
 

Nebraska VR 
 

Physical Capacities 

03-14 

 

Name:   VR Staff Member   
 

Instructions 
 Please estimate the person’s physical capacities in each of the areas listed below— 
 ■   Based on your existing records only.  ■  Based on an authorized brief evaluation 
 Consider each item in terms of a typical 8 hour work day, with 15 minute morning and afternoon breaks and a 30 minute lunch break.  
 Occasional  means less than 33% of an 8 hour work day. Frequent means between 33% and 66%. Constant  means 67% or more.  
 Negl igible  weight  means lifting and carrying objects like pens, pencils, and paper, or pushing switches, buttons, or keyboard keys. 
 

 

Impairment   Date   

 
Strength 

Has the capacity to lift, carry 
push, or pull objects weighing Never 

Occas-
ional 

Freq-
uent 

Constant 

  Negligible ■  ■  ■  ■  
1-10 lbs (sedentary) ■  ■  ■  ■  

11-20 lbs (light) ■  ■  ■  ■  
21-50 lbs (medium) ■  ■  ■  ■  
51-100 lbs (heavy) ■  ■  ■  ■  

100+lbs (very heavy) ■  ■  ■  ■  

 
 
Stamina 
In an 8 hour work day, has the capacity to— 
 0 1 2 3 4 5 6 7 8 
Perform work for ? hours— ■  ■  ■  ■  ■  ■  ■  ■  ■  
Sit for ? hours— ■  ■  ■  ■  ■  ■  ■  ■  ■  
Stand for ? hours— ■  ■  ■  ■  ■  ■  ■  ■  ■  
Walk for ? hours— ■  ■  ■  ■  ■  ■  ■  ■  ■  

 

 
Do any of the person’s limitations or restrictions 
result primarily from pain?     ■ Yes      ■ No  
If yes, please describe: 
 
Can treatment eliminate or substantially reduce any 
of the person’s limitations or restrictions? 
■   Yes ■  No  If yes, please describe (use back if 
needed): 
 

   

Examiner Signature and Title  Date 
 

Whole Body Mobility 
Has the 

capacity for— Never Occas-
ional Frequent Constant 

Climbing ■  ■  ■  ■  
Balancing ■  ■  ■  ■  
Stooping ■  ■  ■  ■  
Kneeling ■  ■  ■  ■  

Crouching ■  ■  ■  ■  
Crawling ■  ■  ■  ■  
Twisting ■  ■  ■  ■  

Environmental Conditions 
Should the person avoid any of these working 
conditions?                                Yes         No 
Outdoors ■  ■  
Cold ■  ■  
Heat ■  ■  
Wet/Humid ■  ■  
Noise ■  ■  
Hazards ■  ■  
Dust/Fumes ■  ■  

Upper Extremity Mobility 
Has the capacity 

for— 
Left Right 

Unlimited Limited Unlimited Limited 
Feeling ■  ■  ■  ■  

Reaching ■  ■  ■  ■  
Grasping ■  ■  ■  ■  
Handling ■  ■  ■  ■  
Fingering ■  ■  ■  ■  

Coordinating ■  ■  ■  ■  
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