Florida Workers' Compensation Uniform Medical Treatment/Status Reporting Form (DWC-25)
(For use by treating physician to communicate treatment, status, and work capacity)
Section I: Claim Information
1. Patient Name: ____________________________________________
2. Date of Birth: _______________  3. Date of Injury: _______________
4. Social Security Number (last 4): _______
5. Employer Name: ____________________________________________
6. Carrier Name: ____________________________________________
7. Claim Number: _____________________  8. Carrier Phone: _____________________
9. Case Manager/Adjuster Name: __________________________________
Section II: Medical Information
10. Diagnosis (ICD-10 Codes): ____________________________________________
11. Objective Clinical Findings: __________________________________________________________________________________________________________________________________________________________________________________________________________________
12. Treatment Rendered Today: __________________________________________________________________________________________________________________________________________________________________________________________________________________
13. Medications Prescribed: ____________________________________________
Section III: Work Status
14. Patient is able to return to work:
    [ ] Full Duty     [ ] Modified Duty     [ ] Unable to Work
15. Specific Restrictions (if any): ____________________________________________
16. Estimated Duration of Restrictions: ___________________________________
Section IV: Follow-Up and Plan
17. Treatment Plan: ____________________________________________
18. Referral To (Specialist, Diagnostics, Therapy): ______________________________
19. Date of Next Appointment: _______________
20. Physician Name (Printed): __________________________________
21. NPI #: _______________  22. Date: _______________
23. Physician Signature: ___________________________
