















Sample safety program:
Return to work

























[image: ]
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Insert company name
Sample return to work program


Policy

(Company name) is committed to returning injured employees to modified or alternative work as soon after an injury or illness as possible.  This will be done by temporarily modifying the employee’s job or by providing the employee with an alternative position. The employee’s medical condition along with any limitations or restrictions given by the attending healthcare provider will be considered as a priority when identifying the modified/alternative position.

Purpose

This program is intended to provide our employees with an opportunity to continue as valuable members of our team while recovering from a work-related injury.  We want to minimize any adverse effects of an ongoing disability to our employees. This program is intended to promote speedy recoveries, while keeping the employees’ work patterns and income consistent. At the same time, we benefit from having our employees providing a service and contributing to the overall productivity of our business.

Scope

This program applies to all employees of (Company name). 

Responsibilities
	
(Coordinator) will handle all injuries and the duration of the disability.

(Coordinator) will act as a liaison between (Company name) and the injured worker, the attending healthcare provider and (insurance carrier).

(Coordinator) will make sure the appropriate paperwork and forms have been properly handled and submitted to the appropriate parties.

(Coordinator) will monitor the modified/alternative work and gather any additional information that may be needed to properly handle the return to work efforts.

Note: Coordinator means an employee designated by the company and authorized in writing by the employee to receive and review private health information.

All supervisors/managers

In the event of an injury or illness, the supervisor or manager will make sure that our employee receives first aid, or if necessary, proper medical treatment at our designated medical facility. If possible, the supervisor/manager will accompany the employee to the medical clinic. The attending healthcare provider will be notified on the first visit that (Company name) has a return to work program and that modified/alternative work will be provided. The supervisor/manager will work closely with (Coordinator) to coordinate the return to work efforts and will be responsible for introducing the employee back into the workplace in the modified/alternative position. The supervisor/manager will make sure that the injured employee receives necessary assistance from co-workers and that the employee does NOT work outside of his/her restrictions. Monitoring for transition into full duty work will be the responsibility of the supervisor/manager.

Employees

If an injury occurs on the job, the employee is required to report it to their supervisor/manager immediately. If the injury requires attention beyond first aid, the employee must/should proceed to our designated healthcare provider for occupational injuries or illnesses: 

(Medical facility information)

If available, an employer representative will accompany the employee to the medical clinic. Together with the healthcare provider, the employee’s physical restrictions and limitations will be discussed. All employees are expected to return to the worksite, if possible, the same day to report the healthcare provider’s findings and to discuss modified or alternative work. This will enable all parties to be kept informed of the employee’s condition. Employees that have an injury or illness must report to the worksite, at the earliest possible time, following each provider visit to discuss his/her recovery.

Once an employee has returned to work, it is his/her responsibility to work within the physical limitations that the healthcare provider has given. The employee shall perform only those duties that are assigned to him/her. The employee must immediately notify his/her supervisor of any difficulty in performing the duties. The employee must also notify his/her supervisor in advance of any medical appointments (time allowances will be made for these appointments). Workers are encouraged to set medical appointments to minimize work disruptions.  The employee must keep his/her supervisor/manager informed of the recovery process and the ability to perform modified/alternative work.










Everyone

(Company name) is committed to promoting in the best possible way a full recovery for any of our industrially injured employees. (Company name), along with (insurance carrier) are available to answer any question that may arise.

For additional information regarding our return to work program, contact:

Name:  ______________________________________

Phone: ______________________________________


Signature 								

Title 									

Date 									
 


Employee injury packet


· Notice to employees 


· Employee injury and return to work checklist


· Introductory letter to healthcare provider


· Checklist for when employee does not return to work


· Physical and mental demands of employee’s current job


· Modified duty evaluation/work status and return to work authorization form


· Temporary modified position offer




(Post this notice in common employee areas and provide a copy to all workers at least annually)
Notice to employees
Availability of modified and alternate work

	


We are committed to providing modified or alternate work whenever possible for our employees who are injured on the job.  Early return to work has been shown to help injured workers achieve the most satisfactory recovery possible from an industrial injury. It also helps us control our workers’ compensation costs. 

If you are injured because of a work-related accident, please help us to help you by cooperating with our efforts to obtain information from your treating physician.

You may contact _____________________ if you have any questions regarding this policy.

