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The Workcover rehabilitation process was explained to (IW) on (date). (IW)agreed to be an active participant in the process and signed the information release consent form accordingly.  
Eg.(IW) described the incident on the (date) at approximately (time) where (IW) was (Mechanisim of injury) eg.twisting to pick up a box which weighed no more than 5kg. When (IW) twisted to the right side and felt a pinch in his back approximately at the right side L4 / L5 Level. (IW) commented that( IW) also felt the right knee weaken and buckle. 
(Possible Example of further explanations of incident)He was required to move the 5kg object from one side of the body to the other as part of his job task.

(IW) reported that he finished his shift earlier than usual at 12:00pm due to pain and at the time it hurt him most sitting down.

NDS have contacted all parties within Workcover timeframes in order to return (IW) to durable and meaningful duties in the shortest possible timeframes.
	Injured Worker Name
	
	Claim Number
	

	Employer
	
	Job Title
	

	Initial Work status 
	
	Current Work Status
	

	Date of Injury
	
	Return to Work Goal
	


GOAL OF REHABILITATION

(Goal) eg. Same Job/Same Employer as (Job title) eg. Full Time process worker at (Employment name and location) eg NDS Sydney.
This goal has been agreed to by all parties 
OR:
NTD has not commented on goal. NDS seeks to clarify suitable duties and provide this information to NTD.
(State parties that have or have not agreed with goal)
CURRENT MEDICAL CERTIFICATION

(IW) was certified (state certification) eg. fit for suitable injury duties on (full date) by Nominated Treating Doctor, (ND Name).
Restrictions: (state restrictions) eg.
· 3 Days per week / 4 hours per day

· No lifting over 5 kg

· No sitting longer than 30 mins
Medical Review date:   (date)
CURRENT MEDICAL TREATMENT

· (state treatments as per medical certificate. If no med cert available state verbal account from NTD or IW or Occ rehab, but note that is is verbal and to be confirmed)
PRE- INJURY DUTIES (State pre-injury duties)
	Employer:
	

	Location:
	

	Duration:
	

	Occupation / Title:
	

	Supervisor:
	

	Days of Work:
	

	Hours of Work:
	

	Rest Breaks:
	


Please note these Job Tasks have been assessed and documented by (add agency)
	Inherent job tasks
	· 

	Summary of All Physical Requirements
	· Lifting =  

· Carrying = 
· Standing = 
· Sitting = 
· Pushing / Pulling = 

· Stairs = 

· Reaching = 

· Fine manipulation / power grasp = 


SUITABLE DUTIES PLAN (Example of calendar – helps with compliance and accountability)
	Suggested Hours of work

	Week
	Mon
	Tue
	Wed
	Thu
	Fri
	Sat / 

Sun
	Corresponding Stage

	19 – 25 

July
	N/A

	Unfit
	9:00am

-

1:15pm
	9:00am

-

1:15pm
	9:00am

-

1:15pm
	Nil
	1

	26 July – 

1 August
	9:00am

-

1:15pm
	Rest Day
	9:00am

-

1:15pm
	9:00
-

1:15pm
	NTD review
	Nil
	1


STAGE 1: (CURRENT)

	Date:
	

	Days Worked:
	

	Hours:
	

	Suitable duties location
	· 

	Suitable Duties
	· 

	Modifications
	· 


GENERAL MONITORING AGREEMENT:
1. All time off work must be supported by a current Workcover medical certificate.

2. (IW) and (Employer) are both to comply with the above Suitable Duties Plan in order to return (IW) to his return to work goal of (eg. Same Job / Same Employer).

3. Where possible, medical appointments to be scheduled outside of agreed working hours unless negotiated with the (Employer).

4. If (IW) becomes unfit for work on any given day for any reason, (IW) is required to notify (Employer) by 9am on the day they are unable to attend.

5. (IW) to inform (Employer) of any difficulties in completing suitable duties within immediately.

6. (IW) to adhere to duties and modifications outlined in the suitable duties plan. Any variations must be communicated to NDS liaison (name) prior to the (IW) undertaking altered duties.
The following Parties have read and agree to the above document: (Please sign)

	Worker:


	
	
	Date:
	……………….

	Nominated Treating Doctor:
	
	
	Date:
	……………….

	Supervisor:


	
	
	Date:
	……………….

	Return to Work Coordinator:
	
	
	Date:
	……………….

	Other Parties:

(Please Specify)


	
	
	Date:
	……………….


If you have any questions regarding this document, please do not hesitate to contact me directly on my mobile ……………… or by email ??@nds.org.au
Yours sincerely,
Return to Work Coordinator
National Disability Services NSW
Copies of this document are not to be released to any party other than those intended without the prior written consent of the NDS. This document is a recommended plan only. Return to work planning must be agreed to by all parties in consultation with the workers Nominated Treating Doctor.
