Your Company Name Here
Transitional Duty Program
Disclaimer

THIS PROGRAM,AND THE INDIVIDUAL POLICIES AND PROCEDURES CONTAINED HEREIN, DO NOT CREATE A CONTRACT BETWEEN [INSERT COMPANY NAME HERE] AND ANY EMPLOYEE AND THE COMPANY IS “AT WILL,” MEANING THAT THE EMPLOYEE AND THE EMPLOYER CAN END THE RELATIONSHIP AT ANY TIME OR WITHOUT CAUSE.

I HAVE READ AND UNDERSTOOD THE ABOVE STATEMENT AND ACKNOWLEDGE THE “AT WILL” EMPLOYMENT RELATIONSHIP BETWEEN ME AND [INSERT COMPANY NAME HERE].

____________________________  ___/___/_____

                                            (NAME)                               (DATE)
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ANY STREET

ANY TOWN
Transitional Duty Program




[image: image2.jpg]8 CIC

CAGC Insurance Company




[image: image1.png]



YOUR COMPANY

ANY STREET

ANY TOWN
TABLE OF CONTENTS

Policy Statement………………………………………………………………………………………….4
Return to Work Procedures…………………………………………………………………………….5
Worker Acknowledgment…………………………..……………………………………………………9
Notice of Available Employment Letter………………………………………………………………..10
Letter to Attending Physician……………………………………………………………………………11
Release To Return to Work………………………………………………………………………………12

YOUR COMPANY

ANY STREET

ANY TOWN
RETURN TO WORK POLICY STATEMENT FOR WORKERS WITH TEMPORARY OR PERMANENT DISABILITIES:

The objective of YOUR COMPANY is to return injured workers to employment at the earliest date possible after an injury.  We desire to minimize serious injury and reduce insurance costs.  This policy applies to all workers and will be followed whenever appropriate.

The transitional duty program will consist of a Team effort by supervisors, injured workers, the worker’s attending physician, YOUR COMPANY Management, and our insurance carrier.  All Team members will take an active role in returning injured workers to productive work status.

YOUR COMPANY defines “transitional duty” work as temporary work assignments within the injured worker’s physical abilities, knowledge and skills.  “Transitional duty” positions are developed following a work related injury utilizing the known physical abilities/restrictions obtained from the worker’s attending physician. The physical requirements of transitional duty work are shared with the worker’s attending physician to obtain concurrence that the proposed transitional duty is within the physical capacity of the injured worker.  Transitional duty positions are developed in consideration of the worker’s physical capacities, the business need of YOUR COMPANY and our ability to offer alternate transitional duty work.  We will make every effort to place the injured worker to work at the same job site where the injury occurred.  If a job is not available at that particular location, every effort will be made to place the injured worker somewhere in the YOUR COMPANY network of job locations, depending on experience, skill, location, etc.

Attached are the procedures the team will follow in the transitional duty program.  Signature sheets will be obtained and maintained by personnel indicating an understanding of the policy/procedures.

YOUR COMPANY

ANY STREET

ANY TOWN
TRANSITIONAL DUTY PROCEDURES:

A.
Treatment of injury or illness:

All injuries must be reported to the supervisor immediately, no matter how minor in nature.

All injured workers who need immediate medical treatment during their work shift will be transported to a medical facility by ambulance or by their supervisor/designee.

B.
Obtaining “transitional duty” Physical Capacities:

If possible, before the worker leaves the company for medical treatment, the worker will be given a Return to Work Recommendations form to take to the attending physician for completion.  If not feasible, the supervisor/designee will obtain the name of the attending physician from the injured worker and forward a Return to Work Recommendation form to the attending physician within one working day of the worker leaving work due to injury.

If the attending physician has questions concerning the “transitional duty,” the job site safety manager or the supervisor will contact the attending physician to discuss.

Injured workers will also inform the attending physician that “transitional duty” is available and provide the forms at the time of treatment.

C.
Injured Worker Release and Reporting:

Workers treated within their work shift and released to return to work should report immediately to their supervisor/designee with the full release from the attending physician.

If released after the end of the shift, the worker should report to their supervisor/designee at the beginning of the next shift with release.

In all cases, where the attending physician releases the worker to return to work, workers are required to contact the supervisor/designee within 24 hours of injury with a medical release from the attending physician.

Failure to report to work or contact the worker’s supervisor/designee following injury and medical treatment within 24 hours may result in disciplinary action, up to and including termination of employment.

YOUR COMPANY
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D.
Injured Workers Unable to Return to Work and Reporting:

If a worker cannot report to the next shift, the supervisor/designee will contact the injured worker and agree upon “regular” time and day of the work to maintain regular contact.

The injured worker will be informed to notify the supervisor/designee within 24 hours of all changes in medical condition.

All workers must provide current and changes of address and phone number to supervisor/designee.

