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Name of Employee:

The following work restrictions were set by your doctor for your
_ (type of injury)

You must refrain from doing any jobs or duties which require you to perform any of the below listed
restrictions.

f g more than intermittently

These restrictions are in effect from through unless otherwise
indicated by documentation from your doctor: (date)

You are responsible for notifying your supervisor and the agency representative who handles your

workers' compensation claim of every doctor's appointment (including physical therapy appointments,
etc.) that you have.

This document is merely to put these restrictions in writing so that you understand the restrictions, as
well as for your immediate supervisor to know the medical restrictions you are under. This will also
serve as information for any supervisor you work under on a particular project.

Please sign below as an acknowledgment that you understand the medical restrictions you must work
under. A copy of the form will be given to you.

Employee's Signature Date
Immediate Supervisor's Signature Date
Second-line Supervisor's Signature Date
Safety Officer's Signature Date
Workersv f?ompensatlon Representatlve s Signature Date
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