
Your Return-to-Work 
Program Kit



A Return-To-Work policy is an essential piece of workers’ compensation 
and is a vital part of resolving lost time injury claims. When your company 
brings injured employees back to work, you are helping to contain costs, and 
ensuring that skilled workers remain productive.

Many times it is an employer’s lack of preparedness that keeps injured workers out 

of work longer than necessary. This is why it is imperative to establish a transitional 

duty position for an employee while his workplace injury is healing. The goal is to have 

the employee back to his normal position sooner than if he had not worked during his 

recovery. If one of your employees is injured, you will be relieved to have a plan already 

in place.  

So, begin your preparation now by familiarizing yourself with 
the return-to-work process. You will be glad you did! Your FHM Risk 
Management professional is available to assist you with designing a program 
customized to fit your needs and the needs of your injured worker.

How to Build Your Return-to-Work Program

Why does your business need 
a Return-To-Work program?

•    Boosts Employee Morale
•    Improves Communication
•    Maintains Productivity
•    To Avoid Legal Costs

•   Decreases Claim Costs
•    May Reduce Premium Cost
•    Improved Experience Mod Factor
•    Increases Control



“  Early outreach allows the injured employee 
to maintain valuable communication with 
the employer and a positive connection to the 
workplace which alleviates many of the concerns, 
fears, and frustrations that can be an issue. In a 
nutshell the employee is at work focusing on the 
job, not at home focusing on the injury.”

-FHM Insurance Company

This Employer’s Return-To-Work Kit is designed to explain the benefits of developing a 
Return-To-Work program for your business and provide some guidelines and samples to 
make it easy for you.

The first step is to decide to have a Return-To-Work program and to commit to your decision. 

Employee absences affect your bottom line.  Effective Return-To-Work programs typically reduce the 

overall cost of claims, which impacts your premium cost. We have included a sample RTW Policy and 

Procedure with this packet.

Make a list of possible transitional duty tasks for jobs in your business.  First, use the Job Analysis/

Physical Demands Form (sample provided) to describe the regular job of each employee. Then on a 

second Job Analysis/Physical Demands Form, describe possible transitional duty tasks that you can 

offer. For now, this would be filled out for a hypothetical injured worker. When you really have an injured 

employee, be sure to match the transitional duty tasks to the restrictions set by the treating physician.

Be ready to offer transitional duty when the need arises. When an injured worker’s physician indicates 

he is well enough to perform a transitional job, you will need to make a formal written offer to the 

worker. We have enclosed a sample Transitional Job Offer and a sample Employer Letter for Notice of 

Transitional Duty to Employee which you can create on your company letterhead. Save your Transitional 

Job Offer and/or Notice of Transitional Duty to Employee (on your company letterhead) so you can fill 

it out when you need it. You may use either the form or the letter to make your offer.

When your company offers transitional duty to an injured worker, be sure to sign it, make a copy for 

your records and send the other copy by certified mail to the injured worker.    

As time goes by, restrictions are lifted, and the injured worker gradually moves back into his regular 

job duties.



TRANSITIONAL DUTY
Temporary work offered to an injured employee before he is  fully 

recovered. It can be modified or alternate work. 

 

MODIFIED WORK 
Temporary modifications to the employee’s regular job duties  to 

remove or change the elements that exceed his current  physical 

abilities. 

Some examples:

•   Have someone else do the heavy lifting

•   Make modifications to meet the physician’s restrictions

•   Working the same job with fewer hours

ALTERNATE WORK 

Temporary reassignment of the employee to another position 

or  different type of work, which takes into account his current 

physical abilities as determined by his treating physician.

Some examples:

•   Help out in a different department

•   Fill in for others

•   Work in a new area

•   Help with company “to-do” list

Understanding the importance of your Return-To-Work Program 

is assuring the best possible recovery for your employee with 

the least impact on your business. Your FHM Risk Management 

Consultant will help you develop a written procedure for returning 

injured workers to  the workplace. Call 888-346-3461, prompt 1 

for assistance.  Make this information part of your new employee 

orientation so all employees know what to do if an injury occurs.

