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RETURN TO WORK PLAN

Name:
__________________________________________________

Position:
__________________________________________________

Work location:
_____________________________________________

Supervisor:
__________________________________________________

Return to work goal:
________________________________________
Stage 1:
Period from: __/__/_-
to: __/__/__

Hours per day:  _____________
Days per week:  _____________________

	Duties to be undertaken:
	Considerations/restrictions

	
	

	
	

	
	

	
	


Duties to be avoided:
____________________________________________

Review date:  __/__/__

Treatment arrangement (date, times, treatment service)
__________________

Stage 2 (if required):
Period from: __/__/_-
to: __/__/__

Hours per day:  _____________
Days per week:  _____________________

	Duties to be undertaken:
	Considerations/restrictions

	
	

	
	

	
	


Duties to be avoided:
____________________________________________

Review date:  __/__/__

Treatment arrangement (date, times, treatment service)
__________________

General comments:

Worker to advise supervisor and RTW Coordinator if experiencing any difficulty with duties being undertaken immediately.
Worker to obtain a WorkCover Medical Certificate if unable to attend work on a scheduled date due to their injury.

The following parties have agreed to the above plan for suitable duties:

Worker:
____________________________________

Date:
__/__/__

Nominated treating doctor:
__________________________

Date:
__/__/__

Supervisor:
____________________________________

Date:
__/__/__

Return-to-work coordinator
_________________________

Date:
__/__/__

Union representative:
_________________________

Date:
__/__/__
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