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Sample Policy Language
This is a sample policy.  Prior to implementation, it should be amended to reflect your organization’s practices and legal obligations.

Sample Light Duty Policy

The Company encourages our employees to maintain safe work practices.  However, should a work-related injury or illness occur, we have established the following guidelines to provide employees the opportunity to continue to work at a reduced capacity in an alternate light duty job.  If you meet the eligibility criteria you may participate in our light duty program.

If you sustain a work-related injury or illness which requires medical attention and prevents you from returning to your regular job, your medical status will need to be evaluated to determine if you are capable of performing temporary light duty work.  Upon notification an injury or illness has occurred and medical treatment has been sought, the ______________ will promptly notify your treating physician of the Company’s return-to-work program and obtain a release for work.  The Company defines light duty work as temporary modified work assignments that are within the injured employee's physical abilities. 

When written approval to return to temporary light duty work is given by your treating physician, the ______________ will try to find a temporary light duty position for you, but we are under no obligation to do so.  Light duty positions are based on your medical restrictions, the business needs of the Company, and the availability of work. Failure to accept a suitable light duty job may jeopardize your workers' compensation benefits.

If you are released, and temporary light duty work is available which meets the medical restrictions established by your treating physician, you will be placed in a light duty job.  While assigned to a light duty job, the ______________ will monitor your medical progress and coordinate communications between all interested parties so you return as quickly as possible to your regular job.  

Eligibility

Participation is limited to employees who have experienced a job-related injury or occupational illness which temporarily prevents them from performing their regular job duties.  If you experience a non-work related injury or illness, other accommodations may be available as determined by the Company on a case-by-case basis.

Employers with 25 or more employees include:   You may also be eligible for Family and Medical Leave while you are medically unable to perform your regular job duties.
You may no longer qualify for participation if one of the following occurs:

1.	Your treating physician determines that you will be unable to return to your regular job duties;

2.	There is a determination that your injury or illness is not work-related;

3.	You are referred to vocational rehabilitation;

4.	There is a determination that you are medically stationary but are still unable to return to your regular job duties;

5.	Your workers' compensation claim is settled or closed;

6.	Failure to abide by all Company rules, policies and procedures.

This policy does not supersede or modify the procedures applicable to employees eligible for reasonable accommodation under the Americans with Disabilities Act (ADA). If you have questions regarding the ADA, please contact Human Resources.












Employee Responsibilities for Injuries and Accidents


1. Report all on-the-job incidents and injuries to your supervisor as soon as the effects of the injury or illness become known, regardless of whether or not professional medical treatment is required.  This should be done within 24 hours.

2. Anytime you receive medical treatment that could require work restrictions, or require you to be absent from work, inform the ______________ immediately.  In doing this we can obtain information from your treating physician to determine the availability for work within outlined medical restrictions or anticipate how long you will need to be away from your regular job.

3. While you are away from work, you are required to comply with the Company’s Call-In Policy.  You must call in at least weekly on the day designated by your supervisor or manager to report your status, any changes in your condition and to receive any necessary information associated with your job.  Failure to call in as instructed may result in disciplinary action, up to and including termination of employment.

4. Once your doctor releases you to return to work for temporary light duty or regular work, report to the ______________ at the next scheduled work shift.

5. It is your responsibility to remain within any physical limitations established by your treating physician while working in a light duty capacity.  Failure to do so may result in disciplinary action up to and including termination.

6. It is your responsibility to notify the ______________ within 24 hours of all changes in your medical condition, physical limitations, etc.

7. All communication and contact should be performed in accordance with established Company policies and procedures.












Worker Acknowledgment


A.	The return to work policy and procedure has been explained to me.

B.	I have read and fully understand all the procedures and responsibilities.

C.	I agree to observe and follow these procedures.

D.	I understand my failure to complete my responsibilities may result in disciplinary action up to and including termination.

E.	Failure to follow these procedures may also affect my right to reemployment, reinstatement, or possible future vocational assistance following disability.

