[bookmark: _GoBack]Offer of Transitional Work Assignment (SAMPLE #1)


(Certified Mail – Return Receipt) 

(Date) 

(Employee name) 
(Employee address line 1) 
(Employee address line 2) 
(City, State, Zip) 

Re: Offer of Transitional Work Assignment

Dear (Employee Name): 

After reviewing information provided by your doctor, we are pleased to offer you the following temporary work assignment. Please see the attached Individual Return to Work Plan for details. 

We believe this assignment is within your capabilities as described by your doctor on the attached Transitional Work Assignment Form. You will only be assigned tasks consistent with your physical abilities, skills, and knowledge. If any training is required to do this assignment, it will be provided. 

Job Title: 
Location: 
Duration of Assignment: 
Wages: 
Supervisor: 

This job offer will remain available for ten (10) business days from your receipt of this letter. If we do not hear from you within ten (10) business days, we will assume that you have refused this offer. Please note that refusal of an employment offer may impact your Temporary Disability Benefit payments. 

We look forward to your return. If you have any questions, please do not hesitate to contact me. 
Sincerely, 

(Signature) 


(Printed Name and Title) 
(Contact Information)


OFFER OF TEMPORARY MODIFIED DUTY (Sample #2)

Date

Employee
(ADDRESS)

Claim Number: 	
Date of Injury: 	
Employer:		

Dear:

We understand your medical provider, Dr. ________, has released you to work in a modified capacity. Dr. __________ indicates that your only restriction is ____________.  At this time, we can accommodate this restriction.  Please report to work on __________.

Your customary wages and schedule will be maintained.

We expect that you will not work outside of the physical limitations set forth by the medical provider.  We expect that you will meet all of the performance, attendance and policy requirements set forth in the company handbook.

We will work to meet any restrictions that are set forth by your medical provider on an ongoing basis.

Your signature below indicates that you have reviewed and agree with this offer. Should you have any questions about this job offer, please call me at ______________.

Sincerely,


Name
Title
_____________________________________________________________________________________

Check One

I accept this offer       						I do not accept this offer      	    

_________________________________			______________________________
Employee Signature						Date

_________________________________			______________________________
Witnessed by							Date


cc:	Employee File
	Carrier
	Attorney

