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Return to Work Plan
The following return to work plan has been developed for:

Employee's Name:______________________________ Date:_______________

1. Job title:
___________________________________________________________

2. Work location:
___________________________________________________________

3. Supervisor:
___________________________________________________________

4. Treating Doctor:
___________________________________________________________

5. Nature of Injury:
___________________________________________________________
___________________________________________________________
___________________________________________________________

6. Suitable Alternative Duties:
___________________________________________________________
___________________________________________________________
___________________________________________________________
___________________________________________________________
___________________________________________________________

7. Specific duties to be avoided
___________________________________________________________
___________________________________________________________
___________________________________________________________
___________________________________________________________
___________________________________________________________

8. Hours/days of work
___________________________________________________________
___________________________________________________________

9. Wages, Award (if applicable)
___________________________________________________________
___________________________________________________________

10. Commencement date:
___________________________________________________________

11. Length of program:
______________________________________________________________________________________________________________________

12. Review dates:
___________________________________________________________
___________________________________________________________


13. General comments:
___________________________________________________________
___________________________________________________________
___________________________________________________________
___________________________________________________________
___________________________________________________________
___________________________________________________________
___________________________________________________________

The following parties have agreed to this Return to Work Plan:

______________________________________(Injured worker)
    _____/____/____

______________________________________(Supervisor)

    _____/____/____

______________________________________(Rehab coordinator)    _____/____/____

______________________________________(Treating doctor)
    _____/____/____

______________________________________(Union rep - optional) _____/____/____

A copy of this completed Return To Work Plan must be sent to all named parties.

STAR Human Resources Department retains original signed copy.
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