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	Employee Name:      
	Injury:      

	Phone:      
	Date of Injury:      

	Business/Location:      
	Currently at work?                Yes |_|     No|_|

	Section/Department:      
	Proposed RTWP in place?  Yes |_|     No|_|

	Line Manager:      
	If no, estimated RTW date:      

	Contact details:      
	

	Pre-Injury Position:      
	Pre-Injury hours/days of work:      

	Medical Restrictions:

	     

	

	

	Current Treatment:

	     

	

	

	Current Return to Work Plan (must be attached if applicable):

	     

	

	

	Barriers to RTW:

	     

	

	

	



	Injury Management Goals and Objectives                                                                        BY WHEN?

	
     
	
     

	Agreed Injury Management Actions/Treatment and Services  BY WHOM?                             BY WHEN?

	
     

	
     
	 
     

	
	
	

	
	
	

	Signatures / approvals

	Role
	 Name
	 Signature
	 Date

	IMC
	      
	
	      

	Manager / Supervisor
	      
	
	      

	Worker
	      
	
	      

	Rehabilitation provider 
(if applicable)
	      
	
	      

	Commencement Date:                                 
	     
	Review Date:
	     

	Copy to; 
 
|_| Worker             |_| Manager/Supervisor            |_| Treating Practitioner             |_| Insurer/Agent
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