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RETURN TO WORK PROCEDURES

The following general procedures have been established by Share and Care Community Service Group Inc to ensure the safe and speedy return of injured employees.

1. When an injury Occurs
· All injuries must be notified and reported on immediately to the Program Manager who will then 
notify the Chief Executive Officer;
· The importance of the legal requirements to notify GUILD INSURANCE, Share and Cares workers compensation Insurers of the injury within the stated timeframes is re-emphasised;
· The Program Manager and Chief Executive Officer will be responsible for coordinating all efforts aimed at assisting the injured worker recover and return to work as quickly and as safety as possible;
· For all lost time injuries, the Program Manager will contact the injured employee within 24 hours of the injury being reported to ensure;
i. That  appropriate medical attention is received;
ii. That the process of lodging a workers compensation claim is explained and;

iii. To prepare the injured employee for a safe and timely return to work consistent with medical advice.

2. Nominating a Treating Doctor
· All injured employees MUST nominate a treating doctor who will be responsible for medical management 

of the injury and will co-operate with the development and implementation of the Return to Work Program;
· Provision for nominating the treating doctor is made on the approved Workcover medical certificate.
3. Involving a Rehabilitation Provider
When it becomes evident that an injured employee is not likely to resume the pre-injury duties or can not do                           so without changes to the workplace or the work practices, the Chief Executive Officer will consult GUILD, the company’s workers compensation insurers, and the workers treating doctor to discuss the need to involve an accredited Rehabilitation Provider  to assist develop and monitor the return to Work Plan.
The company acknowledges, that the injured employee has the right to choose his\her treating doctor and  rehabilitation Provider  to assist develop and monitor the return to Work Plan.

The company acknowledges, that the injured employee has the right to choose his\her treating doctor and rehabilitation provider, he\she must contact the insurer.
4. Finding and Providing Suitable duties
Program Manager and Chief Executive Officer in consultation with the treating doctor will ensure that Individual return to work strategies are developed for each injured worker. This will include the provision of suitable duties for those workers who are partially incapacitated and therefore need to be offered suitable duties as part of their rehabilitation program.

Share and Care undertakes to ensure that the duties offered to the injured employees as part of their Return To Work program will always be meaningful, productive, a safe match with the client’s physical and                    psychological capabilities and consistent with medical advice.
5. Consultation
The Program Manager will consult injured worker, doctor, insurer and Chief Executive Officer regarding the implementation of any  arrangements for the return to work of injured employees of the company.

6. Disputes
The Chief Executive Officer will attempt to resolve any disputes by consulting with employees, the          Rehabilitation Provider and the treating doctor, if the dispute cannot be resolved the insurer will be contacted for advice.
* ALL ORIGINAL DOCUMENTS MUST BE FORWARDED TO ADMINISTRATION MANAGER *
___________________________________________________________________________
Endorsement
These policies and procedures will come into effect as of the ………………………………………………………
and may be reviewed and amended by the agreement of the undersigned or their representatives:

Signed: __________________________                        
Signed: _________________________

                                        Chief Executive Officer             
                                                  Employee
 
Date: ____________________________                         Date: ___________________________
 Return to Work Plan

N.B. A return to work plan MUST be developed prior to the injured person returning to work on restrictions. Each time the persons reviewed and the restrictions and/or duties change, you must prepare a new plan – All plans MUST be submitted to the Chief Executive Officer for approval prior to implementation.
□  Initial RTW Plan

□     Progress RTW Plan
□  Goal – Same job, same employer




□     Goal – Same job, different employer
□  Goal – Different job, same employer



□     Goal – Different job, different employer
	1. Job Title
	

	2. Work location
	

	3. Supervisor
	

	4. Claim Number
	

	5. Injury
	

	6. Suitable duties
	

	7. Considerations\restrictions
	

	8. Hours\Days of work
	

	9. Wages         (including pre-injury earnings)
	

	10.Commencement Date
	

	11.Review Date\s
	

	12.Length of program
	

	13.Services\treatment required (i.e. Physiotherapy
	

	14.General Comments
	


THE FOLLOWING PARTIES HAVE AGREED TO THE PROGRAM
	Injured Worker  
	
	Date

	Program Manager
	
	Date

	Chief Executive Officer
	
	Date

	Treating Doctor
	
	Date


The responsibilities of each of the above parties are outlined as:
Injured Worker                                   To co-operate with the Rehabilitation process and to notify Program 
                                                             Manager of any problems.

Program Manager                              To ensure that the injured worker performs only duties outlined above
Chief Executive Officer                     To ensure all parties endorse the Return to Work Plan, monitor the injured 
                                                             workers progress, co-ordinate services to resolve problems, change duties

                                                             as required or medically endorsed.
Nominated Treating Doctor              To Manage Treatment of the injured\ill employee including participation in


                                                             the injury Management Plan. Provide medical advice and certification

                                                             according to State Legislation. 
Managing the Return to Work Plan
Employee’s Name;________________________________Claim Number:_______________________________

Date Of Injury:____________________________________Date Claim Made:____________________________

Have you submitted the following to the workers compensation insurer?
□  The completed claim form:________________________________ _____________________________________________________
□  The employers report of injury:__________________________________________________________________________________

□  Any Witness reports:__________________________________________ ________________________________________________

□  Work cover Medical Certificate :_________________________________________________________________________________
□  Wage details and lost time details:_______________________________________________________________________________

□  Other information which will assist

      the determination of the claim.__________________________________________________________________________________

Have you received the following from the Workers Compensation Insurer?

□  Contacted by the insurer re:injury
      Management Plan(within three days)____________________________________________________________________________

□  An Injury Management Plan received:___________________________________________________________________________

□  Notification of liability status received:__________________________________________________________________________
□  Notification of weekly amount of

       compensation received:_______________________________________________________________________________________

□  Notification of any medical

      assessments received:_________________________________________________________________________________________
Contact Details:
	Contact
	Contact No
	Date
	Notes

	□  Injured Person

	
	
	

	□  Treating Doctor


	
	
	

	□  Name


	
	
	

	□  Others (e.g. Phsyio)
Name:

Name:
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