FUNCTIONAL CAPACITY EVALUATION (FCE) 

PATIENT NAME: _____________________                   SS# __________________________
IMPORTANT: Please complete the following items based on your clinical evaluation of the patient and other testing results. Any item that you do not believe you can answer should be marked N/A (not answerable)
1.  Date of first treatment: _____________             Most recent treatment date: ​______________

     Frequency ________________________

2.  Diagnoses: _________________________________________________________________

3.  Prognosis:  _________________________________________________________________

4.  Has your patient’s impairment lasted or can it be expected to last at least 12 months?  ⁪ Yes  ⁪ No
Note: for this and other questions on this form, “rarely” means 1% to 5% of an 8 hour day; “occasionally” means 6% to 33% of an 8 hour day; “frequently” means 34% to 66% of an 8 hour day.
5.  In an 8 hour workday, patient can: (Circle full capacity for each activity)


TOTAL DURING ENTIRE 8 HOUR DAY

A.
Stand/Walk 
0-2
3
4
5
6
7
8   (hours)


B.
Sit

0-2
3
4
5
6
7
8   (hours)

6.  How many pounds can your patient lift and carry in a competitive work situation?






Never
   Rarely      Occasionally      Frequently


Less than 10 lbs.
 
  ⁪
      ⁪                  ⁪                       ⁪


10 lbs.


  ⁪
      ⁪                  ⁪                       ⁪


20 lbs.


  ⁪
      ⁪                  ⁪                       ⁪


50 lbs.


  ⁪
      ⁪                  ⁪                       ⁪

7.  How often during an 8 hour working day can your patient perform the following activities?





Never
   Rarely      Occasionally      Frequently


Fingering

    ⁪
      ⁪                  ⁪                       ⁪


Grasping

    ⁪
      ⁪                  ⁪                       ⁪


Handling

    ⁪
      ⁪                  ⁪                       ⁪


Stoop (Bend)

    ⁪
      ⁪                  ⁪                       ⁪



Crouch


    ⁪
      ⁪                  ⁪                       ⁪
8.  How often during a typical workday is your patient’s experience of pain severe enough to interfere with
      attention and concentration needed to perform even simple tasks:



          ⁪ 
Never         ⁪   Rarely        ⁪ Occasionally        ⁪  Frequently 

9.  Will patient have to elevate legs or feet above waist level for 2 or more hrs per day?  ⁪ Yes
⁪  No
10.  Please identify your patient’s signs and symptoms:                ⁪ Positive straight leg raising test   
        ⁪ Substance dependence      ⁪ Sensory loss   ⁪ Anxiety      ⁪ Depression          ⁪ Impaired sleep  
        ⁪ Muscle weakness              ⁪ Reduced range of motion     ⁪ Prescribed cane or other walking device   

11.  Describe any other issues or conditions that affect the patient’s ability to work: __________________
______________________________________________________________________________________

12. On average, how often do you anticipate that your patient’s impairments or treatment would cause your 
      patient to be absent from work?

      ⁪ Never


⁪ About two days per month
⁪ About four days per month

      ⁪ About one day per month 
⁪ About three days per month
⁪ More than four days per month
Earliest date to which restrictions apply:   ________________

Signature of Physician: __________________________
Date form completed: _________________

Print Name of Physician: ​​​​​​​​​​​​​​​​​___________________________

Return to:
Mike Murburg, P.A.










15501 N. Florida Ave.










Tampa, FL 33613










Tel:  813-264-5363










Fax: 813-514-9788
