UNIVERSITY OF WISCONSIN – WHITEWATER

NON-WORK RELATED


DEVELOPED DUTY RETURN TO WORK PROGRAM

RETURN TO WORK AGREEMENT

FOR USE WHEN EMPLOYEE IS RELEASED FOR WORK WITH RESTRICTIONS

____________________________________            ______________________________ 

 Name of Employee (please print)                        
Name of Supervisor (please print)                      
____________________________________            ______________________________

Signature of Employee                                             
Signature of Supervisor                                    
Date








Date Developed Duty Period                                       to                                        (not to exceed 30 days)

Medically Appropriate Developed Duty Period Extension to:                                  .                         

PLEASE INCLUDE THE FOLLOWING INFORMATION

1.
What was employee’s regular job and essential job functions/tasks before this injury or illness?

2.
Describe the developed work the employee will do for the duration of this agreement.

3.
List the medical restrictions submitted by employee’s doctor.

As limits are removed by doctor, adjust job tasks and make note of them here.  

Employee  -  please initial changes.

UPDATE (if applicable):____________________________________________ 


Date employee returned to regular job without restrictions: ___________________ 










              Date                       
