University of South Carolina
Workers' Compensation
Physician’s Report @

General I nformation

Name of Claimant: Social Security #

Last, First, M.I.

Did thisinjury arise out of the
claimant’s employment?
Date of First Treatment: [ JYes [ JNo [ ]Unknown

Diagnosis:

Work Status:
[ ] May return to work: [ ]Full Duty [ ]Restricted Duty
[ ] May not return to work until

Date

Restrictions:
[ ] May not lift greater than Ibs.
[ ] Not climbing stairs or ladders
[ ] Other

[ ] The employee has been advised to follow these restrictions for
and/or weeks

Date of Next Visit:
[ ] Return appointment is scheduled for

Date
[ ] Patient referred to

days

Name of Physician:
Signed: Date

Address:

A copy to each of the following: Benefits; State Accident Fund; TSHC; Department/Employee.
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Human Resources
This PDF form can be completed online, then printed. The information you add can be saved when using Adobe Acrobat Reader.

You can tab from item to item and you will need to use your mouse to click check marks in the boxes.

When you complete the form, print and sign  it before giving it to the employee being treated or you can mail it to: Workers' Compensation Coordinator, USC Benefits Office, 1600 Hampton Street, Columbia, S.C. 29208.
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