only




___ cannot work in confined spaces

___ use protective splint/device on injured hand/arm


___ cannot work at heights

Lower Extremity Use


Cognitive/Emotional – Cannot perform tasks with these  

___ no bending at hip





components (circle appropriate word if not all apply)

___ no bending at knees





___ reading      writing     composing written materials

___ no squatting or crawling





___ carrying out written instructions

___ no climbing






___ performing arithmetic/mathematics calculations









___ coordinating/directing the efforts of others

Additional/Other Restrictions and/or Recommendations for Job Modification/Comments

_____________________________________________________________________________________________

_____________________________________________________________________________________________

______________________________________________________________________________________________________
Health Care Provider _____________________________________
Date _____________________





(Please print)

Signature _________________________________________
Phone Number __________________
