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Policy Statement

(Company’s name) is committed to providing and promoting a safe and healthy workplace for our employees. Preventing accidents, injuries and illnesses is our primary objective.
When an employee is injured on the job, (company’s name) will use our return-to-work process to assist the employee in returning to work as soon as medically feasible. We will arrange for immediate, appropriate medical attention for employees who are injured on the job. We will attempt to create opportunities for them to return to safe, transitional work assignments as soon as medically possible.  The process may have different names (return-to-work program, modified work assignments, transitional work); however, our goal remains the same: to return injured employees to safe work.
Our ultimate goal is to return our injured employees to their original jobs. If an injured employee is unable to perform all the tasks of the original job, (company’s name) will make every effort to provide a transitional work assignment that meets the injured worker’s capabilities.

The success of this process involves the combined efforts of management, employees, our designated medical provider(s) and our workers’ compensation insurance carrier (ENTER NAME HERE).
______________________________ 

President/ CEO
Responsibilities

Employee’s Responsibilities:

· As an employee, you must first review and follow the procedures for reporting an injury. If you are injured at work, inform the treating medical provider that transitional work is available to you. If time permits, your supervisor should provide a letter for you to take to your medical provider. This letter will explain the company’s return-to-work process.

· If the medical provider restricts you from working, contact the company’s designated return-to-work coordinator or your supervisor and provide a copy of the treating physician’s release-to-work form that explains any and all work restrictions. Keep the company’s return-to-work coordinator and your supervisor informed of your progress and any change in work status. 

· If the medical provider indicates you can return to transitional work with restrictions, follow the doctor’s orders. Do not exceed the physical restrictions outlined by the treating physician. 

· When you are released to regular work, you will need to report to work on the next available shift.

· Supervisor’s Responsibilities:

· Supervisors are responsible for providing training on the proper way to report work-related injuries, accidents and incidents.  You must also discuss the company’s return-to-work process with all employees who report to you. 

· If possible, accompany the injured worker to the medical provider and inform the physician about your company’s commitment to the return-to-work process. Take a return-to-work summary letter with you so the clinic can keep it in the worker’s medical file. 

· Be sure to stay in touch with the injured workers who are placed on a “restricted/no-work status.” Contact the injured worker at least once a week to express your concern for his/her well being. Confirm that all necessary forms are completed.  Verify with the injured worker that he/she is adhering to the medical restrictions. 

· Keep the company’s return-to-work coordinator informed of the injured worker’s medical status. 

· Assist all individuals involved in a workplace injury situation. Inform them of appropriate transitional work that will be meaningful to the company and to the injured employee.

· Healthcare Provider’s Responsibilities:
· Under applicable Enter State laws/statutes, (Company Name) has chosen a designated medical provider for the treatment of all work-related incidents.  Our provider has the following responsibilities:

· Offer immediate and appropriate medical care to the injured worker. 

· Evaluate the injured worker’s ability to work. 

· Communicate with the injured worker’s employer regarding the patient’s status and ability to return to work. 

· Become familiar with the operations, environment and return-to-work policies of the injured employee’s workplace
· Explain to the injured worker any appropriate physical restrictions that may be needed if the worker returns to work to perform his/her essential job functions. Explain to the injured worker what restrictions are being given and why. Make sure the employee understands that these restrictions are for his/her protection.

COMPANY LETTERHEAD
Sample Letter to Medical Provider Explaining Transitional/Light Duty Availability/PADT
_____/_____/_____
(Date)
ATTENTION:  Treating Healthcare Professional for ________________of ________________







        (Employee’s Name)     (Branch Location)

Dear Name of Medical Provider:

This is to notify you that __Company Name__ has an Early Return to Work Program for injuries resulting from job-related accidents.  Enclosed is:

· Blank Return to Work Capabilities Form – See Below for requested action

· Transitional Duty Task List – See Below for requested action

Please complete the attached Return to Work Capabilities Form and Transitional Duty Task List and return to us with the employee after they have received treatment and you have had a chance to develop a recovery plan.  This will help us in finding modified duty work within their limitations and capabilities you have outlined.  We would be happy to supply you with a formal job description.  Finally, please note that all work-related accidents that require medical attention require a Post Accident Drug Test.
Please help us in keeping our Workers’ Compensation costs under control by Drug Testing ALL of our employees on any work-related accident and returning that employee to modified or full duty whenever possible.

The mailing address for all medical bills:

Insert Carrier Name 
And Address
You can speak with Enter Carrier Claims Department the Adjuster handling this claim by calling XXX-XXX-XXXX.
Thank you very much for your cooperation!  We look forward to working with you and helping us promote a smooth recovery back to work.

Sincerely,
Designated Claims Mgmt. Representative
Title
	Return to Work Capabilities Form & Release: Medical Provider’s Statement
Form to be completed for Employee Release to Transitional Duty
Patient Name: ____________________________________     Date: _______________________________

	Injury Description: _________________________________      Body Part: _______________  Right                  Left

	NOTE:  In terms of an 8-hour workday.  Occasionally = 1% - 33%.    Frequently = 34% - 66%.    Continuously = 67% - 100%



	I.         IN AN 8-HOUR WORKDAY, INJURED WORKER CAN:                 (Circle full capacity for each activity)

            Total at One Time                                                                                                                                                              Unrestricted

            A.     Sit                                        0         1         2         3         4         5         6         7         8            hrs.

            B.     Stand                                   0         1         2         3         4         5         6         7         8            hrs.

            C.     Walk                                    0         1         2         3         4         5         6         7         8            hrs.

