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Work Rehabilitation Plan
To be completed by Line Manager in consultation with the Employee before return to work

Employee name:	________________________________	D.O.B: 		_____________________________
Job title: 		________________________________	Department: 	_____________________________

A:	Goal of Work Rehabilitation plan: __________________________________________________________
_______________________________________________________________________________________

B:	Detail of implementation plan of proposed recommendations from Occupational Health:
	Recommendation
	Implementation
	Responsibility

	


	
	

	


	
	

	


	
	

	


	
	



C:	Detail of Work Rehabilitation schedule (hours per week and number of weeks):
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

D:	Other:
Does the employee agree to this plan? 								Yes  	No
Does the employee consent for the recommendations (but not medical condition) to be discussed with his/her co-workers as required?  											Yes  	No
Has the Line Manager discussed payment for the Work rehabilitation period with the employee? 	Yes  	No
Other issues discussed: ________________________________________________________________________
			________________________________________________________________________
Planned review date: 	______________________________

Signed by:   	Line Manager 	_____________________________	Date: ____________
Employee 	_____________________________	Date: ____________
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To be completed by Line Manager and Employee at specified review date

Employee name: ________________________________	D.O.B: ______________________________
Job title: ______________________________________	Department: __________________________

E:	Review of Plan

Date of review meeting: ____________ Attendees: ____________________________________________	

	Were recommendations implemented as planned (if not please specify reasons)

	

	Outline any updates to the plan, including changes of person responsible
	






	Other comments/issues raised
	

	Next review date
	



Date of review meeting: ____________ Attendees: ____________________________________________	

	Were recommendations implemented as planned (if not please specify reasons)

	

	Outline any updates to the plan, including changes of person responsible
	






	Other comments/issues raised
	

	Next review date
	




Please reprint page for further reviews.
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