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TASK ANALYSIS OF EMPLOYEE


To be completed by Employer:

	Employee Name:
	Employee  Phone #:

	Agency/Unit:
	IWIF Claims # (if applicable):

	Agency Contact:
	Agency Contact Phone #: 


Job Title ___________________ General Description/Purpose____________________________________
______________________________________________________________________________________

To be completed by Employee’s Treating Health Care Provider:  This document, in addition to establishing certain baseline performance levels, details the frequency, effort, and length of time spent on routine tasks associated with the employee’s job responsibilities.  For each task please respond to the questions regarding the employee’s ability to perform the duty as outlined.  If employee can perform the duty with accommodation, please specify.  If employee cannot currently perform the duty please list anticipated date or time frame when employee may perform the duty, with or without accommodation.  Some duties may only be performed on site and require regular attendance in order to provide consistent staffing, so please indicate the employee can consistently report to work to perform the required duty.  
ASSESSMENT OF EMPLOYEE’S GENERAL CAPABILITIES

	ACTIVITIES
	Constantly (67%-100%)
	Frequently (34%-66%)
	Occasionally (0%-33%)
	Not at all

	BENDING
	
	
	
	

	SQUATTING
	
	
	
	

	CLIMBING
	
	
	
	

	TWISTING
	
	
	
	

	CRAWLING
	
	
	
	

	BALANCING
	
	
	
	

	KNEELING
	
	
	
	

	
	
	
	
	

	LIFTING/CARRYING
	Constantly (67%-100%)
	Frequently (34%-66%)
	Occasionally (0%-33%)
	Not at all

	0-10 lbs
	
	
	
	

	11-20 lbs
	
	
	
	

	21-50 lbs
	
	
	
	

	51-100 lbs
	
	
	
	

	Over 100 lbs
	
	
	
	

	
	
	
	
	

	
	Pushing/Pulling
	Grasp/Lift/Carry
	Finger/Feel
	Reach Up
	Use Feet

	RIGHT
	YES
NO
	YES
NO
	YES
NO
	YES
NO
	YES
NO

	LEFT
	YES
NO
	YES
NO
	YES
NO
	YES
NO
	YES
NO

	
	
	
	
	
	

	REPETITIVE MOTIONS INCLUDING KEYBOARDING:

	   Right Hand/Wrist
	_____ minutes/hour
	_____ total hours
	_____ no restrictions

	   Left Hand/Wrist
	_____ minutes/hour
	_____ total hours
	_____ no restrictions

	
	
	
	

	ENDURANCE:  Please indicate the number of hours per day to which these activities should be limited.

	HOURS
	1
	2
	3
	4
	5
	6
	7
	8

	SIT
	
	
	
	
	
	
	
	

	STAND
	
	
	
	
	
	
	
	

	WALK
	
	
	
	
	
	
	
	

	DRIVE
	
	
	
	
	
	
	
	


Specific Task Analysis for this Employee’s Position: 

Task is defined as one of the distinct activities that constitute logical and necessary steps in the performance of a job (i.e.: essential job functions). A task analysis, for the purpose of this section, is the evaluation of the physical requirements of each task of a particular job or work assignment.

_________________________________________________________________________________

Employer should describe the employee’s job at the time the absence began (attach MS-22 if available).
Health Care Provider should determine employee’s ability to perform the tasks specified below. 

Description of Tasks (use additional pages as needed):

 

 Is the Employee capable of performing the following task?

YES/NO
1)  ____________INSERT JOB TASK_________________________________.
If the employee is able to perform these duties in a modified capacity, what limitations/modifications are necessary?  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
If the employee is not currently able to perform the duties what is the anticipated date the employee will be able to perform the duties with or without a modification?____________________________
__________________________                              ______________________________

 Is the Employee capable of performing the following task?

YES/NO

2)  ____________INSERT JOB TASK_________________________________.
If the employee is able to perform these duties only in a modified capacity, what limitations/modifications are necessary?  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

If the employee is not currently able to perform the duties what is the anticipated date the employee will be able to perform the duties with or without a modification?____________________________

__________________________                              ______________________________

 Is the Employee capable of performing the following task?

YES/NO

3)  ____________INSERT JOB TASK__________________________________
If the employee is able to perform these duties only in a modified capacity, what limitations/modifications are necessary?  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

If the employee is not currently able to perform the duties what is the anticipated date the employee will be able to perform the duties with or without a modification?____________________________

__________________________                              ______________________________

 Is the Employee capable of performing the following tasks
YES/NO

4) ____________INSERT JOB TASK_________________________________.


If the employee is able to perform these duties only in a modified capacity, what limitations/modifications are necessary?  ________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________

If the employee is not currently able to perform the duties what is the anticipated date the employee will be able to perform the duties with or without a modification?____________________________

__________________________                              ______________________________

Describe any Special Tools & Equipment not captured above: ____________________________
_________________________________________________________________________________
_________________________________________________________________________________

Describe Special Demands not referenced above: ______________________________________
_________________________________________________________________________________
_________________________________________________________________________________
This employee may work a total of ________ hours per day, and a total of___________ days per week. 

Date absence began: ____________________Date of Exam:  ________________________ 

Date of Next Appointment (if needed):  ______________________
	    Prognosis, Treatment Plan  & Anticipated Maximum Medical Improvement date (attach additional pages as

    needed):




Health Care Provider’s Signature & Credentials:
Date:
___________________________________________________
________________________________

Health Care Provider’s Printed Address:
Phone Number:

____________________________________________________
________________________________

____________________________________________
This form must be completed and returned within 14 days from the date of receipt to:  

Name:

Agency:

Title: 

Address:

Phone:

Facsimile: 
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