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POLICY

 

The  Bra nt Co mmunity He a lthc a re  Syste m is c o mmitte d  to  d e ve lo p ing  a nd  

ma inta ining  a  sa fe  wo rk e nviro nme nt. The  mo d ifie d  wo rk p ro g ra m is ve ry 

fle xib le , c o mp re he nsive  a nd  p ro a c tive  with the  inte ntio n to  p ro vid e  p o sitive  

o utc o me s fo r o ur e mp lo ye e s. 

 

In a d d itio n, the  inte ntio n is: 

 

1. To  ma ke  e ve ry e ffo rt to  p ro vid e  mo d ifie d  wo rk within the  e mp lo ye e ’ s 

no rma l jo b  a nd  wo rking  c o nd itio ns a s me d ic a lly a p p ro p ria te . 

2. To  ma ke  re a so na b le  e ffo rts to  p ro vid e  mo d ifie d  wo rk o f a  te mp o ra ry 

na ture  to  a n e mp lo ye e  re c o ve ring  fro m a n illne ss o r injury. 

3. To  c o nsult with the  a p p ro p ria te  he a lth p ro fe ssio na l who  ma y b e st tre a t 

a nd  ma na g e  the  wo rkp la c e  illne ss o r injury. 

 

DEFINITION 

 

The  te mp o ra ry mo d ifie d / tra nsitio na l wo rk re -e ntry p ro g ra m a llo ws the  

e mp lo ye e  to  re turn to  g a inful e mp lo yme nt in a  mo d ifie d  wo rk c a pa c ity within 

the ir me d ic a l re stric tio ns. 

 

Mo d ifie d  wo rk ma y ta ke  the  fo rm o f a ny o r a ll o f the  fo llo wing : 

 

• Modifie d Time  – the  e mp lo ye e  p e rfo rms a ll re g ula r d utie s o r mo d ifie d  wo rk 

b ut ha s a n a lte re d  o r re d uc e d  sc he d ule  

• Modifie d Work – the  e mp lo ye e  p e rfo rms the  p re -injury jo b  in the  re g ula r 

ho urs, b ut c ha ng e s a re  ma d e  a c c o rd ing  to  re stric tio ns p re sc rib e d  b y the  

physic ia n 
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• Alte rna te  Work – the  e mp lo ye e  is a ssig ne d  to  d utie s tha t a re  d iffe re nt fro m 

the  e mp lo ye e ’ s re g ula r d utie s 

 

• Physic a l De ma nds Ana lysis/ Job De sc ription-  Is a  syste mic  p ro c e d ure  to  

 q ua ntify a nd  e va lua te  a ll the  p hysic a l a nd  e nviro nme nta l d e ma nd  

 c o mp o ne nts o f ta sks o f a  jo b   

 

The  d ura tio n o f mo d ifie d / a lte rna te  d utie s will b e  a  ma ximum o f 12 we e ks; the  

e xte nsio n o f p ro g ra m will b e  und e r the  d isc re tio n o f Oc c up a tio na l He a lth & 

Sa fe ty (OH&S)/ Ma na g e r/ Emp lo ye e / Re ha b ilita tio n Se rvic e s.  If a  te mp o ra ry o r 

p e rma ne nt a c c o mmo d a tio n ha s b e e n id e ntifie d , Org a niza tio na l He a lth 

re se rve s the  rig ht to  re q ue st up d a te d  me d ic a l info rma tio n fro m time  to  time  to  

sup p o rt the  c o ntinue d  a c c o mmo d a tio n to  a  ma ximum o f thre e  time s p e r 

ye a r. 

 

Elig ibility 

 

The  Mo d ifie d  Wo rk Pro g ra m is ma nd a to ry fo r a ll e mp lo ye e s who  ha ve  

te mp o ra ry p hysic a l limita tio ns d ue  to  a  wo rkp la c e  injury o r illne ss. 

 

The  Mo d ifie d  Wo rk Pro g ra m is a va ila b le  fo r e mp lo ye e s re c o ve ring  fro m no n 

wo rk re la te d  illne ss o r injury. 

 

The  Mo d ifie d  Wo rk p ro g ra m will b e  c o mmunic a te d  thro ug h o rie nta tio n a nd  a s 

re q uire d . 

