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“Return-to-Work” Program 

INTRODUCTION
An employee is injured in the course and scope of our operations: what is the impact, how can we control subsequent events surrounding the injury, how can we assist the injured employee in recovering from a traumatic experience, and how can we assist our insurance company in monitoring and executing the case.  A “return-to-work” program is a viable mechanism that allows the employer to encourage and allow employees to return to work as soon as possible after injury.  The “return-to-work” program is specifically designed for employees who sustain job-related injuries and i1lnesses.  Many of the program elements are also appropriate for injuries sustained off the job. 

The primary benefit of a "return-to-work" program is to control claim costs.  These are controlled by directly reducing the amount of time away from work or on significantly restricted duty and ultimately reducing claim costs of the Occupational Disease and Injury Benefit Plan.  This program emphasizes employer/employee efforts to quickly return the employee to the productive workforce.  It emphasizes the employee’s ability to return to the same or similar duties and tasks performed prior to the injury or to perform light duty tasks.  The employee’s return to the job enhances productivity, reduces employee turnover, and reduces employee-related costs.

This guide will provide specific procedures that will assist in implementing a viable “return-to-work” program. These procedures will identify specific responsibilities and actions that should be taken by designated “return-to-work” coordinators, supervisors, and employees.

GOALS
The primary goal of a “return-to-work” program is to assist employees who sustain an on the job injury or illness to return to work at the earliest possible time in a light duty or full duty capacity.

PRIMARY OBJECTIVES

Considerations in implementing a viable “return-to-work” program are:

· To provide the employee with the necessary assistance to return to their normal work environment.

· To demonstrate the employer’s concern for the employee’s well being and the desire for an early return to work. Timely communication with the injured employee is essential.

· To provide reasonable accommodation, whenever necessary and operationally feasible, to enable the employee to perform the essential functions of the job.

BENEFITS OF THE “RETURN-TO-WORK” PROGRAM

The benefits of a viable “return-to-work” program are numerous.

Employer Benefits
· Reduced claim costs. Insurance premiums are directly related to the cost of claims; a consistent reduction in claim costs may result in a corresponding reduction in insurance premiums.  The early return to work of an employee, whether light, modified or full duty, may result in a reduction of claim costs. The rejection of a light duty offered by an employer will also result in a reduction of benefits to the injured employee.  The light duty position must be consistent with medical guidelines of the treating doctor.

· Goodwill is established between both the employee and, potentially, the public at large as the employer is viewed as one that cares for the employee.

· Increased operational productivity. Many employees are in highly skilled positions; the return of the employee to the pre-injury or temporary duty position will increase productivity in the respective functional area.

· The cost of hiring and training new or substitute employees is eliminated or reduced.

· Co-workers are not required to assume the workload of the injured employee. Overworking employees may have a compound effect of increasing the injury rate in an operation.

Employee Benefits

· The employee may return to the pre-injury wage rate; this results in a reduced financial hardship.  Pre-injury wage rates are approximately 25% higher than lost time benefits under the Occupational Disease and Injury Benefit Plan.

· The stress and boredom that typically results in the recuperation phase of an injury is reduced when the employee returns to the work environment.

· There is a reduction in an employee’s concern over continued employment with the company.

· A productive lifestyle results in an improved self-esteem, morale and personal security.

· The employee maintains the pre-injury relationship with fellow employees.

Return to Work: A Psychological Viewpoint

The positive relationship between the employee and the employer should not be the result of a “return-to-work” program but should be the “standard” in the routine operation of the business.  Employees that perceive themselves as integral and of value to an organization are more likely to endorse the program.  A level of “worth” in an organization will result in improved employee self-esteem and a desire to return to pre-injury conditions.

Studies have shown that the sooner an employee returns to work, the more likely the employee will reestablish a full duty schedule and full productivity.  The return to work need not be at the pre-injury position or pre-injury wage, but at a position that allows for continued work at a position that is consistent with the employee’s ability to perform given the injury and medical direction.  Studies have also illustrated that the longer the employee is off the job, the less likely the employee is to return to the place of employment or to a full duty status.  When labor markets are tight and qualified applicants limited, the return of the employee to the operation is integral to a company’s productivity.  Establishing the trust and positive relationship between the employee and employer will reap rewards for both.

Elements of a “Return-to-Work” Program

The following elements are generally incorporated into an early “return-to-work” program. These elements are not all-inclusive and may be modified to meet your company requirements. The elements must be in written format.

