Light Duties Plan

  Employee’s Name:  _________________________________________________

  Job Description:  ___________________________________________________

	Workers Comp Injury:  
	Yes
	
	No
	

	Doctors Certificate Attached
	Yes
	
	No
	


  Time Frame Required:  _______________________________________________

  Limitations:  ________________________________________________________

  __________________________________________________________________

  __________________________________________________________________

	Light Duties Available:  
	Yes
	
	No
	


  If Not, reason unavailable:  ____________________________________________

___________________________________________________________________

  Specific Limitations Approved by Supervisor and Doctor______________________

  __________________________________________________________________

  __________________________________________________________________

  __________________________________________________________________

  __________________________________________________________________

  Light Duty Hours to be worked__________________________________________

  __________________________________________________________________

  __________________________________________________________________

I understand the limitations listed above and agree to be constantly aware of these           limitations whilst on the job.  Further if I feel any activity may jeopardise my recovery, I will contact my Supervisor and/or my Doctor.  I will return to full duty as listed above or submit another Doctor’s certificate for approval if the light duty needs to be extended.

 _____________________________________    ____________________________

                Employee’s Signature                                                   Date

_____________________________________     ____________________________

                Supervisor’s Signature                                                  Date

_____________________________________    ____________________________

                  Doctor’s Signature                                                       Date