 

RETURN-TO-WORK  
Good for your business, your employees, and your bottom line.

Examples of Transitional Duties:

DEVELOP A PLAN BEFORE AN INJURY 
OCCURS
•  Set up a formal safety program and train your   

    employees.

•  Assess the jobs within your company and 

    the physical requirements for each job.

•   Identify transitional duty jobs that can 

    be made available if an employee is injured, 

    and create job descriptions and job 

    analysis/physical demands forms for each.

•       Train supervisors what to do if an  injury occurs.

•   Designate a management level person 

or Return-To-Work coordinator to do the injury 

reporting paperwork and stay in contact with the 

employee and FHM’s nurse case manager and 

adjuster.

•      Notify your workers about your Return-To-Work     

    program.

•    Address workers compensation and Return-To-     

    Work during new employee orientation.

•    Hold regular safety meetings.

•       Display a Return-To-Work flyer where you post  

    important information or employee notices.

•   File

•   Answer phones/Take messages 

•   Greet customers

•   Cashier

•   Clean

•   Supervise/Train

•   Key data

•   Fold and stuff mailings

•   Collate

•   Inspect products

•   Delivery

•   Painting/Touch-up painting

•   Make copies

•   Security

•   Record inventory

•   Open and sort mail

•   Deliver messages

•   Put away office supply order

Key Terms of Your Return-To-Work Program



A Return-To-Work program saves you money. 

Less time off work translates into less impact 

on the premiums you pay. Employers and 

employees who remain in close communication 

and work together are best able to limit time 

off the job. 

 

And while a claim will always include medical 

charges, the overall cost of claims increases 

dramatically when you add lost wages 

(indemnity) and perhaps even legal costs.  

Working employees feel more productive, and 

are less likely to seek out attorneys.

After an Injury Occurs
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•   Call your injured employee regularly to check  

on his progress.

•    Send a “Get Well” card to the injured employee.

•   Discuss options for transitional duty with the  

FHM Claim Adjuster.

•    Obtain a medical form (in Florida 

    DFS-F5-DWC-25) 

or letter (in states other than Florida) from the 

treating physician that declares your employee’s 

post-injury 

physical capabilities.

•    Following the physician’s  restrictions, decide on 

transitional duty and submit the job description to  

the FHM Claim Adjuster.

•     Have your injured employee check-in with you after 

 each appointment with his treating physician.

•     Provide transitional duty in writing by certified mail.

•    Once your employee has returned, comply with all 

physical restrictions set by the treating physician.

•   Celebrate your employee’s return to full duty.

•    Continue to hold regular safety meetings and 

    discuss prevention of workplace injuries with 

    all employees.



•   You are a vital part of this company and we want to work within  
    your physical capabilities while you recover by modifying your    
    job or offering you a transitional job.

•   We will work with your doctor while you are healing so that 
    we understand your needs as they change during recovery.

•   It’s important that you bring us a new work release form each
    time you visit your doctor so that we can transition your position
    as you recover and become more capable.

We care about you 
and your recovery.

ASK YOUR SUPERVISOR ABOUT OUR 
RETURN-TO-WORK PROGRAM

If you are injured on the job...
Let us help you come back to work 

and recover at the same time!



•    Eres una parte vital de esta empresa y queremos trabajar dentro
    de sus capacidades físicas mientras te recuperas modificando tu
    trabajo o ofreciendo un trabajo transitorio.

•    Trabajaremos con su médico mientras se está curando para
    entender sus necesidades y cambios durante la recuperación.

•   Es importante que nos traiga una forma de liberación de trabajo
    cada vez que visite a su médico para que podamos modificar su
    posición mientras se recupera y pueda ser más capaz.

Nos precupamos 
por usted y su 
recuperación.

