	Washoe County Sample of Fitness for Duty and

Essential Job Functions Worksheet for Employee 

	Job Classification: 

	The following are general tasks performed as a ______ in the ______ office.  The time-spent column provides the supervisor’s best estimate of the percent of the time spent performing each task listed. 

Time Spent/Supervisor Review:

Use E    = Major focus of Job/Position,

Use NE  = Minor focus of Job/Position (can easily be assigned to another position)


	Tasks

Note: all tasks listed below require the ability to work a regular full time forty (40) hour work schedule. 
	Time Spent
	Supervisor Review 
	Abilities needed for task 
	For Physician to Complete: Does Employee have the capability to perform these tasks and abilities? 

Physician to check the appropriate box below.

	
	
	
	Social:  Ability to get along and follow supervisor’s instructions; to be courteous with other drivers on the road.

Cognitive: Knowledge of traffic laws and safety procedures; skill in operation of ½ ton flat bed motor vehicle with a lift in a safe and prudent manner with public safety as a top priority by following safe driving practices established by Washoe County; ability to think and react quickly in a motor vehicle and to be aware of surroundings

Physical: Motor skills to drive a ½ ton motor vehicle to include, including hand, foot and eye coordination.
	Yes  ____

No    ____ 

Yes  ____

With restriction/ accommodations

Yes  ____

No    ____ 

Yes  ____

With restriction/ accommodations

Yes  ____

No    ____ 

Yes  ____

With restriction/ accommodations



	Tasks

Note: all tasks listed below require the ability to work a regular full time forty (40) hour work schedule. 
	Time Spent
	Supervisor Review 
	Abilities needed for task 
	For Physician to Complete: Does Employee have the capability to perform these tasks and abilities? 

Physician to check the appropriate box below.

	
	
	
	Social:  

Cognitive:  

Physical: 

	Yes  ____

No    ____ 

Yes  ____

With restriction/ accommodations

Yes  ____

No    ____ 

Yes  ____

With restriction/ accommodations

Yes  ____

No    ____ 

Yes  ____

With restriction/ accommodations



	Tasks

Note: all tasks listed below require the ability to work a regular full time forty (40) hour work schedule. 
	Time Spent
	Supervisor Review 
	Abilities needed for task 
	For Physician to Complete: Does Employee have the capability to perform these tasks and abilities? 

Physician to check the appropriate box below.

	1. 
	
	
	Social: 
Cognitive: 
Physical:

 
	Yes  ____

No    ____ 

Yes  ____

With restriction/ accommodations

Yes  ____

No    ____ 

Yes  ____

With restriction/ accommodations

Yes  ____

No    ____ 

Yes  ____

With restriction/ accommodations




If you have checked “Yes” but with restrictions or accommodations in any of the boxes above list what suggestions or accommodations do you recommend for performing her essential job functions?   

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Additional Comments:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________

______________________________

Health Care Provider (Please Print Name)

Type of Practice

__________________________________

______________________________

Address





Telephone Number

__________________________________

City, State, Zip Code

__________________________________

______________________________

Signature of Health Care Provider


Date
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