 

Modifie d Work Prog ra m

 

The  Mo d ifie d  Wo rk Pro g ra m c o nsists o f a  te a m wo rking  to g e the r to  me e t 

id e ntifie d  o b je c tive s within a  spe c ifie d  time  fra me , a nd  e ve ntua lly a llo wing  the  

injure d / ill e mp lo ye e  to  a ssume  the ir re g ula r d utie s. 

 

The  Mo d ifie d  Wo rk Pro g ra m te a m c o nsists o f: 

 

1. Emp lo ye e  

2. Sup e rviso r/ Ma na g e r 

3. Oc c up a tio na l He a lth Nurse  (OHN), Disa b ility Ma na g e me nt Co o rd ina to r 

4. Co -o rd ina to r, Oc c up a tio na l He a lth & Sa fe ty 

5. Re ha b  Se rvic e s inte rna l/ e xte rna l 

And a s re quire d: 

6. Unio n Re p re se nta tive  

7. Oc c up a tio na l He a lth Physic ia n 

 

FUNCTIONS OF THE MODIFIED WORK PROGRAM TEAM MEMBERS 

 

Employe e ’s Role : 
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1. Re p o rt wo rkp la c e  injury/ illne ss imme d ia te ly to  ma na g e r a nd / o r 

Org a niza tio na l He a lth a nd  c o mp le te  Emp lo ye e  Inc id e nt Re p o rt with 

Ma na g e r/ Sup e rviso r. 

2. Ob ta in a nd  ta ke  Tre a tme nt (RX) Me mo  a nd  Injure d  Wo rke r’ s Pa c ka g e   to  

tre a ting  He a lth Pro fe ssio na l. 

3. Re turn RX me mo  to  Org a niza tio na l He a lth the  fo llo wing  d a y. 

4. Pa rtic ipa te  in Mo d ifie d  Wo rk Pro g ra m. 

5. Arra ng e  a p p o intme nt with Org a niza tio na l He a lth to  d o c ume nt mo d ifie d  

wo rk. 

6. Co mp le te  Da ily Jo urna l while  o n Mo d ifie d  Wo rk 

7. Pa rtic ipa te  in Ed uc a tio na l Pro g ra ms. 

8. Ha ve  Unio n Re p re se nta tio n fo r sup p o rt a nd  d ire c tio n if d e sire d , whe n 

a p p lic a b le . 

9. Co mp le te  e va lua tio n fo rm a nd  re turn to  Org a niza tio na l He a lth 

 

Co- ordina tor, Oc c upa tiona l He a lth a nd Sa fe ty: 

 

Co -o rd ina te  Mo d ifie d  Wo rk Pro g ra m (MWP) whic h inc lud e s: 

 

1. Co mp le te  a p p ro p ria te  fo rms/ le tte rs. (WSIB Fo rm 7 if me d ic a l a tte ntio n 

re c e ive d ) 

2. Arra ng e  MWP me e ting s fo r wo rkp la c e  injurie s 

3. Fo llo w-up  with e mp lo ye e / Pe rfo rm e rg o no mic  a sse ssme nt. Arra ng e  fo r 

PDA 

4. Assist with Ed uc a tio na l Pro g ra ms. 

5. Co nta c t a p p ro p ria te  me d ic a l p e rso nne l a s re q uire d  to  c o nfirm a nd  

d isc uss tre a tme nt se ssio n a nd  he a lth p ro g re ss. 

6. Assist ma na g e rs a nd  e mp lo ye e s to  id e ntify a nd  re so lve  p o te ntia l 

c o nc e rns a b o ut the ir mo d ifie d  d utie s 

7. Assist a nd  pro vid e  info rma tio n re g a rd ing  re mune ra tio n fo r injure d  

e mp lo ye e . 

 

Oc c upa tiona l He a lth Nurse ’s Role : 

 

Assist with Mo d ifie d  Wo rk Pro g ra m, whic h inc lud e s: 

 

1. Pro vid e  imme d ia te  first a id  me a sure s a nd / o r me d ic a l tre a tme nt to  

injure d  e mp lo ye e . 

2. Asse ssme nt o f e mp lo ye e . 

3. Re fe r to  Oc c up a tio na l He a lth Physic ia n a s re q uire d . 

4. Re fe rra l to  Re ha b  Se rvic e s a s re q uire d . 

5. Co nta c t e mp lo ye e  we e kly fo r e va lua tio n a nd  sup p o rt. 

6. Co nta c t me d ic a l p e rso nne l a s re q uire d  to  c o nfirm a nd  d isc uss tre a tme nt 

se ssio ns a nd  he a lth p ro g re ss. 

