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STATE OF WASHINGTON

DEPARTMENT OF CORRECTIONS

PO BOX 41102  ( Tumwater, Washington 98504-1102 

[image: image2.png]



Today’s Date

Employee First and Last Name

Address

City, State Zip

Dear [Title, Employee Last Name], 
Subject:
Returning to Work Agreement Letter


L & I Claim #XXXXXX
I want to take this opportunity to welcome you back. DOC values you as our employee and we offer supportive Temporary Transitional Duties to assist with your recovery and return to work. This letter confirms the Returning to Work Agreement discussed with you. All Returning to Work Agreements are supported by medical documentation.

The Returning to Work Agreement details are:
1. Based on the medical information on file, you have been cleared to return to transitional duties. Please see the enclosed APF or Physician statement. 
2. You will receive your regular gross monthly salary of [$salary amount] and benefits. If you are working reduced hours, contact your L&I Claims Manager to discuss Loss of Earning Power (LEP) benefits. 

3. The details of your Transitional Duties assignment are:
· Location
· Work schedule
· Supervisor first and last name, title 
4. If you feel, at any point during Transitional Duties, that you can return to your regular duties, tell your Human Resource (HR) Consultant and see your doctor.
5. A copy of this Returning to Work Agreement will be sent to your Claims Manager at the Department of Labor & Industries (L&I).

6. This is the timeframe of your Transitional Duty assignment:
	Week #
	Date Week Starts
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	
	
	Scheduled
	Hours:
	
	
	

	Week 1
	Week of      
	     
	     
	     
	     
	     

	Week 2
	Week of      
	     
	     
	     
	     
	     

	Week 3
	Week of      
	     
	     
	     
	     
	     

	Week 4
	Week of      
	     
	     
	     
	     
	     

	Review your progress. Are you able to return to your regular duties at this time? If no, talk to your HR Consultant and review the plan on transitioning back to your regular duties.


	Week #
	Date Week Starts
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	Week 5
	Week of      
	     
	     
	     
	     
	     

	Week 6
	Week of      
	     
	     
	     
	     
	     

	Week 7
	Week of      
	     
	     
	     
	     
	     

	Week 8
	Week of      
	     
	     
	     
	     
	     

	Review your progress. Are you able to return to your regular duties at this time? If no, talk to your HR Consultant and review the plan on transitioning back to your regular duties. If yes, make sure you have all your paperwork completed. Talk to your HR Consultant if you have any questions.


Returning To Work responsibilities:

Employee agrees to:
1. Follow the restrictions outlined by your doctor, work according to the schedule outlined above, and arrange medical appointments outside of these scheduled working hours, to the best of your ability. 
2. Submit DOC Form 03-407 when requesting to use sick leave, annual leave, Leave Without Pay (LWOP), or Compensatory Time for medical appointments that occur during work hours while assigned to Transitional Duties.
3. Complete and submit a Modified Duty Assignment Attendance Report, DOC Form 03-494 each pay period.

4. Talk with your Transitional Duty Supervisor if you are having difficulty meeting workplace demands.

5. Notify your HR Consultant as soon as possible if there is a change in your medical condition that could affect this Returning to Work Agreement.

6. Follow your doctor’s advice and participate in any recommended treatment program. 
Transitional Duty Supervisor agrees to:

1. Meet with you periodically to review your progress.

2. Add you to their payroll attendance reports.

3. Sign and submit a Modified Duty Assignment Attendance Report, DOC Form 03-494, each pay period.

4. Notify the HR Consultant if it appears the worker is struggling with Transitional Duties.

HR Consultant agrees to:
1. Work cooperatively with you to facilitate your successful return to work. 

2. Follow-up with you periodically to talk about your progress on returning to full duties. 
3. Update DOC’s Claims Consultant on any information that may impact this Returning To Work Agreement. 

DOC Claims Consultant agrees to:

1. Work cooperatively with you to facilitate your successful return to work. 
2. If needed, follow-up with you periodically to talk about your progress on returning to full duties. 

3. Act as a liaison to assist you with any L&I related claims questions. 

4. Provide any updated information to the HR Consultant that may impact this Returning To Work Agreement.
Your DOC Claims Consultant is: Claims Consultant First and Last Name
Your Human Resources Consultant is: 
Human Resources Consultant First and Last Name
Please mark the correct check box below to accept or not accept this Returning to Work Agreement, then sign and date.

 FORMCHECKBOX 
 I accept this Returning to Work Agreement and will report to duty on:
 FORMCHECKBOX 
 _______________ [DATE] or

 FORMCHECKBOX 
 _______________ [any date prior to DATE]

 FORMCHECKBOX 
 I do not accept this Returning to Work Agreement, because (please explain):

Employee Signature






Date



Transitional Duty Supervisor Signature



Date



Thank you,

First and Last Name of signer

Title
cc: 

L&I Claims Manager

Enclosures: 
Transitional Duty Employer Job Description/APF


Modified Duty Assignment Attendance Report, DOC Form 03-494



Leave Request, DOC Form 03-407

Fill-In areas for template
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