
Disability Case Management (Return to Work) Program APPENDIX B 
 

TRANSITIONAL EMPLOYMENT REFERRAL 

NAME OF 
EMPLOYEE: 

 Id #:   

TODAY’S DATE:  DATE OF 
INJURY/ILLNESS: 

  

EMPLOYEE’S 
DEPT: 

 JOB 
TITLE: 

  

EMPLOYEE’S 
STATUS: 

 OFF WORK  RELEASED TO RESTRICTED 
DUTY 

NATURE OF 
INJURY / ILLNESS 

 Work-related            Not Work-related 

Describe Injury:   
   

 
  

 

  
   

WORK 
RESTRICTIONS 

 RESTRICTION FORM ATTACHED 

Describe Restrictions:   
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Workers’ Comp 
Coordinator or 
SUPERVISOR 
NAME: 

              TEL:   

  
 


