
� worKcouerwn 

Form 3 

WorkCover WA - FIRST certificate of capacity 

1. WORKER'S DETAILS

First name R o g er Last name �I C_i_ti_z_e_n ___________ �
Date of birth 

Phone 

02/05/1964 

08 6666 6666 

Email I roger64@email.com 

Mobile I 0444 444 444

Address 4 Sandcastle Way, Oc ean Views WA 6666 

2. EMPLOYMENT DETAILS

Worker's job title I S toreman Employer's name I ABC Paints 

Employer's address I 123 Violet Drive, Wattle Grove WA 6668 

3. CONSENT AUTHORITY

I consent to any medical practitioner who treats me (whether named on this certificate or not) to discuss 
my medical condition with my employer, insurer and other medical or allied health professionals for the 
purpose of my claim for workers' compensation and return to work options. 

Worker's signature 

I 

RP Citizen Print name 
::=I 
R=o=g=e=r=C=i=tiz=e=n=======�

. 
Date 131/12/2013 

4. WORKER'S DESCRIPTION OF INJURY

Date of injury I 29/12/2013 
::==========::::'...._-----------------� 

What happened? Forklift tipped over. He fell out and landed heavily on left side. 

Worker's symptoms I Lower back pain; bruising to left arm, pelvis and leg.

5. MEDICAL ASSESSMENT

Date of this assessment 

Clinical findings 

Diagnosis 

131112,2013 
Dull ache/spasm lumbar spine; positive radicular signs - left leg pain reinforced by foot dorsiflexion but not 

slump posture, tingling down leg - not foot, reduced back flexion (reach to mid-thigh); bruising to left arm, 
pelvis and leg 

Soft tissue strain of lumbar spine; possible disc protrusion; contusions of left upper/lower limb and pelvis 

The injury is consistent with worker's description of how injury occurred [Z] yes Ono D uncertain 

The injury is: [Z] a new condition D a recurrence of a pre-existing condition 
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