7. Assist with Ed uc a tio na l Pro g ra ms. 
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8. Assist ma na g e rs a nd  e mp lo ye e s to  id e ntify a nd  re so lve  p o te ntia l 

c o nc e rns with mo d ifie d  wo rk. 

 

Oc c upa tiona l He a lth Physic ia n’s Role : 

 

1. Asse ss me d ic a l c o nd itio n o f e mp lo ye e  up o n re q ue st b y Oc c up a tio na l 

He a lth Nurse  o r Sa fe ty Co -o rd ina to r. 

2. Co nsult with me d ic a l p e rso nne l a nd  MWP te a m me mb e rs. 

3. Ma ke  re fe rra ls whe n ne c e ssa ry. 

4. Assist with Ed uc a tio na l Pro g ra ms. 

 

Supe rvisor/ Ma na g e r’s Role : 

 

1. Ensure  injury/ illne ss is re p o rte d  to  Oc c up a tio na l He a lth a nd  Sa fe ty within 

24 ho urs. 

2. Co mp le te  Emp lo ye e  Inc id e nt Re p o rt with e mp lo ye e  a nd  sub mit to  

Org a niza tio na l He a lth 

3. Re vie w re mune ra tio n fo r e mp lo ye e  with Sa fe ty Co -o rd ina to r. 

4. Assist in d e ve lo p ing , mo nito ring  a nd  imp le me nting  Mo d ifie d  Wo rk 

Pro g ra m. 

5. Disc uss c o nc e rns with Sa fe ty Co -o rd ina to r o r Oc c up a tio na l He a lth Nurse . 

6. Pro vid e  sup p o rt a nd  e nc o ura g e me nt to  the  injure d  e mp lo ye e . 

 

Union Re pre se nta tive ’s Role : 

 

1. To  a ssist e mp lo ye e  in the  Mo d ifie d  Wo rk Pro g ra m a s ne e d e d . 

 

 

Re ha bilita tion Se rvic e s’ Role : 

 

1. Asse ss a nd  tre a t e mp lo ye e  a s p e r re fe rra l b y Org a niza tio na l He a lth, 

whic h inc lud e s: 

(a ) Fa st-tra c king  (wo rk-re la te d ) 24-48 ho urs p o st injury 

(b ) Re g ula r tra c king  (no n-wo rk-re la te d ) – 3 d a ys to  3 we e ks. 

2. Assist with e rg o no mic  a sse ssme nt a s re q uire d  a nd  o r PDA 

3. Assist in d e ve lo p ing  Ed uc a tio na l Pro g ra ms. 

4. Pro vid e  Org a niza tio na l He a lth with a ny re la te d  me d ic a l info rma tio n 

whic h will a ssist e mp lo ye e  to  re turn to  re g ula r d utie s (with e mp lo ye e ’ s 

c o nse nt). 

5. Assist with MWP a s re q uire d . 

 

Physic a l De ma nd s Ana lysis/ Jo b  De sc rip tio n: 

Are  inte nd e d  to  p ro vid e  a  d e sc rip tio n o f the  jo b  d utie s p e rfo rme d  a nd  

mo ve me nts re q uire d  d uring  a  sp e c ific  jo b .   

 

Oblig a tion to  Re - e mploy (workpla c e  injury or illne ss):  
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Und e r the  Wo rkp la c e  Sa fe ty a nd  Insura nc e  Ac t 1997 whe n the  wo rke r is 

me d ic a lly a b le  to  p e rfo rm the  e sse ntia l d utie s o f his o r he r p re -injury 

e mp lo yme nt, the  e mp lo ye r sha ll, 

(a ) o ffe r to  re -e mp lo y the  wo rke r in the  p o sitio n tha t the  wo rke r he ld  

o n the  d a te  o f injury; o r 

(b ) o ffe r to  p ro vid e  the  wo rke r with a lte rna tive  e mp lo yme nt o f a   

na ture  a nd  a t e a rning s c o mp a ra b le  to  the  wo rke r’ s e mp lo yme nt 

o n the  d a te  o f injury 
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MODIFIED WORK PROGRAM FLOW CHART 
 
 

WORKPLACE INJURY/ILLNESS 

OR 

NON WORK RELATED INJURY/ILLNESS 

  

FIRST AID 

 

MANAGER/SUPERVISOR 

 CONTACTS ORG. HEALTH 

 

 

INCIDENT REPORT COMPLETED BY EMPLOYEE AND 

MANAGER/SUPERVISOR AND FORWARDED TO ORG. 

