EMPLOYEE:




CLAIM #
KING COUNTY JOB ANALYSIS HAND-USE ADDENDUM COMPLETED ON:

JOB TITLE:




DOT #:

EMPLOYEE:




CLAIM #

Job Analysis Hand Usage Addendum


[image: image1.png]King County




    ALTERNATE FORMAT AVAILABLE


THIS FORM IS FOR FINAL DRAFTS

When using it, delete all words that do not apply to the job 

Please delete this box before finalizing.
THIS ADDENDUM IS FOR REVIEW WITH THE FOLLOWING JOB ANALYSIS:

JOB TITLE



JOB CLASSIFICATION
DOT TITLE



DOT NUMBER

DEPARTMENT


DIVISION

CONTACT’S NAME & TITLE






VRC NAME







DATE COMPLETED 

ADDENDUM CONTACT’S NAME & TITLE






CONTACT’S PHONE
ADDRESS OF WORKSITE 

VRC NAME







DATE COMPLETED 

PHYSICAL DEMANDS AS JOB IS TYPICALLY PERFORMED

Continuously = occurs 66-100% of the time

Frequently = occurs 33-66% of the time

Occasionally = occurs 1-33% of the time

Rarely = may occur less than 1% of the time

Never = does not ever occur (such demands are not listed)

Highly Repetitive = Repeating the same motion every few seconds with little or no variation for more than two hours total per day.   

Handling with weight

Continuously  Frequently  Occasionally  Rarely 
   & Highly Repetitive

of    with weights between   and     for      at a time for up to       total in a work shift while      

Pushing/pulling with resistance

Continuously  Frequently  Occasionally  Rarely 
   & Highly Repetitive

of     with a force of    for      at a time for up to       total in a work shift while      

Feeling with fingertips

Continuously  Frequently  Occasionally  Rarely 
   & Highly Repetitive

of     for      at a time for up to       total in a work shift while      

Fine finger manipulating
Continuously  Frequently  Occasionally  Rarely 
   & Highly Repetitive

of     for      at a time for up to       total in a work shift while      

Tip pinching
Continuously  Frequently  Occasionally  Rarely 
   & Highly Repetitive

of     for      at a time for up to       total in a work shift while      

Three-point pinching
Continuously  Frequently  Occasionally  Rarely 
   & Highly Repetitive

of     for      at a time for up to       total in a work shift while      

Lateral pinching
Continuously  Frequently  Occasionally  Rarely 
   & Highly Repetitive

of     for      at a time for up to       total in a work shift while      

Pulling with finger (s)

Continuously  Frequently  Occasionally  Rarely 
   & Highly Repetitive

of     for      at a time for up to       total in a work shift while      

Spherical grasping
Continuously  Frequently  Occasionally  Rarely 
   & Highly Repetitive

of     for      at a time for up to       total in a work shift while      

Cylindrical grasping 
Continuously  Frequently  Occasionally  Rarely 
   & Highly Repetitive

of     for      at a time for up to       total in a work shift while      

Fine grasping
Continuously  Frequently  Occasionally  Rarely 
   & Highly Repetitive

of     for      at a time for up to       total in a work shift while      

Hand writing

Continuously  Frequently  Occasionally  Rarely 
   & Highly Repetitive

of     for      at a time for up to       total in a work shift while      

Hook grasping
Continuously  Frequently  Occasionally  Rarely 
   & Highly Repetitive

of     for      at a time for up to       total in a work shift while      

Gripping & twisting
Continuously  Frequently  Occasionally  Rarely 
   & Highly Repetitive

of     for      at a time for up to       total in a work shift while      

Gripping & torquing
Continuously  Frequently  Occasionally  Rarely 
   & Highly Repetitive

of     for      at a time for up to       total in a work shift while      

Kneading

Continuously  Frequently  Occasionally  Rarely 
   & Highly Repetitive

of     for      at a time for up to       total in a work shift while      

SIGNATURES
Signatures on this page are obtained before the document becomes available for use and are not required each time the document is reused.  Obtained signatures are kept on file at King County Safety & Claims.  The Health Care Provider signature section is separate and appears on the following page.
_________________________________________________________________________

Printed name & title of VRC evaluator


_________________________________________


____________________

Signature of VRC evaluator





Date

_________________________________________________________________________

Printed name & title of contact

_________________________________________


____________________

Signature of contact






Date

_________________________________________________________________________

Printed name & title of employee






_________________________________________


____________________

Signature of employee






Date

HEALTH CARE PROVIDER SECTION

Check all that apply

 FORMCHECKBOX 

The employee is released to perform the described physical demands without restrictions on performance or work hours as of __________.

 FORMCHECKBOX 

The employee is released to perform the described physical demands on a reduced schedule as of _____________________.  The recommended schedule is: ______________________________________________________________________________________________________________________

 FORMCHECKBOX 
  Temporary until ______
 FORMCHECKBOX 
  Permanent as of ______

 FORMCHECKBOX 

The employee is released to perform the described physical demands with the following modifications:

 FORMCHECKBOX 
  Temporary until ______
 FORMCHECKBOX 
  Permanent as of ______

 FORMCHECKBOX 

The employee is not released to perform the following physical demands described in this document:

 FORMCHECKBOX 
  Temporary until ______

 FORMCHECKBOX 
  Permanent effective ______

 FORMCHECKBOX 

The employee is unable to work in any capacity.  

A release to work is:   FORMCHECKBOX 
  anticipated by ______
 FORMCHECKBOX 
  Not expected

The limitations are due to the following objective medical findings: ___________________________________________________________________________________________________________________________________________________________________________________________________________________________

_________________________________________________________________________

Printed or typed name and phone number of Health Care Provider

______________________________________________
_________________________

Signature of Health Care Provider



Date
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