F.	I have received a copy of this policy and procedure.




______________________________							_______________
Worker Signature		       											Date


(Copy to personnel file)

Sample Call-In Policy

If you are away from work because of an on-the-job injury or other medical leave you are required to call in at least weekly on the day designated by your supervisor or manager to report your status, any changes in your condition, and, to receive any necessary information associated with your job.  Failure to call in shall be grounds for discharge.



Steps in Making a Light Duty Job Offer

1.	Verify your Company has a written Light Duty policy in place.  Be sure all employees have been informed of this policy.  You may choose to post the policy in an area easily accessible by all employees.

2.	For quicker information on physical limitations (in non-emergency situations), send the Release to Return to Work form with the injured worker to their initial treating physician visit.  Subsequent to the visit, ask the injured employee to return the completed Release to Return to Work form to you as soon as possible.  In situations where the employee is not immediately available or the injury is such that emergency medical treatment is necessary, fax the Release to Return to Work form to the treating physician along with a cover sheet asking them to complete and sign the form.  Ideally, this should be done within 24 hours of the employee’s first visit to a medical provider.

3.	Once you have received the completed Return to Work form from the treating physician, a light duty job can be created. Based on the physical limitation information you have obtained, prepare the light duty job description. Be sure to include as much information as possible regarding the physical requirements of the job to be offered. If unable to modify the employee’s existing job to fit anticipated physical limitations, look at what other job tasks need to be performed within the organization that fit within the employee's physical limitations.  

Send the completed light duty job offer to the employee’s treating physician for approval.

Once approval for the light duty job is received, discuss the light duty job offer with the employee.  Make the job offer in writing.  (See attached example.)  For assistance, please contact Cascade or your insurance carrier claims adjuster.

Make sure the job offer letter includes all necessary elements.

4.	If the employee refuses to come in and review the written offer, send the letter to them by regular and certified mail (return receipt requested).  This will document your efforts to return the employee to work.

5.	Make sure you send a copy of the light duty job offer letter and the signed return to work form to your claims adjuster (or other insurance carrier representative).  You will also want to contact the claims adjuster by telephone to notify them of the job offer and to verify receipt of the job offer letter and signed return to work form.



6.	If the employee refuses the job you have offered, and the treating physician agrees that the employee can perform the work, time loss benefits may not be paid unless the modified hours or modified wage are less than the worker's regular job (or job-at-injury).  In these cases, pro-rated benefits will be paid, as if the employee was performing the light duty work.

7. In addition, the employee may lose reinstatement rights if the employee:

· Refuses a bona fide offer of suitable light duty or modified employment from the employer before becoming medically stationary; or,
· Does not report to work as specified in the employer´s suitable job offer. 

Release to Return to Work

	 Name of worker





Please complete the following information and return to us at the address indicated above.

1.	Is the worker			    Yes		Date ________________ (Provide closing information and complete Form 827)
	 	medically stationary?	    No		Next scheduled appointment date ___________________________

2.	Worker is released to:
		  full duty without limitations		Date _______________ (Do not complete lines 3 through 11.  Sign below.)
		  modified duty from (date) _________ through (date)  ___________  (specify limitations below.)
		  modified hours – specify _______________________ from (date) _________ through (date) __________
    
	                                                                                              Hours:
	No limitations
	1
	2
	3
	4
	5
	6
	7
	8

	3.  In an eight hour workday, worker can stand/walk: 
	            
	
	
	
	
	
	
	
	

	4.  At one time, worker can stand/walk:
	            
	
	
	
	
	
	
	
	

	5:  In an eight hour workday, worker can sit a total of:
	            
	
	
	
	
	
	
	
	

	6.  At one time, worker can sit:
	            
	
	
	
	
	
	
	
	



7.	The worker is released to return to work in the following range for lifting, carrying, pushing/pulling:

	Pounds
	<10
	10
	15
	20
	25
	30
	35
	40
	45
	50
	55
	60
	65
	70
	75
	80
	85
	90
	95
	100
	>100