Failure to provide changes in medical condition or address/phone number could lead to disciplinary action, up to and including termination of employment.

E.
Supervisor/Designee Coordination with YOUR DESIGNEE, TITLE and LOCATION
The supervisor/designee will contact YOUR DESIGNEE immediately or in no case later than 24 hours of injury with:

1. Name of worker’s attending physician

2. Completed Return to Work form from attending physician or any other medical documentation

3. Completed “transitional duty” job analysis of proposed work assignment.

The supervisor/designee will notify YOUR DESIGNEE of any and all changes in the worker’s medical status on the same day as received.

F.
Coordination between YOUR COMPANY and CAGC Insurance Company:
The completed claims form ( SC form 12-A or NC Form 19, also known as the first report of injury) will be forwarded to CAGC Insurance Company within five (5) calendar days of injury when the injury is on-the-job related.

CAGC Insurance Company Loss Control Consultants/Claims Adjusters may be contacted to advise about possible alternatives to or assistance with proposed “transitional duty” job analyses for early return to work assignments or job site modification recommendations.
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G.
Release to “transitional duty” and Job Offer Letter:

Upon receipt of a signed “transitional duty” or regular Job Analysis from an attending physician, a written Job Offer letter will be prepared and mailed by both regular and Certified mail to the injured worker’s last known address to assign the transitional duty position.

The letter will include a copy of the signed Job Analysis/Work Release from the attending physician and explain:  report date; wage; hours; report time; duration of transitional duty work assignment; supervisor to report to and phone and location of the transitional duty assignment.

The worker will be asked to sign the bottom of the job offer letter indicating acceptance or refusal of the offered work assignment.

Copies of all job analyses, releases and job offer letters will also be forwarded to CAGC Insurance Company.
H.
On-the-Job Injury/Temporary Total Injury Payment/ Transitional Duty Wage Payment:

While off work due to an on-the-job injury, a worker will receive wage compensation from CAGC Insurance Company as specified by the Workman’s Compensation Act.  Any questions concerning wage replacement payment should be directed to the claims adjuster at CAGC Insurance Company.
Injured workers who are given “transitional duty” work releases and offered temporary work assignments, but fail to return to work at the specified time and place will receive disciplinary action up to and including termination of employment

When an attending physician approves “transitional duty” and a job offer is made, the employee must respond to this offer.  If the injured worker fails to respond he/she may forfeit their workers compensation benefit rights. 

Refusal may also result in loss of re-employment and reinstatement of rights and could affect possible future vocational eligibility.

I.
Work Hours/Shifts/Locations:

YOUR COMPANY will determine appropriate work hours, shifts and locations of all transitional duty work assignments.  We reserve the right to determine the availability and appropriateness of all temporary “transitional duty” work assignments and job offers.
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J.
Duration of Transitional Duty Work Assignments:

Continuation of temporary “transitional duty” work assignments for injured workers will be reviewed regularly.  YOUR COMPANY reserves the right to determine the duration of “transitional duty” work assignments.

It is the responsibility of all Team members to immediately notify other Team members if there is a problem with a “transitional duty” work assignment.  The supervisor will monitor the worker’s recovery progress through regular contact or meetings to reassess when and how often duties may be changed.  Upon receipt of increases in physical capacities, the supervisor will assess the ability to adjust work assignments.  All changes in the work assignment will be made after receiving concurrence from the worker’s attending physician in writing.  Notification of changes will be in writing with copies provided to the worker, attending physician and the insurer from the supervisor.

If a worker has a permanent injury which restricts the worker’s ability to return to regular work, the “transitional duty” program may end.

YOUR COMPANY will determine whether a continuing modified position exists and whether the worker will or will not be offered this or any other position as their new regular work assignment.

YOUR COMPANY will determine whether the worker’s physical restrictions require substantial modification and whether such modifications are reasonable and possible.

To the extent possible, YOUR COMPANY will consider work site modification to allow worker to continue in employment.
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K.
Worker Acknowledgment

The return to work policy/procedure has been explained to me.


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


I agree to observe and follow these procedures.

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

Failure to follow these procedures may also affect my right to re-employment, reinstatement or possible future vocational assistance following injury.


I have received a copy of this policy and procedure.

____________________________________________

Worker Signature

__________________________

Date

YOUR COMPANY
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NOTICE OF AVAILABLE EMPLOYMENT
CERTIFIED MAIL
Date

Name:

Address:

SSN:

Dear _________:

We have received information from your treating physician, which is enclosed, that you have been released to temporary alternate work.  Our company’s Transitional Duty Program enables you to remain safely in the workforce while you are recovering from your on-the-job injury.

We have chosen temporary alternate work assignments for you that are within your physician’s guidelines.  However, if you are assigned alternate tasks which you consider to be beyond your physical capabilities, report immediately to your supervisor/designee.  Since you are the best judge of your physical abilities, you must take responsibility for staying within the physician’s restrictions.

