
FUNCTIONAL CAPACITIES EVALUATION 

[COMPANY NAME AND ADDRESS] 

 

 

Patient Name________________________________________________________      Age_____      Date ______________ 

Diagnosis: ___________________________________________________________________________________________ 

Date of injury: ______________     Claim #: ______________       Patient Employer: _______________________________ 

Date(s) under the care of Physical Therapist:  Treatment(s) being rendered: 

 
Note: In an 8 hour workday “occasionally” equals 0% to 33%; “frequently”, 34% to 66%; “continuously”, 67% to 100%. 

 
1.  This patient can work:    Never  2-4 hrs/day 6 hrs/day 8 hrs/day 

Sitting              
Standing still             
Walking              

 

2.  Patient is able to:   Never  Occasionally Frequently Continuously 
Bend              
Squat              
Crawl              
Reach overhead             
Climb              
Pull/Push             
Twist              
 

3.  Patient can carry  
 0 - 10 lbs            
 11 – 25 lbs            
 26 – 50 lbs            
  51 – 100 lbs            
 

4.  Patient can use hands for repeated:   
Simple Grasp             
Fine Manipulation              
 

5.  Patient can use feet for repeated movements during 
Driving            
Foot control manipulation            
 

6.  Patient can lift   100 – 51 lbs 50 – 26 lbs 25 – 11 lbs 10 – 1 lbs 
 Floor to waist            
 Overhead            
 

RECOMMENDED DISABILITY STATUS:  Full return   Permanent and Stationary 
      Modified Duty: (comments) 
 

RECOMMENDED DURATION:  From ____/____/______  through  ____/____/______   

 

Signature of Physical Therapist: __________________________________________P.T. 

Print Name:  _________________________________________________________P.T. 


