NTD Questionnaire for Return to Work Planning
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· What is the injured workers current diagnosis?

· For the purposes of this Workers Compensation claim are you the Nominated Treating Doctor?

· Is the injured worker receiving or going to receive any treatment in regards to the injury (such as physiotherapy, hydrotherapy, Splinting, chiropractic treatment)?

·  How often or frequent does the injured worker require this treatment?(So we can manage and are aware of appointment times)
· Are there any pre-existing medical conditions that may delay recovery?(OHS purposes to make sure our worker is not at risk)
· Please advise on the prognosis and the recovery time frame for this injury? When will the injured worker return to pre injury duties?

· We have ample suitable duties, what physical restrictions would you place on your patient?
From when (date) could they perform these duties? 
/
/

Please also indicate hours per day_____ and days per week_____

· What is your treatment plan?

General Comments:

Doctor's Signature:_______________________________

Date: 

/
/


Thank you for your assistance in this matter.

