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Employee Assistance Program
Evaluation Report
	Employee’s Name:       
	Employee ID #:       

	Employee’s Home Address:       
	Work Phone #:       
Home Phone #:       


	Work Unit:       

	Date of first visit:  ______________________     Anticipated date of last visit:  ___________________
Frequency of visits:  _________________________________________________________________


	Present and future course of treatment:


	

	Limitations on employee’s work activities:

	Indicate below if you have additional information relevant to this patient’s work ability.  Please refer to the attached job description and, if necessary, discuss with patient.








Yes
No


PROGRESS EVALUATION:

 FORMCHECKBOX 

 FORMCHECKBOX 

Recovered







 FORMCHECKBOX 

 FORMCHECKBOX 

Improved







 FORMCHECKBOX 

 FORMCHECKBOX 

Unimproved







 FORMCHECKBOX 

 FORMCHECKBOX 

Regressed

PROVIDER’S INFORMATION:
	Name:
	Title:

	Street Address:

	City / State / Zip:
	Phone #:    (        )

	Signature:
	Date:


