Physician’s Verification of Examination and Work Directive
Jeffersontown Fire Department Employees
The following patient _______________________________ was seen in my office on

___________________________.   Based on this visit/examination it is my recommendation that the above individual be excused from work for the time period listed below: ________________________________________________________________________
· The dates shown, occurred prior to this visit date and/or includes the visit date.  My recommendation to excuse his/her absence is attributed to the condition for which I am seeing the patient.  
· Realizing that the above listed individual is a firefighter and having been made aware of the essential functions of his/her position the following initialed box represents my directions relevant to his/her work assignment beyond this date.


He/She should remain in a position considered “light duty” (if available) until otherwise directed.  Restrictions (if any): ________________________________________________________________ 


He/She should remain off duty completely (light duty and full active duty) effective _________________________ and until otherwise directed.

He/She is capable of engaging in full duty and of performing the duties identified in their specific job.

The patient by the signature provided has authorized me (physician) to send my medical records (including but not limited to: medical history, examination results, X-rays, lab studies and/or treatment) pertaining to this visit/off time reference to the Medical Advisory Team of the Jeffersontown Fire Department  as requested.:  
Occupational Physicians Service of Louisville (OPS)
3430 Newburg Road – Suite 106

Louisville, KY   40218-2445

Signature of patient: ____________________________________Date:________________
Physician Information:          
_________________________________                

                                  


 (printed or typed written name of physician)

_________________________________      

                                                     


  (street address)
_________________________________
                                                      

 (city, state & zip
_________________________________

                                               


(office telephone number)

Signature of Physician_____________________________________Date:______________
This form is to be faxed to Lt. Col. Randy Lawson @ (502)267-5217 and (OPS) @ (502)451-1181
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