	Occasionally
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Frequently
	
	
			
	
			
	
	
	
	
	
	
	
	
	
		
	
	
	
	
	
	



8.	Worker can use hands for repetitive:	 	Right					Left						Dominant hand
 a.	Fine manipulation							  Yes	    No			  Yes	    No			  Yes	    No
		b.	Pushing and pulling						  Yes	    No			  Yes	    No
		c.	Simple grasping							  Yes	    No			  Yes	    No
		d.	Keyboarding								  Yes	    No			  Yes	    No

9.	Worker can use feet for repetitive raising and pushing (as in operating foot controls):	   Yes	  No

10.	Worker is able to:         Continuous		       Frequently               Occasionally              Intermittently                 Not at all
							    						  67-100% of the day      34-66% of the day     6-33% of the day         1-5% of the day
 a.  Stoop/bend	   	  	   	  	 
 b.  Crouch 	   	  	   	  	 
 c.  Crawl 	   	  	   	  	 
 d.  Kneel 	   	  	   	  	 
 e.  Twist 	   	  	   	  	 
 f.   Climb 	   	  	   	  	 
 g.  Balance 	   	  	   	  	 
 h.  Reach 	   	  	   	  	 
 i.   Push/pull 	   	  	   	  	 

11.	Other functional limitations or modifications necessary in worker’s employment:




Additional comments may be written on back of form.
	Signature of physician
	Physician’s typed name

	[bookmark: _GoBack]Date


(LIGHT DUTY JOB DESCRIPTION)
(Date)
(Doctor Name & Title)
(Doctor Mailing Address)
(City, State, Zip Code)

Re:  (Injured worker's full name)
Date of Birth:  (if available)
Social Security No.: (if available)
Insurance Carrier Claim No.:  (if available)
Date of Injury:  9/9/99

Dear Dr. _____________________:

We would like to return your patient _____________________________ to modified work with our Company as soon as possible.  The position is that of ________________.  This position will involve the following duties be performed as described:

Job Title:  ______________________

Description of Job Duties: 	
	
	
	

The employee may perform the duties described above as follows:

(continuously = 67-100% of the day, frequently = 34-66%, occasionally = 6-33%, intermittently = 1-5%)

					   Continuously	 Frequently		Occasionally	Intermittently	   Never
Bending				_________		_________		_________		_________		_________
Crawling				_________		_________		_________		_________		_________
Squatting			_________		_________		_________		_________		_________
Balance				_________		_________		_________		_________		_________
Sitting				_________		_________		_________		_________		_________
Standing			_________		_________		_________		_________		_________
Kneeling				_________		_________		_________		_________		_________
Infrequent Lift (s) _________		_________		_________		_________		_________	
Frequent Lift (s) 	_________		_________		_________		_________		_________	
Carry 				_________		_________		_________		_________		_________

Employee may use hands for repetitive:

	Fine Manipulation	Pushing and Pulling	Simple Grasping

Right  	____Yes  ____ No	____ Yes  ____ No	____  Yes  ____ No
Left	____Yes  ____ No	____ Yes  ____ No	____  Yes  ____ No

Lifting requirements will not exceed _____ pounds.
Other functional limitations to be considered:  	
	
	

We would like to start ______________________ in this position at the earliest possible time, pending your approval.

This temporary position is of a light duty nature and is designed to not aggravate the employee's existing condition.  The employee's modified work can be scheduled to accommodate physician, physical therapy, and other injury-related appointments as required.  This position does provide a valuable service for us (the employer), while providing meaningful employment and financial security for the injured worker.

This temporary light duty job will comply with any limitations you deem necessary.

Thank you Dr. ___________________ for your time and your prompt response in this matter.  It is medical professionals like you who make our program a success.

Sincerely,


(Employer Representative)


___________________________			___________________________
Approved					          				Denied


Further restrictions, limitations, or medical reason for denial.