HEALTH 

 

EMPLOYEE TO ORG. HEALTH FOR 

ASSESSMENT 

  

 ORG. HEALTH “ 

FAST TRACKING” 

TO BGH REHAB 

SERVICES 

 

 

IF REQUIRED FOR WORK RELATED INJURY, INJURED WORKER’S PKG OR 

TREATMENT MEMO GIVEN TO EMPLOYEE TO TAKE TO TREATING 

PHYSICIAN/REHAB SERVICES TO BE COMPLETED AND RETURNED TO 

OH&S THE FOLLOWING WORKING DAY OR WHEN MEDICALLY POSSIBLE 

 

 

UPON COMPLETION OF RX MEMO, 

SAFETY CO-ORDINATOR OR DISABILITY MANAGEMENT CO-ORDINATOR 

CONTACTS MANAGER/SUPERVISOR, EMPLOYEE, OHN, REHAB  

SERVICES, TO ARRANGE MODIFIED WORK AND WRITTEN AGREEMENT 

 

THE MODIFIED WORK PROGRAM TEAM WILL 

CONTINUE TO MEET ON A REGULAR BASIS SAFETY 

CORDINATOR OR DISABILITY MANAGEMENT CO-

ORDINATOR WILL MONITOR MODIFIED WORK 

PROGRAM WITH FOLLOW –UP 

 

EMPLOYEE RETURNS TO WORK ON REGULAR DUTIES 
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Re quire d Forms & Doc ume nta tion

 

1. Tre a tme nt Me mo ra nd um 

2. Atte nd ing  Physic ia n’ s Sta te me nt 

3. Mo d ifie d / Tra nsitio na l Wo rk Re -Entry Pla n 

4. Emp lo ye e ’ s Da ily Jo urna l 

5. Physic ia n Le tte r 

6. WSIB Wo rke rs C la im/ Co nse nt Fo rm 

7. Assig nme nt o f Co mp e nsa tio n 

8. Tha nk Yo u Le tte r 

9. Emp lo ye e  Mo d ifie d  Wo rk Pro g ra m Eva lua tio n 

10. Wo rk Re stric tio ns Po sting   

11. Physic a l De ma nd s Ana lysis (Bla nk fo rm) 

 

 

 

 

 

 

 

 

 

 

Re f: Workplac e  Safe ty and Insuranc e  Ac t 1997. Chapte r 16-  Sc he dule  A 

 

 

APPROVAL BY: Ope rations Te am APPROVAL BY: Se nior Le ade rship Te am 

Da te : Ja nua ry 17, 2007 Da te : Fe b rua ry 6, 2007 

APPROVAL BY:  APPROVAL BY:  

Da te :  Da te :  

If a pplic a b le : If a pplic a b le : 

  

TWH – Date  Orig ina te d :  BGH – Date  Orig ina te d :  

Orig ina l Po lic y No :  Re vie w Co nta c t Po sitio n: VP Re so urc e s/ De ve lo pme nt 

    



 

Treatment Memorandum 

1. To be completed whenever a hospital employee requires health care as a result of illness or injury other than first aid.  This 

form is given to the employee to take to the attending/treating physician/ rehabilitation services. 

Employee:  _________________________________  Tel #: ____________________________ 

Department:  _____________________________   Position: ___________________________ 

Nature of Illness/injury: _________________________________________________________ 

 

MODIFIED WORK IS AVAILABLE 

Dear Physician/Rehabilitation Services:  Please complete the sections below and return the form with the employee. This form 

will assist us in planning for the return to work of this employee, and if necessary, will provide the documentation required to 

substantiate their claim. 
 

2. Date of examination on which the report is based 

Rehabilitation/Treatment required?  Yes   No 

Is the worker capable of returning immediately without restrictions?  Yes        No   If no please complete next section. 
 

3. Please complete where capabilities are known or limitations recommended. Note: ‘as tolerated’ implies that restrictions are 
recommended but must be quantified in the workplace. 

