Return To Work Offer    

Duties within Employee’s Abilities and Medical Restrictions
Employee Name ______________________________________

Date: 
___________________

Employer:
_______________________________________

We have received your treating physician's medical report dated____________________which allows you to return to work within your current abilities.  We have a temporary position, which follows the medical restrictions given by your doctor.  Refer to the following job duties/tasks for details or you may refer to the job analysis attached.

Job Duties/Tasks: ______________________________________________________________
These work duties are offered to you as of__________________and will be re-evaluated on _________________if you have not been released to full duty.

We are offering you this position to accommodate the medical restrictions identified by your physician.   You must follow your abilities and restrictions as prescribed by your physician.  

______________________     __________________    ________       

      Employer's Signature                         Job Title                      Date 

____________ Yes, I understand this agreement and I accept this work.     

                         I will comply with restrictions as prescribed by my treating physician.

____________ No, I understand this agreement and I do not accept this 

work alternate work position.  Please note that refusal of this return to work offer may affect your workers’ compensation benefits.
___________________________                               _________

           Employee's Signature                                                       Date

___________________________                               _________ Date

            Witness' Signature

      

 
            
  