Employer Actions:

· All departments must be participants in the program and must support the program.  Cross utilization of personnel may assist when determining availability of light duty work.
· A thorough analysis is required of all workplace injuries to determine the root cause and to assist the Plan Administrator and medical personnel with claim management.
· A thorough job assessment should be performed to determine associated hazards and corrective actions.  Additionally, the assessment should identify the specific functions of the job and its physical requirements.  This is important in pre-employment evaluations as well.
· The employer should identify those positions within the company that are suitable for “light duty” assignments.  The physical requirements of the job should be documented to allow medical personnel to determine suitability.
· Designate a “return-to-work” coordinator that assists supervisors and the injured employee in returning to work.  The coordinator must be methodical in applying the “return-to-work” program and must maintain thorough documentation of all actions.  Information as the result of an injury may be confidential and should be handled accordingly.  The “return-to-work” program and participation in the program should be presented in the new employee orientation program.  Additionally, the program should be reviewed with all employees annually.  The coordinator should maintain documentation of this training.
· Early intervention and implementation of the “Return-To-Work” program is instrumental to the program’s success.  As soon as feasible, the employee’s supervisor and the “Return-To-Work” coordinator should contact the injured employee to express concern over the employee’s well being, to express a desire for a speedy recovery and return to work, and to determine any special employee needs.  It is important to remember that the employee may be experiencing both a physical and emotional trauma: physical from the incurred injury and emotional from the unknowns of not working.
· Close coordination is required between the “Return-To-Work” Coordinator and the injured employee’s supervisor.  The employer must ensure the information provided to the employee is accurate and does not conflict with other guidance.
· The employer will designate a medical facility/doctor that will treat all job-related injuries and illnesses.  Employees will be required to utilize the company designated facility or they may jeopardize potential benefits under the Occupational Disease and Injury Benefit Plan.
· The employer must ensure that the employee who has returned to work is performing in accordance with medical guidance.  The employer should reemphasize the specific requirements with the employee and identify limitations.

Employee Actions:

· Employees will read the company policy on early return to work and will acknowledge understanding of the policy by signature.  A copy of the signed policy will be given to the employee; the original will be filed with the employer.

· The employee has a responsibility to the employer to communicate the status of the injury and the expected date of return to work.  The employee also has a responsibility to provide details of the injury and medical information to the Plan Administrator and cooperate with any representative of the employer.
Definition of Return to Work Duty Assignments

Return to work duty assignments are separated into three distinct categories: Full Duty, Modified Duty, and Light Duty.

· Full Duty: Full duty is the performance of all duties and requirements for which the employee is employed. The release to full duty indicates the employee is capable of performing all essential and non-essential functions of the employee’s hired position.

· Modified Duty: Modified duty is the performance of all essential functions of the pre-injury position with modifications to schedule or method of performance. The employee may perform only a portion of the assigned duties that are within the employee’s current capabilities as outlined by the treating physician. Modified duty may include varying the hours of work, using mechanical means to assist performance, or using other employees to assist with job performance.

· Light Duty: Light duty is the performance of all essentials of a job or position other than that for which the person was hired. Light duty allows an employee to perform other duties and tasks that are permissible given medical limitations. These duties may or may not be at the permanent employment location. The light duty position offer should be for a specified time limit and at a specified rate. Light duty is a temporary assignment until the employee can resume the functions of the position for which employed. An example of light duty would be to use an auto technician to train other employees, to maintain service department documentation, etc. Assigned tasks must be consistent with the medical release for light duty. The employer should maintain a catalog of potential light duty assignments that are applicable to a specific job specialty (e.g. technician, porter, parts warehouse, etc.). The availability of an assignment is dependent on business activity.

Forms:

Standardized forms will be used to initiate the “Return-to-Work” program. The outlined forms are considered the minimum necessary to initiate a “Return-to-Work” program; employers may add forms as necessary to meet their requirements. The example forms are listed in Tabs at the back of this document. Maintenance of the forms will reside with the “Return-To-Work” coordinator. This program compliments the provisions of the Occupational Disease and Injury Benefit Plan.
· Tab 2:
“Return-to-Work” Policy
· Tab 3:
“Return-to-Work” Procedures
· Tab 4:
“Return-to-Work” Coordination Worksheet
· Tab 5:
 Employee/Employer Communication Log
· Tab 6:  “Return-to-Work” Correspondence
· Tab 7:
Medical Light/Modified Duty Request Letter with Work Status Report

· Tab 8:
Employer Bona Fide Offer of Light/Modified Duty
Employment Law Disclaimer:

The purpose of this procedure is to establish guidelines for use by employers and employees in implementing a viable “Return-to-Work” program.  This program is not intended to replace or supplement any existing federal or state requirements, but may work in concert with these programs (e.g. Federal Medical Leave Act, Americans for Disability Act).  It is incumbent on management to insure compliance with all applicable rules and laws.  ADA, FMLA, and other elements of employment law may apply following the injury of an employee.  Communication with appropriate legal counsel may be appropriate.