	

Employee injury and return to work checklist
Complete this for every work-related employee injury or illness

Name of employee						 Date of incident			


· Send the employee to the proper medical facility, contact ConsultCare, if you use this program.  
· Send the following material with the employee:

· Introductory letter					
· Drug test authorization (if applicable)		
· Physical and mental demands of employee’s current job
· Modified duty evaluation and return to work form


In case of emergency, do not delay treatment while these forms are gathered.  Fax forms to the doctor within 24 hours of the incident.

Name of clinic/hospital___________________________________________________

Disposition:	___ Unrestricted work	     ___ Modified work     ___ Not back to work

Report of injury to (insurance carrier).
· Use the claims portal to submit the first report of injury to (insurance carrier).
· Physical and mental demands of employee’s current job.
· Additional comments on a separate sheet.
· Complete an accident investigation report.

If employee comes back to work:

· Meet with the employee to review any work restrictions or limitations.
· Notify claims adjuster that employee has returned to work.

If employee is released to modified work:

· Meet with the employee to review workers’ compensation benefits and answer questions.
· Send “modified duty” letter to employee via certified mail.
· Explain the modified work limitations to the employee and explain how to get help with tasks that exceed these limitations.
· Diary your file weekly from the date of injury to review status.
· Maintain contact with claims adjuster notifying them of any change in work status.
· Continue to get feedback from the employee as to “how things are going.”

If the employee does not come back to work:

· Refer to the “Checklist for when employee does not return to work”.

Checklist for when employee does not return to work


Name of employee						 Date of incident			


This checklist must be completed for every employee injury or illness that involves time lost from work.  Complete this checklist within 5 days of the injury.

Telephone the injured employee
· Briefly explain that workers’ compensation benefits are available.
· Provide claims adjusters contact information.
· Ask if he/she is satisfied with medical care. (If a negative response is received refer the issue to human resources for handling)
· Ask when the next doctor’s appointment is scheduled.            
Date: ___________ Time: __________ Doctor: _________________________
· Ask if transportation is needed.
· Tell the employee you are anxious to have him/her back to work as soon as possible.
· Explain that modified work will be made available as soon as the doctor approves it.
· Explain that you expect the employee and his/her doctor to cooperate with the return to work plan.
Telephone the treating physician.
· Make sure the doctor has the physical and mental demands of employee’s current job.
· Discuss the employee’s normal job duties.
· Discuss any modified work that is available.
· Ask when the employee can be cleared for modified work:  Date: _______________

If the employee does not come back to work within one week of the incident:
· Notify management that the employee is still off work. 
· Set up a diary to make weekly contact with the employee, the treating physician, the claims adjuster, and management.
· Prepare a get-well card for management to sign and mail to employee.

If the employee does not come back to work within one month of the incident:
· Notify management that the employee is still off work.
· Tailor a return to work plan in cooperation with appropriate personnel inside and outside the company and send to the healthcare provider for review.
· Prepare a get-well card for management to sign and mail to employee.






(This document is to be provided from the employer to the medical provider)


(Current Date)

RE: (Injured employee)

Dear (Healthcare provider),

(Company name) has a modified duty, early return to work program that places employees into positions that are safely within their medical restrictions.  

We are committed to bringing this employee back to a medically appropriate position while he/she recuperates from the effect of his/her injury.  We will make every effort to modify the following job factors to accommodate whatever physical limitations the employee may have.

 Marked are the areas for which job accommodations can be made:

[bookmark: Check40]	|_|  Job duties
[bookmark: Check41]             |_|  Hours
[bookmark: Check42]	|_|  Workstation
[bookmark: Check43]	|_|  Equipment
[bookmark: Check44]	|_|  Reassignment to another position
[bookmark: Check45]	|_|  Any of the above
[bookmark: Check46]	|_|  Please contact me to discuss (Name and phone #)

Attached is a form describing the physical requirements of the employee’s regular position.  Please review and refer to this information. 

Also attached is a modified duty evaluation and return to work authorization form. We would appreciate you taking a few moments to complete this form as it will help us to determine if a suitable temporary modified job is available or appropriate.  Please return this information to:

(Contact person, company and address)

Thank you for your assistance with this important matter.

Sincerely,




Physical and mental demands of employee’s current job
(To be provided by the employer to the medical provider)

	[bookmark: Text14][bookmark: Text34]Job title:	     	Date:	     

	[bookmark: Text18][bookmark: Text16]Employee name:	     	Dept.:	     

	[bookmark: Text19]Preparer's name/title:	     	

	Description of job duties: (Additional documentation may be attached)

	

	Outline "essential" job-related functions

	1. [bookmark: Text20]     

	2.      

	3.      

	4.      