PREGÚNTELE A SU SUPERVISOR ACERCA DE NUESTRO 
PROGRAMA DE RETORNO AL TRABAJO

Si usted se lesiona en el trabajo...
Deje que le ayudemos a volver a trabajar 

y recuperarse al mismo tiempo!



www.fhmic.com

EMPLOYER RETURN-TO-WORK CHECKLIST
Communicate with the adjuster throughout 

the claim.

 Request work status information from the 

physician at each appointment.

Communicate with the injured worker.

Offer a transitional job  that complies with 

the physician’s assessment throughout transitional

duty.

 Return the worker to full duty only when advised

and released by physician.

Provide for any permanent restrictions.

Identify a return-to-work coordinator.

Prepare by visiting www.fhmic.com.

Speak to your FHM Risk Management 

Consultant. Call 1-800-329-4340. 

Plan ahead for transitional duty.

Report claims immediately to FHM-24 hours a 

day, 7 days a week

 • Online through FHMconnect

 • Phone: 888-346-3461, prompt 1



SAMPLE: Return-To-Work 
Policy and Procedure

POLICY

PROCEDURE

(Your Company Name) has a process in place to bring injured workers back to work as soon as possible after a work-related 
injury. This includes providing transitional work based on the treating physician’s written recommendations. (Your Company 
Name) will review the circumstances surrounding the work accident and will use that information to prevent and manage future 
work injuries.

In the event of a workplace injury—

1.  The injured worker’s immediate supervisor will notify our workers’ compensation company of the injury as soon as possible     

 (within 24 hours). 

  Supervisors can report injuries 24 hours a day, 7 days a week via choice of four methods:

  •  Submit online at www.fhmic.com (must be previously registered for FHMconnect), OR

  •  Email state-appropriate First Report of Injury Form to claimreporting@fhmic.com. (State FROI forms  

are available at www.fhmic.com)

  •  Call 1-888-346-3461.

2. The supervisor will then send written notification of the employee’s work injury to our internal return-to-work coordinator 

(same day is preferred).

3. (Your Company Name)’s return-to-work coordinator will:

  •  Use the Work Injury Tracking Record to complete documentation of the employee’s injury and recovery.

  •   Maintain contact with the injured employee during the course of his recovery. (This may include telephone calls, 

written communication and/or personal visits as appropriate.) 

  •   Cooperate fully with the workers’ compensation insurance adjuster.

  •   Facilitate clear and frequent communication with the employee’s treating physician.

4. (Your Company Name)’s return-to-work coordinator and the injured employee’s supervisor will prepare for the employee 

to return to work by completing a Job Analysis/Physical Demands form. This form can describe the injured employee’s 

regular job or the transitional work that is available, whichever is applicable. The return-to-work coordinator will send the 

completed form to the workers’ comp insurance adjuster.

5. When applicable, (Your Company Name) will offer transitional duty to the injured employee during his recovery, based on the 

recommendations of the treating physician.

6.  (Your Company Name)’s return-to-work coordinator will send a transitional job offer form or letter to the injured employee by 

Certified Mail™.

7. (Your Company Name)’s return-to-work coordinator will notify FHM Insurance Company adjuster when our injured employee 

returns to work.

8. After the injured employee has returned to work, (Your Company Name)’s return-to-work coordinator will continue to follow 

up with the employee and physician periodically to assure that the transitional work is within the employee’s current physical 

capabilities.

The purpose of these documents is to provide employers with general information, suggestions and samples regarding implementing return-to-work programs for their employees. These documents do not 
affect the terms and conditions of your insurance policy or coverage under that policy. We make no express or implied warranties regarding whether the information contained in these documents is correct 
or complete, especially when applied to a specific factual scenario. We disclaim any legal liability for any legal action that may arise out of a return-to-work situation where an employer has implemented any 
suggestion(s)/sample(s) contained or referred to in these documents. The language contained herein does not create, nor is it to be construed to constitute, a contract between us and any other person or entity.



Job Analysis/Physical Demands
To be completed by the employer, sent to the treating  

physician, then faxed to FHM Claims Department.