TAB 2
“Return-to-Work” Policy

It is the policy of company name to provide a “Return-to-Work” program as the means to return employees to meaningful, productive employment following an on the job injury or illness.  In order to provide the highest level of quality service to our customers, it is necessary for every employee of company name to be available for work, ready and capable of performing the duties and responsibilities for which the employee was hired.

The “Return-to-Work” program provides opportunities for any employee of this company, who was injured in the course and scope of employment or away from the job, to return to work at full duty.  If the employee is not capable of returning to a full duty position, the “Return-to-Work” program provides opportunities when available for the employee to perform a temporary assignment in which the employee’s regular position is modified to accommodate the employee’s physical capacities, or to perform an alternate duty position.

This “Return-to-Work” program shall not be construed as recognition by this organization, its management, or its employees that any employee who participates in the program has a disability as defined by the Americans with Disabilities Act of 1990.  If an employee sustains an injury or illness that results in a disability under the ADA, it is the employee’s responsibility to inform his or her supervisor or a person in a responsible management position when a disability under the ADA exists and that a reasonable accommodation is necessary to perform the essential functions of his or her job.

Specific procedures regarding the “Return-to-Work” program shall be provided to all employees.  Management and employees of this company are expected to support and fully comply with this policy and the procedures implementing this policy.

TAB 3
“Return-to-Work” Procedures

Injured Employee

Definitions:
The following definitions apply to this procedure:

1. Lost Time: Time spent away from work at the direction of the treating doctor as a result of a compensable injury sustained in the course and scope of employment. The term does not include time worked in a temporary assignment.
2. Full Duty: Performance of all duties and tasks of the position for which the employee is employed. Full duty entails performing all essential and non-essential functions of the employee’s regular job.
3. Temporary Assignment: Performance of a temporary job assignment that is intended to return an injured employee to work at less than his or her full duties when a compensable injury or serious medical condition prevents the employee from working full duty. Two types of temporary assignments are modified duty and light duty.
4. Modified Duty: Performance of all of the essential functions, but only a portion of the nonessential functions and tasks of the regular job duties for which the employee is employed. Modified duty allows the employee to return to current employment in his or her regular job, and perform those duties and tasks that are within the capabilities of the employee, given the restrictions to duty imposed by the treating physician. Modified duty is a temporary arrangement until the injured employee can resume full duty.
5. Light Duty: Performance of the essential functions of a job or position other than the position for which the employee was hired. Light duty allows the employee to temporarily perform other duties and tasks that are within the limits imposed by the treating doctor. Light duty is a temporary arrangement until the injured employee can resume full activities of his/her regular position.

Prohibited Actions: This “Return-to-Work” policy and procedure shall not be applied to any situation or circumstance in a manner that discriminates on the basis of race, color, sex, national origin, religion, or disability.

It is a violation of the “Return-to-Work” policy, procedures and state or federal law for any employee, supervisor or manager of this company to:
· Discharge or in any other manner discriminate against an employee of this company because the employee:
· Files a work injury or disease claim under the Occupational Disease and Injury Benefit Plan;
· Hires a lawyer to represent the employee in a work injury claim
· Limit, segregate, or classify a job applicant or employee in a way that adversely affects his or her employment opportunities or status on the basis of disability.

· Require a medical examination of an employee who is disabled as defined under the ADA unless the medical examination is job related and consistent with business necessity or is required as provided in the Occupational Disease and Injury Benefit Plan.

· Make inquiries as to whether an employee is an individual with a disability or as to the nature or severity of such disability unless a work injury claim has been made under the Occupational Disease and Injury Benefit Plan.

Position Descriptions of All Positions: All supervisors and managers are responsible for identifying, documenting and maintaining the essential and non-essential functions in a position description for all positions for which they are responsible.  The physical requirements of the position should be included in all position descriptions as either essential or non-essential functions.  All position descriptions shall be reviewed at least annually, and must be submitted for approval to the human resources manager.

Designated “Return-to-Work” Coordinator: A “Return-to-Work” coordinator shall be appointed in the Human Resources, Business Office, Office, etc. The “Return-to-Work” coordinator will be responsible for coordinating all activities associated with this program, unless specific duties are otherwise assigned to another person or position.

Education and Training: The “Return-to-Work” coordinator shall develop, maintain and provide an appropriate training module for inclusion in orientation training for new employees.  The “Return-to-Work” coordinator shall also develop, maintain, and provide an appropriate refresher training module for presentation to employees on an as needed basis.

