RETURN TO REGULAR DUTIES

	
	To:  (Supervisor)
	
	

	
	     
	 has completed his/her
	

	
	(Name of Worker)
	
	

	
	modified work assignment and has his/her health care provider's approval
	

	
	to return to work as of
	     
	to commence regular duties.
	

	
	Name:
	     
	Date:
	     
	

	
	
	(Your name and title)
	
	
	

	
	Signature:
	     
	Date:
	     
	

	
	
	(Your name)
	
	

	
	
	Note:  Copy to Disability Management Coordinator and WCB Adjudicator/Case Manager or Disability Insurer
	

	
	
	
	
	
	


Your Company

Address

Ph. #

Note: this form is to be used when the worker provides medical information to the safety officer in the field.
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