Employee Name _____________________________________________________   Date  _________________________________

Job Title ____________________________________________________________ Claim Number _________________________ 

   Full Time      Part Time     Hours/Day ___________________________________  Hours/Week ____________________________

Work setting information (Please check all that apply.)     Inside     Outside     Carpet     Concrete     Uneven Surface     Air conditioned

   Regular Duty        Transitional Duty   
  
Indicate the number of hours the employee will be expected to perform the following. Please indicate whether the activity can be 
performed continuously or intermittently.

Sit  0   1   2   3   4   5   6   7   8     Continuously        Intermittently
Stand  0   1   2   3   4   5   6   7   8     Continuously        Intermittently
Walk  0   1   2   3   4   5   6   7   8     Continuously        Intermittently

Indicate whether or not the employee will be required to:
Climb     Yes        No        Limited. Please specify: _______________________________________________
Twist/Bend/Stoop     Yes        No        Limited. Please specify: _______________________________________________
Reach above shoulder level     Yes        No        Limited. Please specify: _______________________________________________
Operate a motor vehicle     Yes        No        Limited. Please specify: _______________________________________________
Push/Pull     Yes        No        Limited. Please specify: _______________________________________________
Fine-finger Movements     Yes        No        Limited. Please specify: _______________________________________________

Indicate the physical demands and frequency for lifting and carrying:
0 - 10 lbs     Never (0%)        Occasionally (1% - 35%)        Frequently (36% - 66%)        Continuously (67% - 100%)
11 - 20 lbs     Never (0%)        Occasionally (1% - 35%)        Frequently (36% - 66%)        Continuously (67% - 100%)
21 - 40 lbs     Never (0%)        Occasionally (1% - 35%)        Frequently (36% - 66%)        Continuously (67% - 100%)
41 - 60 lbs     Never (0%)        Occasionally (1% - 35%)        Frequently (36% - 66%)        Continuously (67% - 100%)
More than 60 lbs    Never (0%)        Occasionally (1% - 35%)        Frequently (36% - 66%)        Continuously (67% - 100%)

_____________________________________________________________________________    ______________________________
Signature of Employer        Date 

SERVICE OFFICE
P.O. Box 616648  I  Orlando, Florida 32861-6648  

Telephone: 407-351-1212  I  888-346-3461 
Claims Dept. Fax: 407-352-5788

Note to Florida Physicians: After you review the information above, please complete the Florida Workers’ Compensation 
Medical Treatment/Status Reporting form (DFS-F5-DWC-25), Section IV, “Functional Limitations and Restrictions.” That portion 
of the form should be used to report work status at each office visit. You may be asked to complete other forms if additional 
information is needed, but you do not need to complete the information below.

In your opinion, what limits the patient from performing the above-described tasks? ____________________________________ 

Patient is able to return to full-time work effective:____________, with the following work restrictions (please indicate duration): 

__________________________________________________________________________________________________________

I have reviewed the above description of the employment to be offered, and I feel that this job     is     is not within the patient’s 
physical abilities. (Please fax this form to FHM Claims Department at 407-352-5788.) 

__________________________________________________________________        ______________________________
Physician’s Signature (no stamp or other facsimile)      Date

PHYSICAL DEMANDS OF JOB

FOR THE PHYSICIAN
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EEMPLOYER: This is a sample form that you may want to create for use with your return-to-work program. (Transitional duty 

job offers must be made in writing.)

Date _____________________________________________   Employee Name ____________________________________ 

Claim Number _____________________________________   Date of Injury ______________________________________

Employee Address (if mailed)

______________________________________________________________ 

______________________________________________________________ 

______________________________________________________________

Dear _______________________________ :

Your physician, Dr. ______________________, has released you for modified work with the following restrictions (or see 

attached medical form): ________________________________________________________________________________ .

Your doctor has approved the following transitional position for you. Since the position is transitional, it will be periodically 

evaluated. This job is ___________________________________________________________________________________ . 

Please report for work on (date) __________________________________________________________________________ . 

and report to (supervisor)_______________________________________ at (time) ________________________________ .