Employee Participation in the “Return-to-Work” Program: Participation in this program is required under the Occupational Disease and Injury Benefit Plan for any employee that sustains a covered work injury or illness.
Notification of Injury or Illness: An employee who sustains an injury or illness off the job will notify their immediate supervisor as soon as feasible.  On the job injuries will be reported prior to the end of the employee’s shift and prior to departing the workplace.  The immediate supervisor will notify the claims/”Return-to-Work” coordinator of the employee’s injury and will perform an accident investigation to determine how and why the accident occurred.  The results of the investigation will be documented in writing and will be maintained in the claimant’s folder.

Authorization for Lost Time: Healthcare providers must authorize an employee’s “off work” status for all covered injuries.  It is the employee’s responsibility to obtain the certification for “off work” status from the Healthcare Provider and to deliver the certification to his/her supervisor.  A “Work Status Report” is included in the attachments.  The employee’s supervisor/”Return-to-Work” coordinator must ensure the employee takes a copy of the employee’s job description to the healthcare provider to allow a determination of whether the employee can perform the essential job functions.

Periodic Status Reports: If an employee is certified by a health care provider to be off work, the employee is required to submit periodic status reports to his/her supervisor to report the employee’s status and intention to return to work.  Such status reports are required at the time of each scheduled visit with the treating healthcare provider and are due immediately following the visit.  A “Work Status Report” form is attached to this procedure for this purpose.  The status report should be provided to the supervisor within 24 hours of the scheduled visit, or if a weekend or holiday is involved, before close of business on the next scheduled workday.

If an employee has returned to work in a temporary assignment, and follow-up health care provider appointments are necessary, the employee shall schedule the appointments to minimize time away from the job.

Communication with the Employee: At the time of first communication with the employee, the “Return-to-Work” coordinator shall provide information to the employee that contains the following, as appropriate:

· The company’s “Return-to-Work” policy and procedures, and appropriate forms.

· Notification that the company provides benefits to its employees through its Occupational Disease and Injury Benefit Plan for a work related injury or illness.
The “Return-To-Work” Coordinator is responsible for maintaining regular (weekly) communications with the employee.  The purposes of these communications are to: encourage the employee during recuperation from the injury, communicate the value of the employee to the department, encourage return to work at the earliest possible date, and, if the employee is receiving lost time indemnity benefits, offer assistance to the employee if needed to attend healthcare provider visits.
Temporary Assignment Positions (Light Duty): If the healthcare provider certifies an employee for return to work at less than full duty, this company may provide a temporary position for the employee. The temporary position will be for a specified time and with specified scope of work.  Supervisors are responsible for identifying light duty position requirements within their respective areas.  The temporary assignments shall be coordinated with the “Return-To-Work” coordinator and the human resources manager. Light duty assignments shall be identified, assigned and managed on a case by case basis based upon operational requirements. The offer of temporary position shall be documented in a “bona fide offer of employment” letter to the employee (attachment).

Bona Fide Letter of Employment Requirements: The bona fide offer of employment letter shall include the following information:

· 
The type of position offered (clerical, administrative, porter, service advisor, etc) and the specific duties;

· 
A statement that the company is aware of and will abide by any physical limitations under which the treating doctor has authorized the employee to return to work;

· 
The maximum physical requirements of the job;

· 
The location of the temporary employment;

· 
The expected duration of temporary employment;

· 
The consequences of not accepting a temporary assignment, in terms of duration and amount of lost wage indemnity benefits the employee may be eligible for.  Again, while the employee is required to participate, he/she will be notified in the offer of the adverse effect on benefits under the Occupational Disease and Injury Benefit Plan if he/she rejects the offer.
· The person to contact if the employee has questions regarding the temporary assignment or job modifications.

If the employee accepts the temporary duty assignment, then the employee shall perform the duties of the position for the term of the assignment or until released to full duty.

If the employee is unable to return to full duty by the end of the temporary assignment period, then the employee’s continued employment shall be considered based upon the business necessity of having the employee’s position filled and whether any reasonable accommodation is required by other state or federal directives.

TAB 4
“Return-to-Work” Coordination Sheet

Employee:_____________________________________
ID #:__________________
Department:____________________
Supervisor:______________________________
Description of Injury:_____________________________________________________
________________________________________________________________________
Description of Accident:___________________________________________________
________________________________________________________________________
________________________________________________________________________

Date of Injury:

______________________
Date Reported to Employer:

______________________
Date of Initial Medical Appt:

______________________
Date Reported to Insurance Carrier:

______________________
Date Released Light Duty:

______________________
Date Accepted Light Duty:

______________________
Date Released Full Duty:

______________________
Date Returned to Work:

______________________
Remarks:_______________________________________________________________
________________________________________________________________________
________________________________________________________________________