Capabilities:    Comments 

Walking:       short distance only   as tolerated    other (eg. uneven ground) 

Standing:     less than 15 min  less than 30 min  as tolerated   other 

Sitting:   less than 30 min  less than 1 hour  as tolerated   other 

Lifting floor to waist:     less than 10 Kg   less than 25 Kg   as tolerated   other 

Lifting waist to shoulder:   less than 10 Kg  less than 25 Kg  as tolerated   other 

Stair climbing:       none  2-3 steps only   short flight   own pace  as tolerated 

Ladder climbing:  none   2-3 steps only   4-6 steps only  own pace  as tolerated 

Limited ability to use hand to:  hold objects   grip    type   write 

Limitations: 

 Bending or twisting of   Repetitive movement of 
 

 Chemical exposure to   Environmental exposure to 
 

 Operating motorized equipment   Restrictions related to medications (specify) 
 

 Above-shoulder activity   Below-shoulder activity 
 

Exposure to vibration:  high frequency            low frequency 

Limit physical exertion to:   mild  moderate  as tolerated 

Recommendation for Work Hours :  Full-time hours   Modified hours  Graduated hours 

Complete Recovery Expected?  No  Yes         Estimated Duration of Limitations 

 
  

 
   
  

 
 

 
 (            ) 

Employee’s consent:  I understand the reason for this form and authorise my physician/rehabilitation specialist to discuss 
the details of my return to work with the Brantford General Hospital’s Occupational Health and Safety Dept.     Employee 
signature:  __________________________________      Date:   _____________ ORGANIZATIONAL HEALTH FAX #:  
(519) 751-589 

Date of next appointment    day/month/year 
for Review of Capabilities 

Health Professional’s Name (Please print) Health Profession 

Full Address City/Town Province Postal Code 

Date Area Code Telephone Number Signature 
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ATTENDING PHYSICIAN’S STATEMENT    X- 90 Appe ndix C 
 

To  ______________________________________  From   ________________________ 

 

Employee’s Name __________________________  Position  _______________________ 

 

Employee’s Signature  _______________________ Date  __________________________ 
 
I understand the reason for this form and authorize my physician/rehabilitation specialist to discuss the details 
of my current illness/disability & return to work with the Brant Community Healthcare System’s Organizational 
Health Services. 
 
The Hospital, in accordance with the Ontario Human Rights Code – duty to accommodate, would like to assist your patient in 

the prompt and safe return to work.  We will arrange modified work according to your recommendations.  Our 

comprehensive program may include Fast-Track referrals to Mental Health Services, Physiotherapy, Occupational Therapy 

and/or ergonomic assessment, designed to accommodate all levels of restrictions. 

 
A Job description and a Physical Demands Analysis are attached for your consideration in determining the level 
of ability of your patient (if applicable). 

 

Please contact Organizational Health at (519)751-5544 extension 5528. 

 

1. Diagnosis:  Primary       ______________________________________________________ 

Secondary      ______________________________________________________ 

2. Objective Findings (test results):  ____________________________________________________ 

3. Subjective symptoms:   ____________________________________________________________ 

4. Current treatment:  _______________________________________________________________ 

5. Has patient ever had similar condition?  □  Yes   □   No  explain __________________________ 

6. Is condition due to injury or illness arising out of employment □  Yes  □  No   □  Unknown 

7. Return to Modified Work    □ Yes    □ No    expected return   _____________________________ 

8. How long will modified work be required?  __________  Within the following limitations and 

capabilities:   ______________________________________________________________________ 

__________________________________________________________________________________ 

9. Return to Regular Work       □ Yes    □ No    Date  __________________________ 

 

 
Rehabilitation 
Please check: 

10. Referral to Internal Hospital Program    □  Yes     □   No,  please specify:  _______________ 

11. Requires Physiotherapy?   □   Yes    □   No 

12. Requires Occupational Therapy?  □   Yes     □   No  

13. Referral to Mental Health Services?  □   Yes     □   No 

 
Please return this Confidential Form to Organizational Health office c/o Brant Community Healthcare System. 

