RETURN TO WORK NOTICE
Attention: WCB Adjudicator/Case Manager or Disability Insurer

Date: ___________________________
RE:
Name: ________________________

Project: _________________________

Date of Injury/Illness: _____________

Contact Phone: ___________________

Claim #: _____________________

Contact Fax: _____________________

Employee #: ____________________

Please be advised that the above employee has been cleared to return to :


(  Modified Duties


(  Full Duties

By _______________________________ on ___________________________ .



 (Health Care Provider)




(Date)

Comments:  __________________________________________________________________________________________________________________________________________________________________________________________________________________
If you have any further questions or concerns, please contact myself directly at my site phone number.
Thank you,

(Your name & title)
________________________________________________


(Name Printed)
(Signature)

cc.  Supervisor
