
.

MODIFIED WORK OFFER

Name: 

[Your company] will make a reasonable effort to provide you with suitable temporary alternative work to assist in your recovery and promote a gradual return to your pre-accident employment. 

In keeping with your work restrictions of:

	Physical Restrictions

	Activity
	Duration
	Weight
	Activity
	Duration
	Weight

	Climbing
	
	
	Standing
	
	

	Balance
	
	
	Walking
	
	

	Stooping
	
	
	Sitting
	
	

	Kneeling
	
	
	Lifting 
Floor to Waist
	
	

	Crouching
	
	
	
Waist to Shoulder
	
	

	Crawling
	
	
	
Above Shoulder
	
	

	Reaching
	
	
	Carrying
	
	

	Handling
	
	
	Pushing
	
	

	Feeling
	
	
	Pulling
	
	

	Other

	Work Capacity Level:


[Your company] is offering you the following modified work placement:

The modified position is: _____________________________________________.

Your specific job duties include: 

Your hours of work will be from __________________ AM/PM to _________________ AM/PM and from

________________ to ____________________. We will continually review your progress and adjust the 


MM/DD/YY
MM/DD/YY

length of this placement as required, based on relevant medical information.

Your next medical follow-up will be _______________________________________.

Your rate of pay will remain the same. 

During your modified work placement you will be supervised by: _________________________. It is the responsibility of you and your supervisor to complete the “Employee Modified Work – Daily Record Form” and submit it to ______________________________ in the Safety Department at the end of each week. 

It is your responsibility to report any concerns or difficulties immediately to your Supervisor and _____________________ in the Safety Department.

Offer Accepted ________________________________________
  Date 




(Employee signature) 

Offer Not Accepted _____________________________________
  Date 

(Employee signature)

Supervisor 

(Signature)

Loss Prevention Supervisor 


                                                                (Signature)

