
MEDICAL SOURCE STATEMENT FROM ___________________________ TO NOW 

 

 

_________________________________________      ____________________________ 
NAME:                                                            SSN:  

 

Lift/Carry - Ability in an 8-Hour Workday 
    

Up to 5 lbs.          0         1          2          3         4          5          6          7          8       Hrs. 
 

6 - 10 lbs.         0         1          2          3         4          5          6          7          8       Hrs. 
 

11 - 20 lbs.           0         1          2          3         4          5          6          7          8       Hrs. 
 

21 - 50 lbs.           0         1          2          3         4          5          6          7          8       Hrs. 
 

Right Upper Extremity - Ability in an 8-Hour Workday  
    

Reach               0         1          2          3         4          5          6          7          8       Hrs. 
 

Handle  0         1          2          3         4          5          6          7          8       Hrs. 

(Gross Manipulation) 
 

Finger  0         1          2          3          4          5          6          7          8       Hrs. 

(Fine Manipulation) 
 

Left Upper Extremity - Ability in an 8-Hour Workday  
    

Reach               0         1          2          3         4          5          6          7          8       Hrs. 
 

Handle  0         1          2          3         4          5          6          7          8       Hrs. 

(Gross Manipulation) 
 

Finger  0         1          2          3          4          5          6          7          8       Hrs. 

(Fine Manipulation) 
 

Please explain the basis of the patient’s limitations (i.e., physical exam, x-ray, MRI, labs, etc.)? 

 

 

 

 

 

 

 

 

 

 
_______________________________________________________    _______________________________________________________ 

Signature                                            Date 

 

 

 
_______________________________________________________    _______________________________________________________ 

Printed Name (Legibly Please)            Medical Specialty 