TAB 5
“Return-to-Work” Telephone Log

Employee:____________________________________
ID #:___________________
Emp Ph: (W)__________________ (H)__________________ (C)_________________
Department:____________________
Supervisor:______________________________
Sup Ph: (W)__________________ (H)__________________ (C)__________________
Carrier Contact: _________________________________ (PH) __________________

Medical Provider: ________________________________ (PH) __________________ 

Call Log
	Date
	Time
	Person Contacted
	Remarks

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


TAB 6
“Return-to-Work” Correspondence

TAB 7
Medical Light Duty Request Letter with Work Status Report
· Medical Light Duty Request Letter to Medical Facility – see next page

· Work Status Report and Instructions – see following three pages

Sample Medical Light Duty Request Letter
(Employer to Medical Provider(s)

Date
Medical Clinic
Attn: Doctor’s Name
Street Address

City, ST  Zip

RE:
Request for Light Duty Work Authorization


Employee:
Name

DOI:

Date
Dear Doctor Name:
It is our policy to provide our injured workers with the opportunity to continue to work in a modified or light duty status whenever operationally possible.  The offer of employment to the employee will be made in writing and will be for a specified period of time or until the employee is released to full duty without restrictions.
The offer of employment and position of employment will be determined by the physical limitations and restrictions placed on the employee because of his/her injuries.  Please complete the attached “Work Status Report” and fax it to fax number or mail it to the above address.  Your cooperation will allow our company to determine the availability of light duty employment and to ensure our employee complies with any clinical restrictions.
Thank you for your assistance.  Please contact me at phone number if you have any questions on our “Return to Work” program and policies.
Sincerely,

Return to Work Coordinator’s Name

Return to Work Coordinator

Cc:
Carrier
WORK STATUS REPORT INSTRUCTIONS
	PART I:   GENERAL INFORMATION

	1.
Injured Employee's Name
	Injured employee's complete name.

	2.
Date of Injury

	Date the injury occurred or date an occupational disease was diagnosed.

	3.
Social Security Number
	Injured employee's Social Security number.

	4.
Date of This Visit
	Date of appointment during which work status evaluated for this report.

	5.
Date of Next Evaluation
	Date injured employee is scheduled to return for a follow up examination to reevaluate work status.

	6.
Doctor's Name and Title
	Name of doctor who examined employee and doctor's title.

	7.      Federal Tax Identification   

         No.
	Doctor's federal tax identification number.

	8.
Professional License No.
	Doctor's professional license number.

	9. General Description of   

         Injury
	A high-level generic description of the injury or condition (e.g. broken right arm, strained left knee, etc). 

	10.
Date Being Sent
	Date the report is being sent; this is to eliminate the need for a cover page.

	11.
Number of Pages
	Number of pages being transmitted (by facsimile); this is to eliminate the need for a cover page.

	12.
Employer's Name
	Business name of employer for whom the employee worked at the time of injury.

	13.
Employer's Fax # or Email
	Fax # or Email address the report is being sent to (if being sent by Fax or email).

	14.
Insurance Carrier
	Name of workers' compensation carrier at time of the employee's injury.

	15.
Carrier's Fax # or Email
	Fax # or Email address the report is being sent to (if being sent by Fax or email).

	PART II:   WORK STATUS INFORMATION (FILL OUT ONE)

	16(a).
Able to Work
	Used to indicate the date the employee is/was released to return to work without restrictions. 

	16(b).
Able to work with  

              restrictions
	Used to indicate the date the employee is/will be released to return to work with restrictions on             work activity. 

	16(c).
Unable to Work
	Used to indicate that the employee is completely unable to work and is restricted from all work-     related activity.  A doctor who indicates that an employee is unable to return to work in any capacity must provide a detailed explanation of how the condition precludes all work.

	Notes on Boxes 16(b) and 16(c) -

A doctor who indicates that an employee is unable to work or is only able to work under restrictions (boxes (b) and (c)) must include              an estimated date of expiration for these restrictions.  These estimates are required to enhance claims management and to provide the employer with information that can be used to plan work coverage and to plan for the employee’s return to work (whether with or without restrictions).  An estimated expiration is speculative in nature.  The further out the date is projected, the less accurate it may be.  Estimations are not binding and may be changed as needed based upon the condition and progress of the employee by filing a subsequent Work Status Report.

	PART III:   WORK RESTRICTIONS (COMPLETE IF BOX 16(b) IS CHECKED)

	17.
General Work Restrictions
	Allows the doctor to indicate common restrictions that may apply to the employee.

	18.
Posture/Motion Restrictions
	Allows the doctor to indicate common restrictions on the employee’s capacity to perform various common work postures and motions.

