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	AREA
	OCCUPATIONAL HEALTH & SAFETY

	TITLE
	RETURN TO WORK ACTIVITIES PLAN 

	NUMBER
	10.6.3.2
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Name: ____________________________ Position: __________________________________
Workplace Location: _________________ Manager: ________________________________
RTW/Rehab. Coordinator: ______________________________ Date: __________________
(This may be the Manager of a small site)

	Suitable Alternative Duties:




	Restrictions:




Rehabilitation Goals:

	Short term goal(s) 
	Commencement Date
	Review Date

	
	
	

	
	
	

	
	
	

	Long term goal(s)
	Target date(s)
	Evaluation

	
	
	

	
	
	


	Treatment:




	Training Requirements: (If applicable)



Return to Work Coordinator's signature: __________________________________ Date: _____________
Employee's Signature: ________________________________________________ Date: ______________

Note:
The responsibilities of each of the above parties are outlined as:

Injured Employee:
To co-operate with the rehabilitation process and to notify Supervisor of any problems.

Supervisor / Manager:
To ensure that the injured worker performs only the duties outlined above, monitors the injured workers ability to perform these duties, notifies Rehabilitation Coordinator of problems and to facilitate injured workers attendance at necessary services.

Rehabilitation /RTW Coordinator: To ensure all parties endorse the Return to Work Plan, monitor the injured workers progress, co-ordinate services to resolve problems, change duties as required or medically endorsed.

JOB TITLE:









	CURRENT JOB INVOLVES 


	WORKER DETAILS:



CRITICAL DEMANDS

	Physical:

Please tick those duties that you where responsible for performing “Pre-Injury”
	Tick if applicable to normal role
	Cross if restricted during RTW plan
	Tick if allowed during RTW plan
	Suitable duties available:

Please tick if considered suitable in relation to status of Return to Work Plan
	Tick / cross here:

	· 
	
	
	
	· 
	

	· 
	
	
	
	· 
	

	· 
	
	
	
	· 
	

	· 
	
	
	
	· 
	

	· 
	
	
	
	· 
	

	· 
	
	
	
	· 
	

	· 
	
	
	
	· 
	

	· 
	
	
	
	· 
	

	Sensory
	
	
	
	· 
	

	· 
	Definitions:.
	· 
	

	Psychological
	
	· 
	

	· 
	
	Hours: 
	Days: 
	Shift cycle: 
	

	· 
	
	

	· 
	
	

	Environment
	
	Task Rotations: 
	Rest breaks: 
	

	· 
	
	Dr’s comments:

	· 
	
	

	Doctor’s Signature:


	Telephone 
	Fax:        

	Address:


	Date:

	RTW Consultant signature:


	Telephone:   
	Fax:   
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