
Please indicate below what your patient is capable of performing currently during a typical day: 
Never Occasionally Frequently Constantly 

% of time 	 0% 1%–33% 34%–66% 67%–100% 

Standing 	

Walking 	

Sitting 	

Climbing Stairs 	

Climbing Ladders 	

Balancing/Heights 	

Stooping 	

Kneeling/Crawling 	

Reaching Desk Level 	

Reaching Overhead 	

Right Handling/Mousing	

Right Fingering	

Right Keyboarding	

Left Handling/Mousing	

Left Fingering	

Left Keyboarding	

Lifting/Carrying (up to 10 pounds) 
with both hands	

Lifting/Carrying (up to 20 pounds) 
with both hands	

Lifting/Carrying (up to 50 pounds) 
with both hands 	
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First Name MI	 Last Name Claim Number

In your medical opinion does the patient have: 
Full-time work capacity (8 hours, 5 days per week)?	  Yes	  No 
Part-time transitional work capacity?	  Yes	  No	 If yes, ________ hours,  _ ______  days per week 

When do you estimate the patient will be capable of full-time return to work? 

________________________________________________________________________________  
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Capacity Questionnaire, continued

3 Physician Certification

Please explain and comment on the expected duration of any restrictions and/or limitations.

If your patient has restrictions or limitations that impact work hours or work duties, are there any accommodative measures  
(i.e., modifications to the workplace or job, to work equipment, or to how work is done) that you believe would allow the patient 
to increase work capacity? Examples of accommodations include:  adaptive devices (e.g., voice recognition software, foot- 
controlled mouse, lifting devices); working from home; scheduling flexibility; breaks during the workday; etc.

My opinion is based on:	  The patient’s self-reported severity of symptoms.	  Objective findings. 

The above restrictions and limitations are an estimate of my patient’s current capacity and a vocational rehabilitation program  
would be beneficial in order for this patient to return to work.	  Yes	  No 
We would appreciate a response within two weeks from when you receive this letter. In the absence of return communication, our 
opinion will be based on the information we have available in the file.

Fraud Notice: 
Any person who knowingly and with intent to injure, defraud, or deceive any insurance company or other person, or knowing that he 
is facilitating commission of a fraud, submits incomplete, false, fraudulent, deceptive or misleading facts or information when filing an 
insurance application or a statement of claim for payment of a loss or benefit commits a fraudulent insurance act, is/may be guilty of  
a crime and may be prosecuted and punished under state law. Penalties may include fines, civil damages and criminal penalties, including 
confinement in prison. In addition, an insurer may deny insurance benefits if false information materially related to a claim was  
provided by the applicant or if the applicant conceals, for the purpose of misleading, information concerning any fact material thereto.

I have read and understand the terms and requirements of the fraud warning and I certify the above statements are true.

Physician’s Signature: _ ______________________________________

Physician’s Printed Name: _ ___________________________________ 

Date Signed

* 6 9 2 4 6 *
*69246*

Specialty

Please FAX this completed document to 1-877-889-4885. Please make sure the claimant’s name and claim number are 
entered at the top of each page. Thank You. 

Page 2 of 2

First Name MI	 Last Name Claim Number

© 2017 Prudential Financial, Inc. and its related entities. 

Prudential, The Prudential logo, and the Rock symbol are service marks of Prudential Financial, Inc. and its related entities, registered in many jurisdictions worldwide. 

Group Disability Insurance
The Prudential Insurance Company of America 

Disability Management Services 
P.O. Box 13480, Philadelphia, PA 19176 

Phone: (800) 842-1718    Fax: (877) 889-4885 
www.prudential.com/forphysicians 

Please list any other medically necessary restrictions (activities he/she should not do) and/or limitations(activities he/she cannot do):
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