Confide ntia l Fa x # :  (519)751- 5892 

 

Physician’s Signature _______________________________  Date  _________________ 

 

MODIFIED/TRANSITIONAL WORK RE-ENTRY PLAN 

 

Modified/Transitional Plan For : _______________________   Date: _______________ 
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Injury: ____________________________________________________________  
 

Week # Date (D/MY) 
Monday  
(# hrs) 

Tuesday  
(# hrs) 

Wednesday 
(# hrs) 

Thursday  
(# hrs) 

Friday  
(# hrs) 

Saturday  
(# hrs) 

Sunday  
(# hrs) 

1         

2         

3         

4         

5         

6         

7         

8         

9         

10         

11         

12         

* Maximum 12 Weeks of temporary accommodation 
 
I understand that the following limits have been set for me and I agree not to exceed these limits. 
 
Signed: _______________________________  Date: _______________________     
 
Manager Signature: ___________________        OHN Signature: _________________ 
 
OH&S Co-ordinator: ____________________      Union Signature: ________________ 
 

Week 1 
 
Restrictions/Limitations: __________________________________________________________ 

Tasks which may be performed: ___________________________________________________ 

Comments: ___________________________________________________________________ 

_____________________________________________________________________________ 

Changes to plan: __________________________________________________  Initial _______ 

 

Week 2 
 
Restrictions/Limitations: __________________________________________________________ 

Tasks which may be performed: ___________________________________________________ 

Comments: ___________________________________________________________________ 

_____________________________________________________________________________ 

Changes to plan: __________________________________________________  Initial _______ 

Week 3 
 
Restrictions/Limitations: __________________________________________________________ 

Tasks which may be performed: ___________________________________________________ 
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Comments: ___________________________________________________________________ 

_____________________________________________________________________________ 

Changes to plan: __________________________________________________  Initial _______ 

 

Week 4 
 
Restrictions/Limitations: __________________________________________________________ 

Tasks which may be performed: ___________________________________________________ 

Comments: ___________________________________________________________________ 

_____________________________________________________________________________ 

Changes to plan: __________________________________________________  Initial _______ 

 

Week 5 
 
Restrictions/Limitations: __________________________________________________________ 

Tasks which may be performed: ___________________________________________________ 

Comments: ___________________________________________________________________ 

_____________________________________________________________________________ 

Changes to plan: __________________________________________________  Initial _______ 

 

Week 6 
 
Restrictions/Limitations: __________________________________________________________ 

Tasks which may be performed: ___________________________________________________ 

Comments: ___________________________________________________________________ 

_____________________________________________________________________________ 

Changes to plan: __________________________________________________  Initial _______ 

 

Week 7 
 
Restrictions/Limitations: __________________________________________________________ 

Tasks which may be performed: ___________________________________________________ 

Comments: ___________________________________________________________________ 

_____________________________________________________________________________ 

Changes to plan: __________________________________________________  Initial _______ 

Week 8 
 
Restrictions/Limitations: __________________________________________________________ 

Tasks which may be performed: ___________________________________________________ 
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Comments: ___________________________________________________________________ 

_____________________________________________________________________________ 

Changes to plan: __________________________________________________  Initial _______ 

 

Week 9 
 
Restrictions/Limitations: __________________________________________________________ 

Tasks which may be performed: ___________________________________________________ 

Comments: ___________________________________________________________________ 

_____________________________________________________________________________ 

Changes to plan: __________________________________________________  Initial _______ 

 

Week 10 
 
Restrictions/Limitations: __________________________________________________________ 

Tasks which may be performed: ___________________________________________________ 

Comments: ___________________________________________________________________ 

_____________________________________________________________________________ 

Changes to plan: __________________________________________________  Initial _______ 

 

Week 11 
 
Restrictions/Limitations: __________________________________________________________ 

Tasks which may be performed: ___________________________________________________ 

Comments: ___________________________________________________________________ 

_____________________________________________________________________________ 

Changes to plan: __________________________________________________  Initial _______ 

 

Week 12 
 
Restrictions/Limitations: __________________________________________________________ 

Tasks which may be performed: ___________________________________________________ 

Comments: ___________________________________________________________________ 

_____________________________________________________________________________ 

Changes to plan: __________________________________________________  Initial _______ 

 

 

 

MODIFIED WORK PROGRAM 
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EMPLOYEE’S DAILY JOURNAL  

 
NAME:__________________________________ 
List progress, setbacks, problems and how problems were resolved: 

 

