Attachment 2

Temporary Modified Duty Request

This form must be completed, signed and returned to the supervisor prior to the start of temporary modified duty

	Employee Name


	SSN

	
	Date of injury


	Date returned to Temporary Modified Duty

	This assignment is effective _______________________until_________________________ (Fill in dates)

	Check one

· Full time work schedule

· Part time work schedule                _________________hours per day

_________________hours per week



	Supervisor
	Phone number

	Duties assigned reflecting physical requirements using the evaluation checklist.  This may be provided on a separate sheet of paper and attached.



	Supervisor statement

I have designed this assignment based on the treating/attending physician’s temporary medical restrictions.

Signature                                                                                      Date

	Employee statement

I have read and understand the physician’s temporary medical restrictions.  I have read and understand this temporary assignment.  I agree to work within the restrictions identified.  If I have any questions or feel I am being asked to work beyond these restrictions, I will notify my supervisor immediately.

Signature                                                                                       Date

	· Copy to Supervisors

· Copy to Employee

· Copy to insurance company


