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SOCIATION OF WASHINGTON

== CHAMPIONS OF AFFORDABLE HOUSING





________________________________________________________________________________________________________________________________________

LIGHT DUTY JOB DESCRIPTION: Safety Monitor - Field
	EMPLOYEE NAME:  
	CLAIM NUMBER:  


DESCRIPTION OF ESSENTIAL FUNCTIONS: Visits company job sites to ensure employees are following company safety policies, applicable state or federal safety regulations and that the employees are wearing the appropriate personal protective gear.  When infractions are observed calls it to the employee’s attention and requests immediate correction.  Prepares a report with observations noted for the owner or the designated manager to review.  If the problems pose a serious hazard will call a halt to the work and call the owner for direction.  Most of the tasks involve frequent sitting (driving), standing (monitoring), gripping (driving), fine manipulation (writing) and some walking (job sites).  Bending is minimal and there is no lifting or carrying of items other than a writing device and a note pad.

IMPORTANT! Employer - you must complete the physical demands checklist below.  When you are done, send or take a copy of the completed form to the physician treating your injured worker along with a letter explaining your light duty work offer. The physician treating your injured worker is to review the job description and determine if the worker is stable enough medically to perform the duties described.  When the physician has completed their review they are to send a signed copy of this form back to you. Upon receipt of your copy you will need to send a copy to your injured worker along with a letter outlining your job offer.  Be sure to send a copy of the job description and the job offer letter to us at BIAW, P.O. Box 1909, Olympia, Washington 98507 or by FAX (360) 352-5332.    If you need assistance you can call us (BIAW) at 1-800-228-4229.  
	for each Activity listed below place a Check mark in the Column that best represents the time the worker spends doing the activity.   time is based on  an  eight hour workday           “occasionally” =  1-33%             “Frequently”=  34-66%              “Continuously”=  67-100%


	PHYSICAL  DEMANDS
	never
	occas.
	freq.
	contin.
	 Physician Comments

	Bend
	
	(
	
	
	

	Squat
	
	(
	
	
	

	Crawl
	(
	
	
	
	

	Reach above shoulders
	
	(
	
	
	

	Kneel
	(
	
	
	
	

	Stoop
	
	(
	
	
	

	Climb stairs/steps
	
	(
	
	
	

	Climb ladders/step stool
	(
	
	
	
	

	Walk on uneven ground
	
	(
	
	
	

	Other (specify):
	(
	
	
	
	

	
	
	
	
	
	


	LIFTING\CARRYING
	never
	occas.
	freq.
	contin.
	 Physician Comments

	0-5 lbs
	
	
	(
	
	

	6-10 lbs
	(
	
	
	
	

	11-20 lbs
	(
	
	
	
	

	21-25 lbs
	(
	
	
	
	

	26-50 lbs
	(
	
	
	
	

	51-100 lbs
	(
	
	
	
	

	Repeated push/pull
	
	(
	
	
	

	Repeated simple grasp
	
	(
	
	
	

	Repeated fine manipulation
	
	(
	
	
	

	Other (specify):
	
	
	
	
	


	ENVIRONMENTAL  AND EQUIPMENT EXPOSURES
	never
	occas.
	freq.
	contin.
	 Physician Comments

	Unprotected heights
	(
	
	
	
	

	Being around moving machinery
	
	(
	
	
	

	Exposure to changes in temperature and humidity 
	
	(
	
	
	

	Driving automotive equip.
	
	(
	
	
	

	Exposure to dust, fumes & gases
	
	(
	
	
	


Light Duty – Safety Monitor
Injured Worker’s Name:

L&I Claim Number:
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	SUBMITTED BY:


	DATE:

	COMPANY NAME:

	PHONE:

	COMPANY ADDRESS:


	FAX:

	CITY:                                                                                                               STATE: 


	ZIP CODE:


Modified Duty Return to Work 
(Physician’s Use Only)
I have reviewed the Job Description provided by company name and based on my evaluation  the worker

________ can perform the job duties full time. 
________ can perform the job duties on a part-time basis for _____ hours per day  _____ days per week.

Note: If  job modifications or restrictions are necessary please describe the modifications and/or restrictions that are needed below and provide an explanation of why you feel they are necessary.
___________________________________________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

________cannot perform the job duties for the following reasons: (Please provide objective medical findings)

Signature of Physician










Date

Print or Type Physicians Name and Address Below:
LD010
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