 ISSUES RESOLUTIONS 

                 Sunday 

Date: 

Shift: 

Hours worked: 

  

                 Monday 

Date: 

Shift: 

Hours worked: 

  

                Tuesday 

Date: 

Shift: 

Hours worked: 

  

              Wednesday 

Date: 

Shift: 

Hours  worked: 

  

              Thursday 

Date: 

Shift: 

Hours worked: 

  

               Friday 

Date: 

Shift: 

Hours worked: 

  

               Saturday 

Date: 

Shift: 

Hours worked: 

  

 

The above journal is to be submitted at every Modified Work Program meeting. 
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Dear Healthcare Provider 
 
Please be advised that our approach is supportive, holistic, and confidential. We offer fast-tracking to 
services such as: Physiotherapy, Occupational Therapy, Occupational Health Physician and EAP for 
our employees, which may assist them to full recovery.  As you are aware, we also have a very 

flexible, comprehensive and proactive Return to Work program with positive outcomes for our 
employees.  We can accommodate any limitations or restrictions that you place on the employee as a 
result of their workplace injury through this transitional period.   
 
It is our intent to accommodate our employees for a timely and safe return to work.  Please complete 
the attached treatment memorandum noting any capabilities, limitations or restrictions that are 
required due to the injury. 
 
Our Modified Work Team consists of the employee, union representative, supervisor/manager, and 
an Organizational Health representative. The team reviews the treatment memorandum and 
collaborates in determining suitable work duties within the restrictions. 
 
Please return the signed treatment memo by fax (519) 751-5892 or with the employee. 
 
If you have any questions, please feel free to contact us at: 
(519) 751-5544, extension 2248. 
 
 
Regards,  
 
 
Organizational Health Staff 
Margaret McMahon RN, OHN, Manager Organizational Health 
Cindy Hayward-Dale RN COHN[C], Disability Management Co-ordinator 
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ASSIGNMENT OF COMPENSATION 



Brant Community Healthcare System    

Policy/Procedure:  X – 90 

Title of policy:  Modified Work Program  Page 16 of 21 

 
 

 

 

The Brant Community Healthcare System agrees to advance_____________________________ 85% of net earnings which may be 

payable by the Workplace Safety & Insurance Board upon approval of the claim. 

 
____________________________ agrees to make arrangements with the benefits administrator should their 
WSIB claim be denied. 
 
 
Employee Signature: ________________________________________ Date: _______________________ 
 
Manager Signature: ________________________________________  Date: _______________________ 
 
OH&S Signature: ___________________________________________ Date: _______________________ 
 
Finance: _________________________________________________  Date: _______________________ 
 

 
The Brant Community Healthcare System is obligated to continue to contribute to the benefit plan provided the 
employee continues to contribute while absent from work for WSIB related reasons. 
 
Do you wish to continue to contribute to you benefit plan and have the BCHS continue as well?     

฀ YES     ฀ NO 
 

PLEASE ARRANGE FOR BENEFITS THROUGH THE BENEFITS/COMPENSATION SPECIALIST 

 
Agreement begins:  ____________________________________ 
 
 
Agreement expires: ____________________________________ 

 
PAYROLL USE ONLY 
 
 

Compensation Issued: __________________________________________________________ 
 
Pay Period:                 From: _______________________  To: ___________________________ 

 
NOTE: THIS INFORMATION WILL BE FORWARDED TO THE WORKPLACE SAFETY & INSURANCE 

 BOARD FOR REIMBURSEMENT TO THE HOSPITAL. 
 

 
 
 
 
March 15, 2006 
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Dear: 
 
 
Thank you for participating in our Modified Work Program.  As of _________, you have recovered 
enough to perform your essential duties. 
 
Your determination and co-operation have been vital components in your recovery and this program. 
 
Please take a few moments to fill out the attached evaluation form.  This information will help us to 
evaluate and eliminate barriers which will enable us to enhance Occupational Health and Safety 
Services. 
 
 
 
 
Thank you 
 
 
 
 
Organizational Health 
 
 
 
 
 
c. Human Resources 
 Department Manager 
          
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

        EMPLOYEE   

 MODIFIED WORK PROGRAM EVALUATION 
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Please take a moment to complete the following evaluation from. It will greatly assist us in  

further improving the Modified Work  Program.    

