
























































    

    

  

      

      

     

   

 
   

   

      

         

  

    

  

    

 

             

            
              

             
           

            
          

            
           

           
            

            
             
             

            

         
            

           
       

             

     

 

  
        
  

      

     
        

               
   

       

  
       

               





























































































































































































































































































































































































































































































































































































































































































































































































































































WORKERS' COMPENSATION 

EMPLOYEE AUTHORIZATION LETTER 

Attachment 65-3 

To be signed with copies provided to employee, URS Occupational Health Specialist and medical provider(s). 

To Whom It May Concern: 

I,-------:------------ hereby authorize any hospital, 
Please Print Name 

medical practitioner, clinic, other medical or medically related facility, pharmacy, 

insurance company to furnish to URS Corporation or its subsidiaries or 

representatives (orally or in writing), information with respect to any work-related 

injury or illness including, treatments, consultations, prescriptions, and copies of 

applicable records that may be requested. I also authorize my employer to 

disclose information needed to process my workers' compensation claim. 

The information provided toURS Corporation, its subsidiaries or representatives 

· is to be used solely for the administration of my workers' compensation claim. 

A photo static copy of this authorization is to be considered as valid as the 

original and is effective for the duration of the claim. 

Signature: Date: 

Note: A true copy of this authorization is available to the employee at any time. 



Attachment 65-4 

Our primary goal in safety is the prevention of work related injuries. When an 

injury does occur, it is the policy of URS to provide our employees with the best 

possible recovery program. A major component of any successful recovery 

program is returning the injured employee to the workforce as soon as medically 

possible. This type of Early Return Strategy has been shown to dramatically 

reduce the overall recovery time of injured workers creating a benefit for the 

employee, his/her family, coworkers, and the firm. 

As part of this policy, Operations, Human Resources, Health and Safety, and our 

workers' compensation insurance carrier will work together with our employees 

and their treating physician to establish a recovery program that minimizes both 

the number of cases and total days away from work experienced by our 

employees. URS operations will accommodate transitional work (i.e. light duty or 

modified work) requirements for employees recovering from work related injuries. 

The work limits, as defined by the treating physician, will be strictly adhered to. 

Modified job assignments will be structured to meet the capacities and therapy 

needs of the injured employee. 



Attachment 65-5 

Print Name: 

URS Location: Phone: 

Job Title: No. Hours l No. Days 
Day: Week: 

General Job Description: 

1. Check the frequency & number of hours a day the activity is performed: 

Activity Frequency Number of Hours Per Day 

Continuous Intermittent 0 1 2 3 4 5 6 7 8 9+ 

Sitting 

Walking 

StandinQ 

Bendinq 

Squatting 

Climbing 

KneelinQ 

Twisfinq 

2. Hand manipulation required? (If yes, complete 2 a, b, c, d) Yes 0 No 0 
2a. Simple grasping? Yes 0 No 0 Right 0 Left 0 
2b. Power grasping? Yes 0 No 0 Right 0 Left 0 
2c. Pushing and pulling? Yes 0 No 0 Right 0 Left 0 
2d. Fine manipulation? Yes 0 No 0 Right 0 Left 0 

3. Does the job require reaching at or above shoulder level? Yes 0 No 0 
4. Does the job require use of the feet to operate foot controls? Yes 0 No 0 
5. Are there special visual requirements? (Describe) Yes 0 No 0 

6. Are there special hearing requirements? (Describe) Yes 0 No 0 



Attachment 65-5 

7. Lifting and carrying (check weight lifted, frequenc , and how far carried): 

Weight Frequency Distance Carried 

Hourly Daily Weekly 

1-10 lbs. 

11-25 lbs. 

25-40 lbs. 

41-60 lbs. 

61-751bs. 

8. Environmental conditions (check yes or no): 

Ba. Work near dust, gas, vapors, or fumes? Yes 0 No 0 
Bb. Work in noisy environment? Yes 0 No 0 
Be. Work in extremely hot temperature? Yes 0 No 0 
Bd. Work in extremely cold temperature? Yes 0 No 0 
Be. Work at heights? Yes 0 No 0 
Bf. Walk on uneven surfaces? Yes 0 No 0 

9. Equipment operated (check yes or no): 

9a. Computer and mouse? If yes, hours per day Yes 0 No 0 
9b. Drive car, truck or van? Yes tJ No 0 
9c. Operate forklift or heavy equipment? Yes 0 No 0 
9d. Other (please describe): 

10. Comments: 

Employee Signature: Date of Hire: 

Date: 




