Cal Poly Pomona University
TRANSITIONAL WORK PLAN

	Employee Name: 
	
	Department: 
	

	
	
	

	Emp. Job Title: 
	
	Supervisor:                     
	

	
	
	

	Work Restrictions

	As prescribed by treating physician:
1. 

	Work Plan Specifications

	Date Restrictions Began: 
	
	Next Review Date: 
	 

	Start Date or Revised:
	
	End Date:
	

	
During this temporary transitional work plan you will continue to perform your duties.

Also, you will self-monitor to ensure you are keeping within the restrictions prescribed by the industrial treating physician as noted above.  Should you at any time have concerns about working within the restrictions you must immediately bring it to the attention of your manager and/or the workers’ compensation coordinator. 


	Employee’s work hours/day and days/week while in this plan: Monday through Friday 8AM - 5PM.
Regular schedule.
As a reminder, please note that beyond the date of injury time taken off for medical appointments must be charged to your leave credits.

	This Transitional Work Plan is contingent upon the following:
· Continuing review by physician
· Your adherence to the prescribed work restrictions
· Satisfactory performance of assigned duties
· Continuing need for the assigned work

	Transitional work is TEMPORARY and is intended to help you return to work. 
 It is not permanent and is not a form of reasonable accommodation.



This Transitional Work Plan has been reviewed and discussed with me to clarify any questions I may have.  I have been provided with a copy of this plan and I understand my supervisor will retain a copy.  Should I experience any difficulties while performance transitional work, I will immediately contact my supervisor.

	Employee Signature
	Date





As the manager, I have reviewed and discussed the Transitional Work Plan with the employee.  In addition, I have provided a copy of the plan to the employee. I understand that when a manager receives information from an employee regarding a report of workplace injury it is imperative that the manager acknowledge the necessity to protect the privacy of the employee regarding the report of injury and/or any other medical matter as related to the injury. All forms of communication to any party regarding the report of injury, the name of the reporting individual, the medical condition, known treatment, known medical history or any other material fact associated with the workplace injury are prohibited with the only exception being communication to those workplace employees who have a need to know. Need to know employees are defined as those employees whose duties are to manage all matters related to the report of the specific workplace injury. All workplace injuries are to be reported to the Workers’ Compensation office immediately. Employees maintain their own right to privacy as to medical matters related to the industrial injury. Without written consent any employee who obtains knowledge from any source regarding the medical condition, the name of the reporting individual, medical history relative to the workplace injury, communication to any other party whether they are an employee or not is prohibited with the exception to those who possess a need to know. Adherence to this written directive is intended to protect the privacy rights bestowed upon the injured worker.
.

	Manager’s Signature
	Date





	Workers’ Compensation Analyst Signature
	Date




The original document is to be kept in the Workers’ Compensation file. 