	19.
Lifting Restrictions
	Allows the doctor to list any restrictions on the employee’s lifting capacity that may exist. 

	20.
Other Restrictions
	Allows the doctor to list any other restrictions on the employee’s ability to work that are not covered by the other portions of the report.

	21.
Signature of Doctor
	Signature of the doctor who conducted the examination.

	22.
Date of This Report
	Date report completed.

	23.
Doctor Type

	Treating: Doctor chosen by and primarily responsible for employee's injury-related health care. 
Consulting: Doctor who was selected by the treating doctor to provide an opinion on the employee’s medical condition.
Designated: Doctor selected by the Commission to evaluate whether the employee’s medical condition has improved sufficiently to allow a return to work (only for SIBs claims).
Referral: Doctor who was selected by the treating doctor to treat the employee’s medical condition.
Carrier-selected RME: Doctor selected by the insurance carrier.

TWCC-selected RME: Doctor selected by TWCC.

Other: Doctor who fits none of the above descriptions.

	Part IV:   OTHER INFORMATION

	This is an open box/area that allows the doctor to supplement the form with other information that he/she has found useful to provide to carriers and employers.  Doctors need to be careful to not include information on the form that reveals confidential medical information the employer is not entitled.  The employer is only entitled to information relating to the employee’s work status.


WORK STATUS REPORT      

                                                                               PART I:  GENERAL INFORMATION                                                   Used for Transmission
	 1.  Injured Employee's Name
	 6.  Doctor's Name and Title
	 10.  Date Being Sent
	11.  Number of Pages

	 2.  Date of Injury
	 7.  Federal Tax I.D. No.
	 12.  Employer's Name

	 3.  Social Security Number
	 8.  Professional License No.
	 13.  Employer’s Fax # or Email Address (if known)

	 4.  Date of This Visit
	 9.  General Description of Injury
	 14.  Insurance Carrier

	 5.  Date of Next Evaluation
	
	 15.  Carrier’s Fax # or Email Address (if known)


                                                                         ADVANCE \d 4   PART II:   WORK STATUS INFORMATION (FILL OUT ONE)ADVANCE \d 2
	16.  The injured employee’s medical condition resulting from the compensable injury:

 ADVANCE \d 4
(a)
has improved sufficiently to allow the employee to return to work without restrictions as of                  (date). 

ADVANCE \u 1       
(b)

has improved sufficiently to allow the employee to return to work with restrictions as of               (date).  The restrictions on 


the  employee’s work activities are noted in PART III of this report and are expected to last until at least                      (date) when 


the employee is expected to be ready to return to work without restrictions.

      
ADVANCE \u 2(c)

is such that the employee is/has been unable to work and restricted from all work as of                  (date).  This restriction is 



expected to last until at least                    (date) at which time the employee is expected to be able to return to work with 



restrictions.  The employee is expected to be able to return to work without restrictions by                 (date).  The following 



describes how the employee’s workers’ compensation injury precludes working in any capacity:


                                                  ADVANCE \d 2  PART III:   WORK RESTRICTIONS (COMPLETE IF BOX 16(b) IS CHECKED)
	17. GENERAL WORK RESTRICTIONS
	                                          18.   POSTURE/MOTION RESTRICTIONS

	
May only work ____ hrs/day
	
Employee has no posture restrictions
	
 ADVANCE \d 4 Employee has no motion restrictions

	
Sedentary only
	
Employee has posture restrictions as follows:
	
Employee has motion restrictions as follows:

	
Must wear splint/cast at work
	Hours per day
 1-4
4-6   
6-8
	Hours per day
1-4
4-6     
6-8

	
Must use crutches at all times
	Standing






	Grasping/Squeezing




	
Dressing changes necessary at work
	Sitting






	Keyboarding






	
No driving/operating heavy equipment
	Kneeling/Squatting



	Wrist flexion/extension




	
Can only drive automatic transmission
	Bending/Stooping




	Overhead reaching





	
Must wear sunglasses
	Twisting






	Climbing stairs/ladders




	
Must wear tennis shoes only
	Pushing/Pulling




	Walking







	
No skin contact with: _____________
	Overhead reaching




	Running







	
No work /         ____ hours work
	Other Reaching




	

	
in extreme hot/cold environments
	
19. LIFTING RESTRICTIONS
	
20.  OTHER RESTRICTIONS

	
 ADVANCE \d 3 at heights or on scaffolding
	The employee is able to:
	

	
No work in water
	
lift objects without restriction.
	

	

	
occasionally lift a maximumof ____ lbs;
	

	
Stretching breaks every ___  hrs
	
frequently lift a maximum of ____ lbs: and
	

	

	
carry objects weighing up to ____ lbs.
	


