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AF 7360
Bluewater District School Board
351 1st Ave. N., Box 190, Chesley, Ontario N0G 1L0 (519) 363-2014 or 1-800-661-7509  Fax (519) 370-2909
ACCOMMODATION IN THE WORKPLACE/RETURN TO WORK PROGRAM
FUNCTIONAL ABILITIES


	
	Employee Name
	      
	
	 Position
	      
	
	 Work Location
	      
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Date of Examination
	      
	
	 Area of Injury
	      
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Bluewater District School Board has a very progressive modified work program.  Medical information outlining the employee’s limitations and restrictions relative to the physical and cognitive demands of their position is essential when developing modified work programs that meet the medical needs of the individual and encourage a safe and healthy return to work for the employee.  Your assistance and co-operation in providing this information is greatly appreciated.
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Return to Work Information:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Is the above named employee capable of returning to full-time duties?
	
	
	 Yes
	 FORMCHECKBOX 

	
	   No
	 FORMCHECKBOX 

	
	
	
	
	
	
	
	

	
	Effective Date (if Yes)
	     
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	If not able to return to full time duties, is the worker able to return to part time duties?
	
	
	
	
	
	
	
	
	
	

	
	Yes
	 FORMCHECKBOX 

	
	 No
	  FORMCHECKBOX 

	
	Number of Hours
	     
	
	Duration of Reduced Hours
	     
	

	
	
	
	
	
	
	
	(e.g. 4 hours per day)
	
	
	
	
	
	
	(e.g. 2 weeks then return to full-time)
	
	
	
	
	
	
	
	

	
	Medical Limitations and Restrictions:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Please complete this section when:  Employee is to remain off work due to limitations/restrictions OR
	

	
	Employee can return to work on a full-time or part-time basis with limitations/restrictions
	

	
	Please state any restrictions that apply, based on the physical and cognitive demands for the employee’s current position (check either no limitations or with limitations and then provide details on limitations);
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Physical Requirement
	Specifics
	No
Limitations
	With
Limitations
	Detail Limitations
	

	
	Strength
	Lifting
- floor to waist
 FORMCHECKBOX 

- waist to shoulder
 FORMCHECKBOX 

	     
	Less than 10 kg
 FORMCHECKBOX 

Less than 25 kg
 FORMCHECKBOX 

Other
 FORMCHECKBOX 

	     
	

	
	
	Carrying
	     
	Less then 10 kg
 FORMCHECKBOX 

Less then 25 kg
 FORMCHECKBOX 

Other
 FORMCHECKBOX 

	     
	

	
	
	Pulling / Pushing
	     
	     
	     
	

	
	Mobility
	Sitting
	     
	Less then 30 min
 FORMCHECKBOX 

Less then 1 hr
 FORMCHECKBOX 

Other
 FORMCHECKBOX 

	     
	

	
	
	Standing
	     
	Less then 15 min
 FORMCHECKBOX 

Less then 30 min
 FORMCHECKBOX 

Other
 FORMCHECKBOX 

	     
	

	
	
	Walking/Running
	     
	Short distance
 FORMCHECKBOX 

	     
	

	
	
	Twisting/Turning
	     
	     
	     
	

	
	
	Bending/Stooping
	     
	     
	     
	

	
	
	Crouching/Squatting
	     
	     
	     
	

	
	
	Kneeling
	     
	     
	     
	

	
	
	Climbing
(stairs/ladder)
	     
	2-3 steps only
 FORMCHECKBOX 

Short flight
 FORMCHECKBOX 

Other
 FORMCHECKBOX 
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	Physical Requirement
	Specifics
	No
Limitations
	With
Limitations
	Detail Limitations
	

	
	
	Balancing
	     
	     
	     
	

	
	
	Running
	     
	     
	     
	

	
	Dexterity
	Reaching
	     
	     
	     
	

	
	
	Fine Finger

Movement/Handling
	     
	     
	     
	

	
	
	Gripping/Grasping
	     
	     
	     
	

	
	
	Eye/Hand Co-ordination
	     
	     
	     
	

	
	Posture and

Joint

Position
	Neck Position
	     
	     
	     
	

	
	
	Elbow Position
	     
	     
	     
	

	
	
	Shoulder Position
	     
	     
	     
	

	
	
	Wrist Position
	     
	     
	     
	

	
	
	Back Position
	     
	     
	     
	

	
	Cognitive
	Vision
	     
	     
	     
	

	
	
	Perception
	     
	     
	     
	

	
	
	Reading
	     
	     
	     
	

	
	
	Hearing
	     
	     
	     
	

	
	
	Writing
	     
	     
	     
	

	
	
	Speech/Communication
	     
	Occasionally
 FORMCHECKBOX 

Frequently
 FORMCHECKBOX 

Constantly
 FORMCHECKBOX 

	     
	

	
	
	Attention and
Concentration
	     
	     
	     
	

	
	
	Learning and Memory
	     
	     
	     
	

	
	
	Decision Making and
Judgement
	     
	     
	     
	

	
	
	Organization and
Planning
	     
	     
	     
	

	
	
	Social Interaction
	     
	     
	     
	

	
	Other
	     
	     
	     
	     
	

	
	
	
	
	
	
	

	
	Medical Practitioner’s Signature
	Date (DD/MM/YYYY)
	Area Code
	Telephone
	

	
	
	     
	(     )
	     
	

	
	Medical Practitioner’s Name (Please Print)
	Next Doctor’s Appointment
	Expected date of return OR discontinuation of limitation
	

	
	     
	     
	     
	

	
	Treatment Plan:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	     
	

	
	Personal information on this form is collected under the authority of the Education Act, R.S.O. 1990, C.E.2, Bluewater District School Board’s Accommodation in the Workplace/Return to Work Program, and when work related, the Workplace Safety and Insurance Act, 1997, and will be used to determine an employee’s functional abilities for return to work purposes.  Questions about this collection should be referred to the Administrator of Employee Relations, (519) 363-2014.
	

	
	Please fax completed form to the Human Resources Officer,
Bluewater District School Board at (519) 370-2944
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