
                                                           Mount Holyoke College                                                     0002 
INITIAL/SUPPLEMENTAL MEDICAL TREATMENT FORM 

 
EMPLOYEE:______________________________     DATE OF INJURY:___________________________ 
DATE OF EXAM:__________________________    TIME ARRIVED:_____________________________ 
DESCRIPTION OF ACCIDENT:______________    TIME DEPARTED:___________________________ 
INITIAL COMPLAINT/CONTINUEDCOMPLAINT:__________________________________________________ 
______________________________________________________________________________________________ 
DIAGNOSIS:___________________________________________________________________________________ 
 
[   ] Direct result of single accident      [   ]  Cumulative condition 
[   ] Chronic/recurring disease       [   ]  Toxic/hazardous substance 
 
TREATMENT/MEDICATION:_____________________________________________________________________ 
_______________________________________________________________________________________________ 
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[   ] EMPLOYEE CAN RESUME REGULAR WORK IMMEDIATELY 
[   ] EMPLOYEE CAN RESUME ALTERNATE WORK IMMEDIATELY 
 
WHAT EMPLOYEE CAN DO: 
 
Activity Duration   Activity Duration 
 
Walking ______________  Reaching ______________ 
Standing ______________  Stooping ______________ 
Sitting  ______________  Climbing ______________ 
Bending ______________  Driving ______________ 
Answering phone  ___________ 
 
[   ] Sitting Work Only   [   ] Lifting up to: _________    5 lbs. 
[   ] Sit and Stand as Needed          _________  10 lbs. 
[   ] No Work            _________  15 lbs. 
[   ] Dry Work                       _________  20 lbs. 
[   ] As much as splint/bandage permits        _________  25 lbs. 
[   ] Other:_______________________  [   ] Avoid overhead reaching 
F EMPLOYEE IS UNABLE TO RETURN TO WORK IMMEDIATELY

HEN CAN EMPLOYEE RETURN TO ALTERNATE DUTY:  ______________________________ 
HEN CAN EMPLOYEE RESUME REGULAR WORK:    ______________________________  
EXT FOLLOW-UP APPOINTMENT:     ______________________________ 

ROVIDER SIGNATURE: ________________________________________________________________________ 
OCTOR’S ADDRESS:  __________________________________________________________________________  
………………………………………………………………………………………………………………………………... 

EMPLOYEE RELEASE 
 

    I hereby authorize the release of any and all requested medical information concerning my injury or illness 
of_____________________ to my employer and it’s authorized representatives.  A photocopy of this release shall 
serve and be as valid as the original.  This release shall be valid until withdrawn by me in writing. 

MPLOYEE SIGNATURE _________________________________________________ Date:____________________ 
 
Instructions: White to: Human Resources, Canary to: CCMSI, 100 Quannapowitt Parkway, Suite 201, Wakefield, MA 01880 
Pink to: Supervisor, Goldenrod to Employee 


