TEMPORARY MODIFIED DUTY PLAN*:
Date:




Employee Name: 






List of Specific Restrictions:

1.







4.

2.







5.

3.







6.
Date Accommodations Denied (If applicable):  





Dates of Approved Temporary Modified Duty:  
From:____________ To: ______________

Date of Next Doctor’s Appointment: 


 





Renewal Date (if appropriate):


From:_


___ To: ___________

Tasks that will be performed during Temporary Modified Duty Period:

1.

2.

3.

4.

5.

6.

Special Instructions (Other information that might be pertinent to the employee’s work schedule – i.e. if the employee is working in a different area or different schedule):

I have reviewed this Temporary Modified Duty Plan with my supervisor and agree that the tasks outlined are within the limits placed by the physician’s restrictions.  I agree to abide by these restrictions.  I understand that these restrictions are in effect until my next scheduled doctor’s appointment.  I will provide my supervisor an updated doctor’s statement at that time. 
Employee: ______________________________
Date: ____________________

Supervisor: ______________________________
Date: ____________________
*This Modified Duty Plan is only temporary.  It is not to be construed as a permanent work assignment.  The Temporary Modified Duty can be 
terminated at any time based upon the discretion of the employer.

Revised 5/2009