	Physical capabilities required to perform essential job functions
	Mental capabilities required to perform essential job functions

	[bookmark: Text26]1.	     
	5.	     
	1.	     
	5.	     

	2.	     
	6.	     
	2.	     
	6.	     

	3.	     
	7.	     
	3.	     
	7.	     

	4.	     
	8.	     
	4.	     
	8.	     

	Environmental exposures
	Protective equipment

	Seldom – means the employee may be exposed up to 33% of the time, Often – means the employee may be exposed 34% to 66% of the time, Freq. – means the employee may be exposed more than 66% of the time.

	
	
	Seldom
	
	Often
	
	Freq.
	
	
	
	Seldom
	
	Often
	
	Freq.
	

	
	
	S
	
	O
	
	F
	
	
	
	S
	
	O
	
	F
	

	Dusts - mists - fumes
	
	|_|
	
	|_|
	
	|_|
	
	Respirators, breathing devices
	|_|
	
	|_|
	
	|_|
	

	Wet - damp surfaces
	
	|_|
	
	|_|
	
	|_|
	
	Face - eye protection
	
	|_|
	
	|_|
	
	|_|
	

	Extremes – heat - cold
	
	|_|
	
	|_|
	
	|_|
	
	Head - scalp
	
	|_|
	
	|_|
	
	|_|
	

	Noise
	
	|_|
	
	|_|
	
	|_|
	
	Arms - hands - fingers
	
	|_|
	
	|_|
	
	|_|
	

	Chemicals/caustics
	
	|_|
	
	|_|
	
	|_|
	
	Legs - feet - toes
	
	|_|
	
	|_|
	
	|_|
	

	Confined spaces
	
	|_|
	
	|_|
	
	|_|
	
	Body protection
	
	|_|
	
	|_|
	
	|_|
	

	Heights
	
	|_|
	
	|_|
	
	|_|
	
	Hearing protection
	
	|_|
	
	|_|
	
	|_|
	

	Allergenics - plants/materials
	
	|_|
	
	|_|
	
	|_|
	
	Dermatological
	
	|_|
	
	|_|
	
	|_|
	

	Other (please list)
	
	|_|
	
	|_|
	
	|_|
	
	Other (please list)
	
	|_|
	
	|_|
	
	|_|
	

	Other (please list)
	
	|_|
	
	|_|
	
	|_|
	
	Other (please list)
	
	|_|
	
	|_|
	
	|_|
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Physical and mental demands of employee’s current job

	[bookmark: Text2]Job title:	     
	Employee name:      	     

	[bookmark: Check36][bookmark: Check2]Hand manipulation required.	|_| Yes	|_| No	(check A, B, C, D respectively)

	[bookmark: Check3][bookmark: Check10][bookmark: Check21][bookmark: Check20]A.	Simple grasping?	Right:	|_| Yes	|_| No	Left:	|_| Yes	|_| No

	[bookmark: Check7][bookmark: Check11][bookmark: Check14][bookmark: Check17]B.	Power grasping? 	Right:	|_| Yes	|_| No	Left:	|_| Yes	|_| No

	[bookmark: Check8][bookmark: Check12][bookmark: Check15][bookmark: Check18]C.	Pushing & pulling? 	Right:	|_| Yes	|_| No	Left:	|_| Yes	|_| No

	[bookmark: Check9][bookmark: Check13][bookmark: Check16][bookmark: Check19]D.	Fine manipulation? 	Right:	|_| Yes	|_| No	Left:	|_| Yes	|_| No

	Briefly describe if answering yes to any of the following questions.

	[bookmark: Check22][bookmark: Check39][bookmark: Text6]Does the job require worker to reach above or below shoulder level?
	|_| Yes above	|_| No above	Frequency:	     
	|_| Yes below	|_| No below	Frequency:	     

	[bookmark: Check24][bookmark: Check25][bookmark: Text7]Does the job require use of worker's feet to operate foot controls or for repetitive movement? 
	|_| Yes	|_| No	     

	Are there special visual or auditory requirements? 	 
	|_| Yes   |_| No

	[bookmark: Check32]Driving cars, truck, forklifts, other equipment? 		|_| No	     
	|_| Yes   |_| No

	[bookmark: Check33]Walking on uneven ground? 		|_| No	     
	|_| Yes   |_| No

	Exposure to extremes in temperature or humidity? 	
	|_| Yes   |_| No

	[bookmark: Check35]Exposure to noise? 		|_| No	     
	|_| Yes   |_| No

	
	Intermittent means less than 66% of the time Continuous means more than 66% of the time
	

	
	Activity level
	Number of hours per day

	Activity
		Cont.?	Inter.?