___________________________________________		____________________
Physician Name															Date

cc:  Insurance Carrier
VIA REGULAR & CERTIFIED MAIL


(Date)_____________

(Injured worker’s name)
(Injured worker’s address)
(City, State, zip code)

Re:  Light duty work
Claim Number:  ______________
Date of Injury:  ______________

Dear (Mr./Mrs./Ms/Mx)___________:

Your attending physician has released you for modified work.  We have located a temporary, light duty position for you which your physician feels you will be able to perform successfully based on the restrictions listed on the attached form.  The availability of this position will be periodically re-evaluated.

The job is that of a JOB TITLE and duties include the following activities:  (List job activities here).  During this period of light duty work, you will be responsible to remain within the restrictions set out by your physician. 

You will be receiving $_____ per hour.  (Company insurance carrier) may supplement your wages with workers’ compensation benefits.

We ask that you report for work on:

(Month, day, year and time)

Beginning (Month, day, year), your light duty work schedule will be the following:
Hours per day:  _____________ (ex. 4.5)
Start/end time:  _____________ (ex. 8:00am to 1:00pm) (1/2 hour for lunch)
Days per week: _____________ (ex. Monday through Friday)
Duration of job:  Temporary
Report to:	_________________ (ex. Manager or Supervisor’s name) 
Phone:      	_________________
Location:   	_________________
	     			
If you receive this letter after the start date of this job, the job will begin on the next working day after your receipt of this offer.  If late receipt of this letter does occur, or other difficulties arise, immediately contact:  ______________________________
Please see attached Oregon Administrative Rules concerning your rights and obligations under this offer of transitional/temporary employment.  These attached rules are fully incorporated into this job offer.

If you refuse this offer of work for any of the reasons listed in this notice, you should write to the insurer or employer and tell them your reason(s) for refusing the job. If the insurer reduces or stops your temporary total disability and you disagree with that action, you have the right to request a hearing. To request a hearing you must send a letter objecting to the insurer's action(s) to the Workers’ Compensation Board, 2601 25th Street SE, Suite 150, Salem, Oregon 97302-1282.

We are looking forward to seeing you and wish you a rapid recovery.

Sincerely,


(your name)
(your Company name)
(your telephone number)

I have read and understand the above information.  I accept this job as offered.
Yes______  	No______


Employee signature:  ________________________________	Date __________

cc: _____________(ex. insurance carrier)



OAR 436-060-0030(3)  
c)  The employer or insurer has confirmed the offer of employment in writing to the worker stating:

(A) the beginning time, date and place;
(B) the duration of the job, if known;
(C) the wages;
(D) an accurate description of the physical requirements of the job; and
(E) that the attending physician or authorized nurse practitioner has found the job to be within the worker’s capabilities and the commute within the worker’s physical capacity;
(F) the worker’s right to refuse the offer of employment without termination of temporary total disability if any of the following conditions apply:

(i) The offer is at a site more than 50 miles from where the worker was injured, unless the work site is less than 50 miles from the worker’s residence, or the intent of the employer and worker at the time of hire or as established by the employment pattern prior to the injury was that the job involved multiple or mobile work sites and the worker could be assigned to any such site.  Examples of such sites include, but are not limited to logging, trucking, construction workers, and temporary employees;
(ii) Is not with the employer at injury;
(iii) Is not at a work site of the employer at injury;
(iv) Is not consistent with existing written shift change policy or common practice of the employer at injury or aggravation; or
(v) Is not consistent with an existing shift change provision of an applicable union contract; and

(G) The following notice, in prominent or bold face type:

"If you refuse this offer of work for any of the reasons listed in this notice, you should write to the insurer or employer and tell them your reason(s) for refusing the job. If the insurer reduces or stops your temporary total disability and you disagree with that action, you have the right to request a hearing. To request a hearing you must send a letter objecting to the insurer's action(s) to the Workers’ Compensation Board, 2601 25th Street SE, Suite 150, Salem, Oregon 97302-1282."
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