	21. Signature of doctor 
	 ADVANCE \d 2 23. Type of Doctor:
                        ADVANCE \d 2 Treating doctor
             Consulting doctor
            ADVANCE \d 2 Designated doctor
       Referral doctor              Other doctor
            ADVANCE \d 3 Carrier-selected RME          TWCC-selected RME

	22. Date
	


                                                                                          PART IV:   OTHER INFORMATION
	


WORK STATUS REPORT

                                                                                                               PARTE I:   INFORMACIÓN GENERAL                                        Used for Transmission     
	  1.  Nombre del Trabajador Lesionado
	  6.  Nombre y título del Médico
	 10.  fecha de envío
	 11. Número de páginas

	  2.  Fecha de la lesión
	  7.  Número de identificación de impuestos federales
	 12.  Nombre del empresario

	  3.  Número de seguro social
	  8.  Número de Licencia Profesional
	 13.  Número de Fax del empresario o correo electrónico

	  4.  Fecha de la Visita
	  9.  Descripción general de la lesión
	 14.  Compañía de seguros

	  5. Fecha de la próxima evaluación
	
	 15.  Número de Fax de la compañía de seguro o correo electrónico


   ADVANCE \d 4                                                         II PARTE: INFORMACIÓN SOBRE LA CONDICIÓN DE TRABAJO (LLENE UNA)
	16.  Condición médica del trabajador como resultado de la lesión compensable:

ADVANCE \u 1
(a)
el trabajador ha mejorado lo suficiente como para regresar al trabajo sin restricciones desde                 (fecha). 


(b)
el trabajador ha mejorado lo suficiente como para permitirle regresar al trabajo con restricciones desde _________(fecha). Las restricciones 

en las actividades del trabajador son notadas en PARTE III de este reporte y se espera que posiblemente duren hasta                      (fecha) 


cuando se espera que el empleado este preparado para regresar a trabajar sin restricciones.


(c)
es tal que el trabajador no puede regresar a trabajar y no se le permite ninguna clase de trabajo desde ________ (fecha)  Esta restricción es 

espera que dure hasta                   (fecha) en esta fecha se espera que el trabajador pueda regresar a trabajar con restricciones. Se espera que 

el trabajador regrese al trabajo sin ninguna restricción el            (fecha).  Lo siguiente explica como la lesión de compensación no permite 


que el trabajador regrese al trabajo en ninguna capacidad:




                                                  ADVANCE \d 2  PARTE III:   RESTRICCIONES DE TRABAJO (LLENE SI LA CASILLA 16(B) HA SIDO LLENADA)
	17.   RESTRICCIONES DE TRABAJO
	                                     18.   POSTURA/RESTRICCIONES DE MOVIMIENTO 

	
Únicamente puede trabajar ____ horas/día
	
Trabajador no tiene restricciones de postura
	
 ADVANCE \d 4 No tiene restricciones de movimiento

	
Sedentario únicamente
	
Trabajador tiene las siguientes restricciones:
	
Tiene restricciones de movimiento de esta            
manera:

	
Debe usar férula/ yeso en el trabajo
	Horas por día
 1-4
4-6   
6-8
	Horas por día
1-4
4-6     
6-8

	
Debe usar muletas todo el tiempo
	Parado






	Agarrar/Apretar




	
Cambio de vendajes necesario enel trabajo
	Sentado






	Teclado






	
No manejar equipo pesado
	Arrodillar/acuclilla



	Muñeca: flexión/extensión




	
Únicamente puede manejar transmisión 
automática
	Doblar/Agachar




	Levantar por encima





	
Debe usar gafas para el sol
	Torcer






	Subir las escaleras




	
Únicamente debe usar zapatos tenis
	Empujar/ estirar




	Caminar







	
No debe tener contacto de piel con: _______
	Levantar por encima




	Correr







	
No trabajo /         ____ horas de trabajo
	Estirar




	

	
En temperaturas extremas de calor o frio
	19.  RESTRICCIONES PARA LEVANTAR
	
20.  OTRAS RESTRICCIONES

	
 ADVANCE \d 3 En alturas o andamios
	 El trabajador puede:
	

	
No trabajar en agua
	
Levantar objetos sin restricciones..
	

	

	
Levantar ocasionalmente un máximo de ____  lbs.;
	

	
Descansos para estirar la musculatura cada  
____  horas
	
Levantar un máximo de ____ lbs: y
	

	

	
Cargar objetos que pesen un máximo de____lbs.
	


