
Work Capacity Document  
 

 

 To be completed by the employee’s treating Medical Practitioner to assist in the development of a meaningful Return to Work Program. 
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gggg 

 

 

Following an examination of the worker and a review of the physical demands of the workers role (where provided), it is my 
opinion that he/she is currently:  

 Fit for normal duties Date:  From       

 Totally unfit for any work duties Date:  From                 To       

 Fit for alternative duties as per the work restrictions outlined below Date:  From                 To       

Work Restrictions Normal Restricted Comments: 
Work hours   _____ hours per shift 
Shift Type        Day Shift Only     Night Shift Only    
Lifting and carrying   _____kg frequently  /  _____kg occasionally 
Bending and Twisting      
Stair Climbing    
Ladder Climbing    
Sitting (consider duration )    
Standing (consider duration )    
Walking (duration / uneven ground)    
Squatting / Crouching    
Kneeling     
Above shoulder height work    
Working at reach    

Specific task restrictions (vibration, tool use, grip, push/pull, repetition) 
 
 
 
 
 
 
 
 
Travel restrictions Comments: 
Is the employee fit to travel on an aircraft?  Y  N  
Is the employee fit to drive a manual industrial vehicle?  Y  N  
Is the employee fit to work in remote locations?  
(consider thermal stress / limited access to facilities)  Y  N  

Personal Protective Equipment Comments: 
Is the employee restricted from using PPE? (Please tick those which apply)  

 Safety Hard Hat 
 Safety Glasses 

 Safety Gloves 
 Safety Boots 

 Hearing Protection 
 Respiratory/Face Mask 

 
 

Employee Details 
Name:       Work Location:       

Job title:       Roster:       
Injury/Illness:       Hours of work :       

D.O.I.:       Job Role Profile Attached  Y / N 

Treating Medical Practitioners Details 
Name:       Examination Date:       

Practice:       Next appointment:       

Signature:  Date signed:  


