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                           FINDINGS REPORT 

               
 

 

Employee Name:_____________________________________ Job Title:_______________________________________ 
 

Email Address:________________________________Employee Number: ______________ Phone:_________________ 
 

Street Address:_______________________________________City:____________________State: _____ Zip:_________ 
 

Department Number: ___________________________ Position / Item Number:________________________________ 
 

Date of Birth: __________________________________ Date of Evaluation: ____________________________________ 
 

 

Employee seen at:    ☐ Glendale         ☐ Glendale Mobile Unit          ☐ SCV           ☐ Concentra:________________                 
 

Examiner’s Determination (please initial your choice): 
 
 

_________ No NEW Work Restrictions - The employee may continue working without new restrictions.    
                          Any previously assigned restrictions will remain in place. 
  

 

_________  The employee was issued the following NEW work restrictions: 

                         ________________________________________________________________________________________ 

                            ________________________________________________________________________________________  

                                    The work restrictions are:   □Permanent    □Temporary through________________(date) 

_________ Indeterminate - I am unable to make a determination due to the following. (Do not list any private or 
protected medical information, including diagnosis, condition, or treatment information.) 

                          __________________________________________________________________________________ 

                         Employee has been instructed to provide additional medical information to the Clinic. 
 

 

Examiner’s Name: _______________________________________________________________________________ 
 

Examiner’s Signature: _______________________________________________Date:__________________________ 
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