
Return to Work Program   
 

Insert Company Logo 

 

 

 

 

 

 

Employee Details 
Name:       Phone:       

Job title:       Roster:       

Work location:       Work hours:       

Injury/Illness:       Injury Date:  

Key Parties Contact Details 

Accountable Manager:       
Ph: 
E: 

      
      

Supervisor:       
Ph: 
E: 

      
      

Injury Management 
Coordinator:       

Ph: 
F: 
E: 

      
      
      

Insurer: 
 
Claims Manager: 

      
 
      

Ph: 
F: 
E: 

      
      
      

Medical Details 
General Practitioner: 
Address: 
 

      
      
      

Ph: 
F: 
E: 

      
      
      

Specialist: 
Address: 
 

      
      
      

Ph: 
F: 
E: 

      
      
      

Occupational Physician: 
Address: 

      
      
      

Ph: 
F: 
E: 

      
      
      

Allied Health Professional: 
Address: 

      
      
      

Ph: 
F: 
E: 

      
      
      

Return to Work Program Details 

Rehabilitation Goal:  Estimated Goal 
Achievement Date: 

 

Program Number:       Current Work Status:  

Program Start Date:  Program Review Date:    

Date of Current Medical 
Certificate: 

 Next Treating Medical 
Practitioner review:   

 

Work Hours 
Week Commencing Mon Tues Wed Thur Fri Sat Sun 

1         

2         

3         

4         