	0
	1
	2
	3
	4
	5
	6
	7
	8
	> 8

	Sitting
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	Walking
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	Standing
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	Bending
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	Squatting
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	Climbing
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	Kneeling
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	Twisting
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	Percentage of lifting frequency
	Weight
	Percentage of carrying frequency

	[bookmark: Text13]     %
	10 lbs. or less
	     %

	     %
	11 lbs. to 20 lbs.
	     %

	     %
	21 lbs. to 40 lbs.
	     %

	     %
	41 lbs. to 55 lbs.
	     %

	     %
	56 lbs. to 75 lbs.
	     %

	[bookmark: Text32]Longest distance carried:	     

	Heaviest item carried, and how far:	     

	To be completed by the employee

	[bookmark: Check37][bookmark: Check38]Do you have any physical condition that may limit your ability to perform this job efficiently and safely? 	|_| Yes	|_| No

	If yes, please explain:  





	

		
	Signature of employee
		
	Date of signature

	
	

	
	

		
                                                 Signature of preparer
		
                                                       Date of signature
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(Insert company name)
Modified duty evaluation and return to work authorization form
(To be provided by the employer to the medical provider)


Our company has a light duty and transitional work program that provides temporary jobs that injured employees should be able to safely perform during their recovery periods. Completion of this form will allow us to identify an appropriate assignment for this employee. Thank you for your cooperation and prompt response.

Evaluation date					Date of injury					

Employee 					     Employer 						

Employer contact person 	 	Phone 				

Diagnosis													
													

Treatment plan: 											

Date of next appointment										


Work status
	May return to regular work without restrictions: (Date)

	May not return to work until: (Estimated date)

	May return to work with restrictions: (Date)
	Estimated duration of work restrictions:




Prognosis												

Referral to____________________________________________________________________________

Healthcare provider 										______ 

Please fax this form to the attention of 				 at 			 
so, our employee may return to work without delay.

(Insert company name)
Modified duty evaluation and return to work authorization form
(To be provided from the medical provide to the employer)

Work restrictions

Restrictions apply to:  Work___	    Home ___	Leisure ___

During the applicable 8-hour workday, this employee can:
	Sit _____ hours		Stand _____ hours	Walk _____ hours

In terms of an applicable 8-hour workday, “occasionally” equals 1-33%. “frequently” equals 34-66%, and “continuously” equals 67-100%.

	Activity
	Never
	Occasionally
	Frequently
	Continuously

	Lift and Carry
	
	
	
	

		Up to 10 pounds
			
			
			
			

		11 – 25 pounds
			
			
			
			

		26 – 35 pounds	
			
			
			
			

		36 – 50 pounds
			
			
			
			

		51 – 75 pounds
			
			
			
			

		76 – 100 pounds
			
			
			
			

	Reach above shoulder level
			
			
			
			

	Push / Pull
			
			
			
			

	Climb
			
			
			
			

	Crawl
			
			
			
			

	Squat / Kneel
			
			
			
			

	Bend (Waist)
			
			
			
			

	Bend (Neck)
			
			
			
			

	Stoop / Crouch
			
			
			
			

	Balance
			
			
			
			

	Twist (Waist)
			
			
			
			

	Twist (Neck)
			
			
			
			

	Other:




Healthcare provider’s comments: 																						
Healthcare provider signature: 							Date: 		______

(To be provided by the employer to the injured worker)

(Current date)

Name of employee:
Address:
City, state, zip:

Re: Availability of temporary modified position

Dear: (Employee)

Your attending healthcare provider, _		, has released you for modified work. We have a temporary position for you that your healthcare provider feels you will be able to perform successfully. The availability of this position will be periodically reviewed.  The position is:

(Describe position)

You will be receiving $ _______ per (hour / week / month). (Insurance Company) will prorate your workers’ compensation benefits if this is less than your regular wage, subject to statutory limits.

We ask that you report to work on:

Date: 			 	Hours per day/week: 				

Time: 		 (am / pm) Duration of job: 			 (days / weeks / months)

Report to: 							    Phone: 				

Location: 												

If you receive this letter after the report-to-work date, please contact: 					 within 24 hours.

Failure to report to work could affect temporary disability compensation and could mean loss of your re-employment and reinstatement rights.

Sincerely,


_____		
I have read and understand the above information.  I accept this job as offered.

· yes         
· no     


								
			Employees’ signature
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