            D.     Drive                                    0         1         2         3         4         5         6         7        8             hrs.

            Total During Entire 8-Hour Day                                                                                                                                          Unrestricted

            A.     Sit                                        0         1         2         3         4         5         6         7         8            hrs.

            B.     Stand                                   0         1         2         3         4         5         6         7         8            hrs.

            C.     Walk                                    0         1         2         3         4         5         6         7         8            hrs.

	II.        INJURED WORKER CAN LIFT:            Occasionally               Frequently                Continuously                 Not at This Time
            A.     Up to 10 lbs.

            B.     11-20 lbs.

            C.     21-25 lbs.

            D.     26-50 lbs.

            E.     51-100 lbs.

	III.       INJURED WORKER CAN CARRY:      Occasionally               Frequently                Continuously                 Not at This Time
            A.     Up to 10 lbs.

            B.     11-20 lbs.

            C.     21-25 lbs.

            D.     26-50 lbs.

            E.     51-100 lbs.

	IV.      INJURED WORKER CAN USE             Simple                   Fine                  Pushing               Low Speed                  High Speed

            HANDS:                                               Grasping                 Work                 Pulling                   Assembly                    Assembly
           A.     Left

           B.     Right

           C.     Comments ____________________________________________________________________________________

	V.       INJURED WORKER CAN USE FEET for repetitive               Right                                 Left                                       Both
            Movement as in pushing and pulling of leg controls:

                                                                                                       Yes         No                     Yes        No                            Yes        No

	VI.      INJURED WORKER IS ABLE TO:        Occasionally               Frequently                Continuously                 Not at This Time
           A.     Bend

           B.     Squat

           C.     Crawl

           D.     Climb

           E.     Reach

           F.     Kneel

           G.     Twist

	VII.     RESTRICTION OF ACTIVITIES               Yes         No                                                                                         Yes          No
           INVOLVING:

           A.     Unprotected heights                                                                   C.     Exposure to marked changes in

           B.     Being around machinery                                                                     temperature and humidity

                                                                                                                       D.     Exposure to dust, fumes, gases

	VIII.    Can injured worker work modified duty now:                   Yes              No

                                                                                                REMARKS          _________________________________________________

            Full-Time & Part-Time (hours, day) & _______                                     _________________________________________________

                                                                                                                           _________________________________________________

__________________________________________________________________                               Date ________________________

                                             (Signature of medical provider) 


COMPANY LETTERHEAD
Transitional Duty Task List (to Medical Provider)

Treating Physician: Please initial those tasks you feel are within the current physical capacities of the employee you are treating. All tasks have been classified as sedentary or sedentary/transitional and can be used to accommodate most types of injuries.  
Physical capacities of each task are available by fax.

	Available Tasks
	Task Description
	Essential Skills & Required Body Parts
	Physician Approval

	1.
	Answering Telephone(s)
	Phone Etiquette

Arms & Hands
	

	2.
	Sorting/Packet Preparation/Clerical Support Functions
	Basic Clerical Skills

Arms & Hands

Ability to Sit
	

	3.
	Filing
	Basic Clerical Skills

Arms & Hands

Legs
	

	4.
	Paper Shredding
	Basic Clerical Skills

Arms & Hands

Legs
	

	5.
	List other jobs here
	List Body Parts/Skills here
	

	6.
	Etc.
	Etc.
	

	7.
	Etc.
	Etc.
	

	8.
	Etc.
	Etc.
	

	9.
	Etc.
	Etc.
	

	10.
	Etc.
	Etc.
	


Medical Release of Information
I, ______________________________________________, hereby release my treating physician, 

                        (Print Name)
_____________________________________________, to give my employer, pertinent information 

                   (Print Physician’s Name)
about my current work-related injury/illness and how that injury may affect my ability to perform the essential functions of my job.  No other confidential medical information may be released without my written consent. This release will be valid no longer than 90 days, at which time it will be re-evaluated. Any medical information obtained will only be used in the return-to-work program, and there will be no release of medical information from the employer’s file.
_____________________________________________________ _______________
Injured Employee’s Signature






Date
_____________________________________________________ _______________
Employer’s Signature







Date

Notice of Modified Duty Available
Date
Employee’s Name

Address Line

City, State & Zip Code
Re: Notice of Employment under the Return-to-Work Program

CERTIFIED MAIL RETURN-RECEIPT REQUESTED
Dear Employee:

(Company’s name) has a transitional work assignment available for you until your physician releases you to a full work status in accordance with our Early Return to Work Program.

Your transitional work assignment will last (state the length of time). The position is in the (state the department) where you will (explain job duties). The job entails (describe the maximum physical demands of the position).

Your physician, (physician’s name) has authorized your return-to-work in this job and has agreed that this work assignment is within your physical limitations. Attached is a copy of his/her release (this is the “Return to Work Capabilities Form”). We agree to follow the advice of your physician until you are released to full duty.

Your work schedule will be (hours), on (days of the week) and you will be expected to report to (location and name of supervisor). Your rate of pay will be $ (rate) per (hour, week, or month).
If you do not accept the offer, adjustments in your compensation benefits may be made, based on the earnings this transitional assignment would provide.

We look forward to seeing you on (date). If you have any questions, please call us at (phone number).
Sincerely,

President/CEO

Cc:
Employee’s Supervisor

Claims Adjuster

HR Department

Enclosures

I have read and understand the above information. I ____________________this position.







Accept or Decline
___________________________________________________ 

_______________________
Employee Signature 





Date
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