Attached or described below is a description of your temporary, transitional duty work assignment.  The specifics of the assignment are:


Job Duties:


Beginning/Ending shift times:


Start date:


Wage rate payable:


Location:


Report to:

If you have any questions about your return to work, please contact your Supervisor/Your Designee before your start date.  Please bring this “Notice of Available Employment” to me or your supervisor before your scheduled work time.  Failure to report could affect your time loss compensation.

We look forward to having you back and wish you a speedy recovery.

Sincerely,

YOUR DESIGNEE and TITLE
The temporary transitional duty work assignment described here was reviewed and discussed with the employee and offered this date.

_______________________________
______

________________________________
______

Employer Representative                     
Date

Employee



Date

cc:  CAGC Insurance Company
YOUR COMPANY

ANY STREET

ANY TOWN
(Letter To Attending Physician)

Date:

Physician

Address

City, State & ZIP Code

RE:
Injured Worker


Date of Injury:


Social Security No.:


Claim No.:

Dear Dr. _______:  {You may contact the doctor with job analyses or a physical capacities form}

YOUR COMPANY has a Transitional Duty program that provides temporary modified jobs to our injured employees until their full release to regular duties.

· Attached is a physical capacities form for you to complete.  Your assistance is appreciated in helping us return our employee safely back to work.

If you have any questions regarding our transitional duty (early return to work) Program please contact me at Insert Phone Number and Fax Number
Thank you for your cooperation and timely reply.

Sincerely,

Enclosure

cc:  CAGC Insurance Company
YOUR COMPANY

ANY STREET

ANY TOWN
 RELEASE TO RETURN TO WORK

	Name of Worker
	Claim Number




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

1.
In an 8-hour work day, worker can stand/walk a total of:



No Limitations
1
2
3
4
5
5
7
8
hours

2.
At one time, worker can stand/walk:



No Limitations
1
2
3
4
5
5
7
8
hours

3.
In an 8-hour work day, worker can sit a total of:



No Limitations
1
2
3
4
5
5
7
8
hours

4.
At one time, worker can sit:



No Limitations
1
2
3
4
5
5
7
8
hours

5.
The worker is released to return to work in the following range:


( Sedentary

- Lifting, carrying, pushing and/or pulling 10 lbs. maximum.


( Sedentary-Light
- Lifting, carrying, pushing and/or pulling 15 lbs. maximum, frequently lift and/or carry up to 10 lbs.


( Light

- Lifting, carrying, pushing and/or pulling 20 lbs. maximum, frequently lift and/or carry up to 10 lbs.


( Light-Medium
- Lifting, carrying, pushing and/or pulling 35 lbs. maximum, frequently lift and/or carry up to 20 lbs.


( Medium

- Lifting, carrying, pushing and/or pulling 50 lbs. maximum, frequently lift and/or carry up to 25 lbs.


( Heavy

- Lifting, carrying, pushing and/or pulling 100 lbs. maximum, frequently lift and/or carry up to 50 lbs.


( Very Heavy

- Lifting, carrying, pushing and/or pulling over 100 lbs., frequently lift and/or carry 50+ lbs.

6.
Worker can use hands for repetitive:



Fine Manipulation

Pushing and Pulling
Simple Grasping
Dominant Hand

Right
( YES   ( NO

( YES   ( NO

( YES   ( NO
( Right
( Left

Left

( YES   ( NO

( YES   ( NO

( YES   ( NO

7.  Worker can use feet for repetitive raising and pushing (as in operating foot controls):   (  YES    (  NO

8.  Worker is able to:  (Continuous - 67-100% of the day, Frequently - 34-66%, Occasional - 6-33%, Intermittent - 1-5%)


A.  Bend:
(Continuously   ( Frequently   ( Occasionally   (Intermittently   ( Not at all


B.  Climb:
(Continuously   ( Frequently   ( Occasionally   (Intermittently   ( Not at all


C.  Crawl:
(Continuously   ( Frequently   ( Occasionally   (Intermittently   ( Not at all


D.  Squat:
(Continuously   ( Frequently   ( Occasionally   (Intermittently   ( Not at all


E.  Balance:
(Continuously   ( Frequently   ( Occasionally   (Intermittently   ( Not at all


F.  Kneel:
(Continuously   ( Frequently   ( Occasionally   (Intermittently   ( Not at all


G.  Reach above shoulder level: (Continuously   ( Frequently   ( Occasionally   (Intermittently   ( Not at all

9.  Is the worker medically stationary?

(   NO     (  YES          Date:   _______________________

10.  Other functional limitations to be considered in worker’s employment, or modifications necessary.


______________________________________________________________________________________


______________________________________________________________________________________


______________________________________________________________________________________

11.  Additional comments may be written on back of form.

	Signature of Physician


	Physician’s Typed Name
	Date
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