
List all body parts impacted.

Encourage the worker to describe in detail HOW 
the injury or exposure happened.

Encourage the worker to describe their job duties in detail.

Verify employer is not self-insured.
https://lni.wa.gov/insurance/self-insurance/look-up-self-insured-
employers-tpas/find-a-self-insured-employer

Worker Signature & DATE  Worker Signature & DATE

Confirm body parts in 19a (above) have been addressed. 
Describe the diagnosis & enter ICD Codes.
ICD Codes for "INJURY OF (enter body part)" are allowable.
"INJURY" (by itself), "PAIN" (anywhere), or an event such as "MVA"      
IS NOT allowed and will require additional form completion.

Examples: Decreased ROM, Swelling of Joint, Image Findings

Examples: PT, RICE, NSAIDS, X-Ray

Clearly Print Provider Name

Include Service Location information - 
stamp or label preferred

Use Provider L&I#  associated with site.

Provider MUST Sign & DATE

Fax ROA to L&I within 2 days of this date!

jamiehodge
Highlight

https://lni.wa.gov/insurance/self-insurance/look-up-self-insured-employers-tpas/find-a-self-insured-employer


__

Enter Claim # from ROA

**Start & End Dates Required**

Note objective medical findings that 
support the diagnosis and work 
capacities.

_________________________________________________  24/7

*

*

*

*

*
Provider MUST Sign & DATE & BEST Contact number

Complete All Capacities 
related to diagnosis if 
restrictions exist.

____________

Use the APF to communicate expectations to the workerto lbe physically active during recovery. COHE B.est Practice #2: 
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Key Message: "Activity helps recovery ... " 

To !earn how to complete an APF] go to: 

www.lni.wa.gov/activityRX 

Complete & Timely APF 

(Activity Prescription Form 1073M) 

FAX APF with Chart Notes to 360.902.4567 

Worker's Name: I Patient ID: Visit Date: Claim Number: 

Healthcare Provider's Name (please print): Date of Injury: Diagnosis: 

D Worker is released to the job of injury (JOI) without restrictions (related to the work injury) as of (date): __ / __ / __ 
( If selected, skip to "Plans" section below) 

D Worker may perform modified duty, if available, from (date): Required: Measurable Objective Finding(s) 
__ / I to* I I (*estimated date) (also referred to as Objective Medical Findings) 

D If released to modified duty, may work more than normal schedule 
(e.g., positive x-ray, swelling, muscle atrophy, 
decreased range of motion) 

D Worker may work limited hours: __ hours/day from (date): 

__ / I to* I I (*estimated date) 

D Worker is working modified duty or limited hours 

D Worker not released to any work from (date): __ / __ / __ to*_/_/_ 
(*estimated date) 

D Poor prognosis for return to work at the job of injury at any date 

How long do the worker's current capacities apply (estimate)? Other Restrictions/ Instructions: 

D 1-10 days D 11-20 days D 21-30 days D 30+ days D permanent ---Capacities apply all day, every day of the week, at home as well as at work. 

Seldom Occasional Frequent 
Constant 

Worker can: (Related to work injury) Never 1-10% 11-33% 34-66% 
67-100% 

A blank space = Not restricted 0-1 hour 1-3 hours 3-6 hours 
(Not 

restricted) 

Sit 
Stand /Walk 

Employer Notified of Capacities? D Ves D No Perform work from ladder 
Climb ladder Modified duty available? D Yes D No 

Climb stairs Date of contact: __ / __ / __ 
Twist Name of contact: 
Bend/ Stoop I COHE Best Practice #3: 2-Way Communicatio 
Squat/ Kneel I 

n 

Crawl I Use Modifier (-32) wi:th phone or email billing codes. 

Reach Left, Right, Both 
Work above shoulders L,R,B Note to Claim Manager: 
Keyboard L,R,B 
Wrist (flexion/extension) L, R, B 
Grasp (forceful) L,R,B 
Fine manipulation L,R,B 
Operate foot controls L,R,B 
Vibratory tasks; high impact L, R, B 
Vibratory tasks; low impact L,R,B 
Lifting/ Pushing Never Seldom Occas. Frequent Constant D May need assistance returning to work 
Example 50 lbs 20 lbs 10 lbs 0 lbs 0 lbs New diagnosis: 
Lift L,R,B lbs lbs lbs lbs lbs 

D Acute pain or Carry L,R,B lbs lbs lbs lbs lbs Opioids prescribed for: 

Push/ Pull L,R,B lbs lbs lbs lbs lbs D Chronic pain 

Worker progress: D As expected / better than expected D Next scheduled visit in: _days _weeks or Date: _/_/ _ 
D Slower than expected (address in chart notes) D Treatment concluded, Max. Medical Improvement (MMI) 

Current rehab: • PT • OT D Home exercise D Any permanent partial impairment? D Yes D No D Possibly 

D Other (e.g., Activity Coaching) 
If you are qualified, please rate impairment for your patient 

D Will rate D Will refer D Request IME 
Surgery: D Not Indicated D Possible 

D Planned Date: _/ __ /_ 
D Care transferred to: 
D Consultation needed with: 

D Completed Date: _/_/_ D Study pending: 

D Copy of APF given to worker D Discussed three key messages on back of form with patient 

Signature: __ / __ / __ ( )_-
• Doctor • ARNP • PA-C Date Phone 

F242-385-000 Activity Prescription Form (APF) 10-2018 Index: APF 

COHE Best Practice #2:
Complete & Timely 

Activity Prescription Form (APF 1073M)
Fax APF with chart notes to 360.902.4567

COHE Best Practice #3: 2-Way Communication
Use modifier (-32) with phone or email codes.

   Use the APF to communicate that 
Activity helps Recovery.

To learn how to 
complete an APF, go to: 
www.lni.wa.gov/activityRX

  ________  **

  ________  **

 ________  **

  _________________________

Please note if you requested COHE Health 
Service Coordination (HSC) support.

http://www.lni.wa.gov/activityRX
http://www.lni.wa.gov/activityRX



