North Carolina Department of Agriculture and Consumer Services

ESSENTIAL JOB FUNCTIONS for
​​______________________________________
Please review this list of essential job functions and specify by completing the appropriate column as to whether ______________________ can perform these duties and to what degree with her/his current medical condition.  

	JOB FUNCTION
	Check this column if no restrictions or limitations
	Check this column if restrictions or limitations apply
	List specific restrictions or limitations
	Duration of restrictions

	Lifting – Job requires lifting 50 lbs on a regular & repetitive basis
	
	
	
	

	Bending – Job requires bending to access whatever needs to be inspected and/or repaired
	
	
	
	

	Reaching – Job requires some reaching to retrieve or repair items
	
	
	
	

	Standing – Job requires standing for total of 8 or more hours per day 
	
	
	
	

	Mobility – Job requires ability to position oneself to be able to perform repairs and construction duties
	
	
	
	

	Fine Motor Skills – Job requires ability and to record information and make adjustments to equipment and vehicles
	
	
	
	

	Operating Equipment/Vehicles – Job requires ability to use equipment such as welder, pressure washer, lawn mower, tractors, trucks, etc, for an 8 hour day
	
	
	
	

	Repetitive Motion – Job requires repetitive motion to be used for extended periods during an 8 hr day
	
	
	
	

	Maneuverability – Job requires the above actions to be accomplished in rough and uneven terrain in all weather conditions
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Other limitations/restrictions due to medical condition not listed above that impact employee’s ability to perform her/his job: _____________________________________________________________________________________

_____________________________________________________________________________________

Due to safety implications, list limitations/restrictions due to current prescribed medications that may impact employee’s ability to perform her/his job: _____________________________________________________________________________________

______________________________________________________________________________

______________________________________

____________________________________


Physician’s Name (Print)



Physician’s Signature                          Date

______________________________________

____________________________________


Address





City/State/Zip Code

______________________________________


Telephone Number
______________________________________


Date Employee Can Return to Work

10/11/2011

