TEMPORARY MODIFIED DUTY ASSIGNMENT 

The _______ School District has developed a Modified Duty Program to keep employees with temporarily disabling occupational injuries and illnesses in gainful, productive and rewarding employment within their work restrictions. You are a valuable resource to the District, and we are pleased that your treating physician has provided a work status report that allows you to participate in our Modified Duty Program.  

Employee:  







Date: 

Date of Injury:  


Job Classification: 


Department:



Manager/Supervisor:


Recommendations by Health Care Provider:

Based on your health care provider’s note dated [DATE]: 
[SPECIFY DOCTOR’S RESTRICTIONS/LIMITATIONS]
You must abide by your health care provider’s restrictions both on and off the job.

Length of Modified Duty Period:

This assignment is temporary and will expire in 60 days (DATE) or sooner if the department is no longer able to provide this assignment.  This temporary modified duty assignment may be considered for an extension during the reasonable accommodation process, provided sufficient paperwork has been submitted.  

In the event you feel your condition qualifies for reasonable accommodations pursuant to the ADA/FEHA (Americans with Disabilities Act/Fair Employment and Housing Act), you will need to complete and return the District’s ADA/FEHA forms.  Please contact the District’s Human Resources Department with any questions regarding this process.
Temporary Modified Work Assignment: (health care provider notes attached)

· [DESCRIBE TEMP MODIFIED ASSIGNMENT]
· Employee will perform all tasks within restrictions outlined above

· Employee will be responsible for gauging and monitoring restrictions

· If employee is unable to complete a task due to restrictions, employee will advise supervisor immediately
· The employee is expected to meet all usual standards of work product 

I have read, fully understand, and agree to the terms of this temporary modified duty plan.  I also understand that if I refuse the temporary modified duty assignment I have been offered, it could affect my ability to receive any time loss benefits in the future.
	
	
	Date:
	

	Employee
	
	Date:
	

	Supervisor
	
	Date:
	

	Director of Human Resources
	
	
	


Cc: Supervisor (Regular and Temporary)

      WC File, Payroll

      Employee
