	VESSEL NAME                             Implementation date:                          Review date:

REHABILITATION PLAN - RETURN TO WORK PLAN PROGRESS  

	                                             Progress review Return to Work Plan 

	1. Workers Name:
	

	2. Employer:
	

	3. Claim No.:
	

	4. Return to work Coordinator:
	

	5. Period from:
	

	6. Summary report of progress:
	

	7. Upgraded Duties:
	a)

b)



	8. Upgraded hours of work:
	

	9. Wages (including pre‑injury) earnings
	

	10. Clearance received from treating doctor for upgraded duties: YES / NO
	

	11. Copies to


	Supervisor (name)
	

	Injured Worker (name)
	

	Insurer(name)
	

	12. Approving officer                                                Signed                               Date