If you receive this letter after the report-to-work date listed above, you will have 24 hours to contact: ____________________ 

____________________________ at  _____________________________________________________________________ .

Failure to report to work could affect your entitlement to temporary disability benefits.

We look forward to seeing you.

Sincerely,

______________________________________________________________________    ___________________________

Employer Name, Title    Date 

Sample: Transitional Job Offer 
(Print on your company letterhead.)

Hours per day/week ________________________________  Days per week ______________________________________ 

Duration of job (if known) ___________________________ Supervisor _________________________________________

You will be receiving $ __________________ per (hour/week/month). If this is less than your regular earnings, you may be 

entitled to wage loss benefits from your workers’ compensation carrier (Kentucky employers: This provision is not offered by 

Kentucky law.)

I have read and understand the above information.

_________________________________________________  _________________________________________________ 

Employee Signature, Date  Employer Signature, Date

Please bring this form with you when you report to work.

TO BE COMPLETED UPON RETURN TO WORK
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EEMPLOYER:  This is a sample letter that you may want to create to use with your 
return-to-work program (Transitional duty job offers must be made in writing.)

(Date)

(Employee’s Name)
(Employee’s Address)
(Employee’s City, State, Zip)

Re: Transitional Duty

Dear (Employee Name):

Your doctor has released you to return to work, and we have ready for you a transitional-
duty position that is designed to comply with your medical restrictions. You are scheduled to 
begin work on (return date). Please see (supervisor) at (start time). If you receive this letter 
after (return date), please contact (supervisor) within 24 hours.

(Kentucky employers—omit this paragraph because Kentucky law does not offer this 
provision:) If your transitional duty earnings are below your average weekly rate prior to 
your injury, you may be entitled to a wage-loss payment from our workers’ compensation 
carrier.
Please cal
l me immediately if you have any questions about returning to work in this capacity on 
(return date).

Welcome back!

Sincerely,

(Sender’s Name)
(Title)

P.S. Please remember that failure to report to work could affect your entitlement to 
temporary disability benefits.

Sample: Employer Letter for Notice 
of Transitional Duty to Employee 

(Print on your company letterhead.)



Work Injury Tracking Record

Modified/Alternate Work (Describe) ____________________________________________________________________________ 

Date of Offer ___________________ Date of Acceptance __________________   Date of Return to Work __________________

Please call your FHM claims adjuster with any questions or change in work status.

Employee _________________________________________   Claim Number _____________________________________ 

Date of Accident ___________________________________   Day of the Week ____________________________________ 

Time of Day _______________________________ a.m./p.m. Location __________________________________________ 

Conditions/Circumstances _______________________________________________________________________________ 

Accident Description ___________________________________________________________________________________ 

Witnesses _____________________________________________________________________________________________ 

Other Employees Involved _______________________________________________________________________________ 

Body Part(s) Injured ____________________________________________________________________________________ 

    Accident Investigation Complete    Safety Committee Review Complete

Physician’s Name ___________________________________   Medical Specialty ___________________________________ 

Physician’s Phone __________________________________  Fax  _______________________________________________

                         Doctor/Clinic/Hospital                                        Date                                                  Work Status

__________________________________   ________________   _________________________________

__________________________________   ________________   _________________________________

__________________________________   ________________   _________________________________

__________________________________   ________________   _________________________________

__________________________________   ________________   _________________________________

__________________________________   ________________   _________________________________

__________________________________   ________________   _________________________________

__________________________________   ________________   _________________________________

__________________________________   ________________   _________________________________

SERVICE OFFICE
P.O. Box 616648  I  Orlando, Florida 32861-6648  

Telephone: 407-351-1212  I  888-346-3461 
Claims Dept. Fax: 407-352-5788

MEDICAL APPOINTMENTS (ATTACH ADDITIONAL PAGES IF NECESSARY.)

MEDICAL APPOINTMENTS (ATTACH ADDITIONAL PAGES IF NECESSARY.)


