Return to Work

Modified / alternate Work Offer 
	Last name
     
	First name
     
	Date (yyyy-mm-dd)
     


As part of our commitment to provide modified/alternate work for injured workers we are offering you the following:
	Job position:
     

	Temporary Restrictions:

     


	Duties:
     


	Hours of work per day

     
	Number of days per week

     

	Start date (yyyy-mm-dd)
     
	Finish date (yyyy-mm-dd)
     

	Supervisor’s name

     


CAUTION: You are only to do the tasks that are allowed within your current restrictions. 
If you have questions or concerns with the work assignment, please contact and discuss it with your supervisor immediately. 
You will meet with a supervisor once a week to review your progress, starting on      (date yyyy-mm-dd).
	Worker’s signature


	Date (yyyy-mm-dd)
     

	Employer’s signature


	Date (yyyy-mm-dd)
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