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[bookmark: _GoBack]Return to Work Plan Offer and Outline
Employee Name: ________________________________ Date of Meeting: _______________________
Department/Location: __________________________________________________________________ 
Supervisor contact information: __________________________________________________________
You will be placed back on the payroll as of:  ______________________
The following limitations will be in place during the accommodation:
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
	
The following work duties will be performed as part of your RTW plan:
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

You will be working the following days and hours: 
	Date/Week
	Sunday
	Monday
	Tuesday 
	Wednesday
	Thursday
	Friday
	Saturday

	Start Date
	
	
	
	
	
	
	

	Week 1
	
	
	
	
	
	
	

	Week 2
	
	
	
	
	
	
	

	Week 3
	
	
	
	
	
	
	

	Week 4
	
	
	
	
	
	
	

	Week 5
	
	
	
	
	
	
	


· Modifications may need to be made to the above - all changes will be communicated in advance*
· It is expected that you schedule all medical appointments related to your workplace injury around work hours whenever possible
· In the event you are unable to attend a shift, please contact both the supervisor and the WCB.  If the time loss is due to your injury, you must seek medical treatment on the first day of your absence. Please note, your time loss is not automatically approved by the WCB - please contact your adjudicator or case manager for further details.
Should you have any questions or concerns, please contact your Return to Work Coordinator in person or by telephone at ###-####.
We are happy to have you back in the workforce and are here to cooperate and work with you during your recovery.
Next Meeting Date: _______________________________

Employee Signature: ________________________ Supervisor Signature: ________________________

RTW Coordinator Signature: ______________________Union Signature: _______________________

*Copies to be provided to the Employee, Supervisor, RTWC, Union representative*