        

DEPARTMENT:      DATE OF INJURY:   

        

INJURY:       BEGINNING DATE:   

        

LENGTH OF PROGRAM:       

        

      YES       NO 

        

1.  Were Modified Duties offered as soon as appropriate? 

      

  

2.  Was the Modified Work Program fully explained to you? 

      

  

3.  Were any questions that you may have had explained   

     to your satisfaction?    

      

  

4.  Did the Modified Work Program respect your 
"restrictions"? 

      

  

5.  Did the team members explore all possibilities in order to   

     come with the most appropriate Modified Work Program   

     for you?     

      

  

6.  Did the follow - up(s) during the program respond    

     appropriately to any changes or concerns that arose? 

      

  

7.  Were your co-workers supportive of the program? 

      

  

8.  Was the length of the program appropriate?  

      

  

If "NO" please explain if it was it too long or short?    

                

                

        

9.  Do you have any suggestions that may assist us in improving the program? 

                

                

        

10.  Please give an overall rating of the program (circle a number)  

Poor            Excellent  

 1      2 3      4 5      6 7     8  9     10   

        

 Signature    Date (dd/mm/yy)  

 

   Work Capabilities  

      

Employee:    
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Restrictions:   in place from  
 

• Lifting: Floor to waist:   
 

• Lifting: Waist to shoulder:  
            

• Bending:      
 

• Twisting:    
 

• Sitting:     
 

• Standing:  
 

• Pulling/Pushing: 
 

• Reaching 
 

• Repetitive actions:    
 

• Other:      

 

Yes: Modified in compliance with capabilities in collaboration with Supervisor/Manager  

 

Direction to co-workers:  
Bring any concerns to the supervisor. 
 

Modified schedule:  

 

Additional Notes:  

 

To be reassessed on                                   .  Documentation from assessment to be forwarded  to 

Organizational Health office. Next modified work meeting arranged for                             . 
  

Agreement to above restrictions: 
 

Signed by: _______________________              _____________________ 
Employee    Supervisor/Manager 

 
This information may be posted in the dept. with the written permission from the injured worker only. 

Agreement to post in dept.  

Employee____________________________            Date:____________ 

 
The BCHS works in partnership with the employee and unions to ensure a safe return to work. 

 

 

 

 
Worker’s Name:                  (Surname)                                                                (Given Name)                

 

                               

 

PHYSIC A L DEMA NDS A NA LYSI 

 

PHYSIC A L DEMA NDS A NA LYSIS 
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Job Title:                           

 

Date:                                                                

Employer’s Name:                 Brant Community Healthcare System 

                                              200 Terrace Hill Street 

                                              Brantford, ON          

                                              519-751-5544 

How Often? Please Comment  

 
Activities 

 

Seldom 

(daily)  

 

Frequent 

(1/ 3-2/ 3 of 

workday)  

 

Continuous 

(>  2/ 3 of 

workday)  

 

Ne ve r 

Must lift or carry on occasion     

• Up to 10lbs/4.5kg     

• 20lbs/9.1kg     

• 50lbs/23+ kg     

• 100+ lbs/45+ kg     

Must push/pull objects     

• 50lbs/23kg     

• 100lbs/45kg     

• 100+ lbs/45+ kg     

Must be able to climb ladders/poles     

Must use stairways     

Must operate self powered equipment     

Must drive a car     

Must drive a truck     

Must work standing     

Must work seated     

Must be able to walk     

• 50ft/15m     

• 300ft/90m     

• longer distances on even 

surfaces 

    

• longer distances on uneven 

surfaces 

    

Must be able to run     

Must be able to jump down     

Must be able to crawl     

Must be able to squat     

Must be able to kneel     

Must be able to look over both 

shoulders 

    

Must be able to work with arms above 

shoulders 

    

Must use both arms to full length     

Must do repetitive hand work     

Must use a keyboard     

Must use vibrating tools     

Must have full use of both hands     
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Must be able to work in a very hot 

environment 

    

Must be able to work in cold/ freezing 

environment 

    

Must work in confined spaces     

Must work at heights     

Must work in isolation (no co-workers 

present) 

    

Must wear respirator regularly     

Must wear respirator only in 

emergencies 

    

Other 

 

 

    

 

General 

Comments:  

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

____________________________________________________________ 
 

 
          Complete by:_____________________________                  Date:_______________________ 
 
 
 
 
 


