Attachment C

Case Review Checklist

Waiver/Waiver with Restriction(s)/No Waiver

APPLICANT/INCUMBENT NAME
___________________________________________

SOCIAL SECURITY NUMBER
____________________________________________

POSITION 
___________________________________________________________

AGENCY
____________________________________________________________

NAME OF PERSON COMPLETING FORM
_________________________________

(name and title)
	IMRB Determination Checkpoints


1. Medical Condition and disqualifying Interagency Wildland Firefighter Medical Qualification Standard:  Describe: a) the medical condition(s) and the rationale for arduous duty disqualification under the Interagency Medical Standards Program; b) any medically imposed job restrictions or limitations; and/or c) whether the medical condition(s) exceeds the limitations of the Bureau/Agency to provide first aid, assistive device(s), etc.  
2. Significant Threshold Shifts:   If known, describe any changes in the applicant/incumbent’s health status between wildland firefighting seasons.
3. Medical Condition is Static and Stable:  If known, describe whether or not the medical condition is static and stable; and has reached the level of maximum recovery with or without medications.  Include any known a) drug side effects; b) drug reactions; c) drug-drug interactions; d) medical complications associated with long term drug use; and/or e) any problems with patient compliance.

4. Conditions of Employment: Describe whether the conditions of employment (working alone, 24 hour on call, remote, desolate geographic and rural areas, no ready access to food, water, shelter or medical facilities, irregular, protracted and extended hours of work, exposure to extreme heat and environmental contaminants, inhalation exposures to smokes and combustion products, carrying heavy equipment, life threatening situations that require maximum physical exertion without warning, etc.) are: a) likely to aggravate, accelerate, exacerbate or permanently worsen the pre-existing medical condition(s); and b) exceed the limitations of any medical or assistive device (e.g. insulin pump).
5. Body Stature and PPE:  Describe whether or not an individual’s stature or body symmetry exceeds the limitations of any personal protective equipment (e.g. Nomex, fire shelters, tools) they are required to use or wear.
6. Physical Limitation:  Describe whether or not any physical defect, physical limitation or structural abnormality materially interferes with the individual’s ability to perform the full range of wildland firefighting tasks safely and efficiently.
7. Medical condition and ability to safely and efficiently perform the tasks:  Given the medical condition, which does not meet the Interagency Medical Standards and therefore a disqualifying factor, describe whether the applicant/incumbent has or has not presented convincing evidence (e.g. qualification, experience, training, hazard mitigation) that they can perform the essential functions of the job efficiently and safely, without hazard to themselves or others. 
8. Follow-up medical documentation to be provided by the applicant/employee:  Applicant/employee was provided written notice/opportunity to provide follow-up medical documentation (see attached memorandum/letter) in support of their medical qualifications.  As of this date applicant/employee (circle one) has/has not provided follow-up medical documentation.
	
Decision


(circle one)

Waiver

Waiver with Restriction(s)


List restriction(s)

No Waiver

	
Signatures


___________________________________ 
__________________________

Agency Representative/ FFAST member

print name

___________________________________
__________________________

Agency Personnel Officer



print name

___________________________________
__________________________

IMRB Personnel Officer SME



print name

___________________________________
__________________________ 

IMRB Employee Relations SME



print name

___________________________________ 
__________________________

Interagency Medical Standards Program Manager
print name

___________________________________

Date/name provided to Agency for Employee Notification