	21. Firma del Médico 
	 ADVANCE \d 2  23. Clase de Médico:               Médico tratante            Médico para consultar
            ADVANCE \d 2 Médico designado          ADVANCE \d 2 Médico referido           Otro médico
            ADVANCE \d 3 RME seleccionado por el seguro         RME seleccionado por TWCC

	22. Fecha
	


                                                                                          PARTE IV:   MAS INFORMACIÓN
	


TAB 8

Sample Employer Bona Fide Offer of Light Duty Employment

(Employer to Employee after receipt of Medical Release)

Date

Employee Name

Street Address

City, ST Zip

RE:
Bona Fide Offer of Employment

Dear Employee Name:

Doctor Name has given you a release to work in a light/modified duty employment capacity consistent with your current physical limitations as the result of your injury.  Please report to your Supervisor or “Return-to-Work” Coordinator on date at time to return to work under our “Return-to-Work” program.  The light/modified duty program will consist of brief description of duties.  A review of the light/modified duty position will be conducted every thirty (30) days to determine the continued availability of employment under the program.  Our goal is to assist you in the recovery process until you can return to unrestricted full duty employment.

Your failure or refusal to accept the light/modified duty position will result in your forfeiture of benefits under the Occupational Disease and Injury Benefit Plan and may jeopardize your continued employment with us. 

You may direct any questions or concerns to “Return-to-Work” Coordinator” at phone.

Sincerely,

General Manager, Human Resources Manager or “Return-to-Work” Coordinator

Cc:
Doctor
Carrier

LIGHT/MODIFIED DUTY WORK AGREEMENT

I, _____________________________________, understand that I have been released by

_______________________________ for light/modified duty work effective _______________________.
___________________________________ extends to you an employment opportunity specifically designed to meet your special needs. The terms of this employment offer are as follows:

Work Schedule


_______a.m. to ______p.m.
________________ through _________________
Compensation

_______  hour workweek with rate of pay set at $ __________ per hour

Duties

Duties may include but are not limited to the following: ____________________

_________________________________________________________________

_________________________________________________________________

Duty Limitations


According to your doctor, your limitations include: ________________________

__________________________________________________________________
Employee Responsibilities

*Report to work at assigned time.

*Report to supervisor the date and time of all doctor and therapy appointments.

*Notify supervisor as soon as possible in situations involving absence from work and tardiness.

*Perform duties assigned by the supervisor in a satisfactory and timely manner.

I have read and understand the conditions of the LIGHT/MODIFIED DUTY WORK AGREEMENT as specified above.

I understand that I am required to report directly to ______________________________ for job duty on _______________, 20__ at ______ a.m. at ________________________.
This agreement expires 30 days from date of execution; however, it can be renewed upon mutual agreement.

I accept the offer of Employment.
I do not except the offer of Employment.

Employee _____________________

Employee _______________________
Supervisor_____________________ 
Supervisor_______________________
Date__________________________

Date____________________________
ACUERDO DE TRABAJO LIGERO/MODIFICADO
Yo, _______________,______________________________________________________________________ entiendo que el ___________________________________________________________ me a autorizado para realizar trabajajos ligeros, a partir del ________________________________________.
___________________________________________ te ofrece la oportunidad de tener un empleo disefiado conforme a las necesidades especiales que requires. Los terminos de este empleo que se te ofrece son los siguientes:

Lugar de Trabajo
Horario de Trabajo

____________________________

____________________________

A.M.
P.M.

Salario

________bras a la semana a $ __________ por Hora.

Trabajo

*________________________________________________________________
Limitaciones Fisicas de trabajo be acuerdo al reporte medico adjunto.

*________________________________________________________________
Responsabilidades del empleado

*Asistir al trabajo en el tiempo asignado.

*Avisar al supervisor de las citas al doctor y a las terapias asi como los dias y horas.

*Notjficar al supervisor cuando vaya a liegar tarde o no pueda ir a trabajar.

*Realizar su trabajo de la mejor manare, asi como en tiempo y responsabilidad.

He leido y entendido las condiciones del ACUERDO DE TRABAJO LIGERO/MODIFICADO.

He entendido que debo reportanne directamente con ____________ para realizar mi trabajo en el dia y tiempo establecido.

Este acuerdo expira a los 30 dias, contados a partir de su ejecucion. Como quiera puede ser renovado de mutuo acuerdo.

Acepto la oferta de empleo.
No acepto La oferta de empleo.

Trabajador
________________________________________________________________
Trabajador
__________________________________________________________________________
Supervisor________________________
Supervisor____________________________
Fercha
___________________________
Fercha
_______________________________
Yo _____________________________________________ estoy de acuerdo de asignar trabajos de acuerdo a las habilidades fisicas que pueda realizar, segun el reporte medico del _________________._________________________________ .Si requiere entrenamiento, se le proporcionara. Esta oferta cumple con las reglas 129.6.

Yo ____________________________________________ verifico que la empleada lastimada se le proveo una copia de esta oferta de trabajo en la fecha decrita antes.
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