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	Worker Name
	Claim Number 
	Date

	     
	     
	     

	Recommended Outcome Code 
	Recommended Outcome Code Narrative 

	     
	     

	Rationale

	     

	VRC Name 
	VRC Signature 
	VRC Phone Number 

	     
	
	     


	Medical/Physical Information

	Date of Injury
	     

	Accepted Conditions

	     

	Denied Conditions

	     

	Medical Status 
	 FORMCHECKBOX 
 Stable
	 FORMCHECKBOX 
 Unstable

	If unstable, state date of anticipated stability, if known:

	     

	Treatment Status
	 FORMCHECKBOX 
 Ongoing 
	 FORMCHECKBOX 
 Concluded

	Impact of physical and mental limitations form the industrial that affect the worker’s employability

	     


	Impact of preexisting physical and/or mental limitations or other factors as they existed at the time of injury on the worker’s employability.

	     

	Impact of physical and/or mental limitations that postdate the industrial injury and are not accepted, on the worker’s employability.

	     

	Independent Medical Exam(s): (List by date)

	     


	Physical abilities information attached:
	Claim Number

	  Yes 
	  No
	     


	Note: WAC 296-19A-010(b) states that physical and/or mental conditions that arose after the industrial injury/ occupational disease that were not caused or aggravated by the industrial injury/occupational disease are not considered in determining whether the worker is employable under the Industrial Insurance Act. However these factors may be considered in assessing an eligible workers ability to benefit from vocational rehabilitation services.

	     


	Vocational Information

	Licenses, Certificates or Registrations
	Expiration Date

	     
	     


	Education

	High School
	Graduated     
	Year       

	     
	Yes  FORMCHECKBOX 

	No   FORMCHECKBOX 

	If no, last grade completed       

	GED:
	Passed
	Year

	     
	Yes  FORMCHECKBOX 

	No   FORMCHECKBOX 

	     

	Other school or vocational training: (College, business school, military, OJT, etc.)

	Name/Type/Location
	Dates Attended

From - To
	Completed?

Yes/No(Date)
	Certificate or

Degree Issued
	Major/

Subjects

	     
	       to       
	     
	     
	     

	     
	       to       
	     
	     
	     

	     
	       to       
	     
	     
	     

	Worker Name
	Claim Number 

	     
	     

	Transcripts attached:   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Identify vocational skills acquired through work experience or education/training:

	     

	Identify demonstrated and applicable vocational skills acquired through non-work related hobbies or volunteer work:

	      

	SUPPORTING LABOR MARKET INFORMATION (Summarize the information in the labor market survey.) Per WAC 296-19A-140, also attach the full survey: 

	     

	OCCUPATIONAL POSSIBILITY: Employment the worker can perform using identified skills and physical abilities:

	     


	Worker Name 
	Claim Number

	     
	     


	Work History

	Use one work history form for each job title, beginning with the most recent.  Identify duties, skills, and equipment from the worker’s actual jobs.  Complete all sections for the JOI, complete only sections: A and C for previous and post injury jobs.


	A. Job Title 

	Worker’s Job Title
	Occupational Title and Source 

	     
	     

	B. JOI

	Employer Name
	Phone Number 

	     
	     

	JOI Work Pattern
	JOI Wages

	     
	     

	C. Employer Information

	Claim Number 
	

	Employer Name or Check box below 
	Dates (mm/yyyy) to (mm/yyyy)

	
	      /       
	      /      

	 Worker performed same job for          multiple / employers
	      to      

	DOT Code 
	Physical Demand Code 
	Adjusted Code per LMS 
	SVP Code 

	     
	     
	     
	     

	Hours / Week 
	Total Months 
	Highest # of Employees Supervised
	     

	Provide a description below of the worker’s actual job duties.  Occupational resource information such as DOT,

O*Net can be used to assist the worker in identifying specific job duties.  Do not copy and paste DOT,

O*NET, GOE codes, or other occupational resource information into this section.

	Describe actual duties and skills identified by the worker and / or employer:

	     

	Desired / required abilities and qualifications:

	     

	Equipment and machinery used:

	     

	Physical Demands and Source:

	     

	Claim Number
	     


	Employer Contact

	Name 
	Title 
	Date

	     
	     
	     


	Results of Exploring First Four Return to Work Priorities:  (RCW 51.32.095[2])

	1.
	  Yes 
	  No 
	a.
	Same Job, Same Employer 

	2.
	  Yes 
	  No 
	b.
	Modified Job, Same Employer 

	3.
	  Yes
	  No
	c.
	New Job, Same Employer 

	4.
	  Yes 
	  No 
	d.
	Modified New Job, Same Employer 

	Comments on Results 
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