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Workers’ Compensation 

Return to Work
EMPLOYEE NAME: __ ______________________________________________________________________
EMPLOYEE WC CLAIM NUMBER: ___ _________________________________________________________
The above employee was given the restrictions listed below by Dr. ________________________________
On ____________________________________.

Restrictions: _____________________________________________________________________________
I have reviewed these restrictions along with the employees’ current job duties and other duties available within our Division and found the following:

________   It has been determined that no duties or positions meeting these restrictions are available to this employee.   Please give detailed reason that employee cannot be accommodated. 

________________________________________________________________________________________

           ________________________________________________________________________________________
________   It has been determined that this employee can be accommodated with the following 
position and/or job duties.  (Please provide a detail functional job description on the attached Georgia Activity Analysis.) 

________________________________________________________________________________________

           ________________________________________________________________________________________
Print Name & Title (Supervisor) _____________________________________________________________

Signature ___________________________________Date________________________________________

Agency:  ________________________________________________________________________________
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