(Company Name / Logo)
Modified Work Plan Form

	Employee’s Name: 

	Accommodation Period:____________ to _______________
	Review Date:
_______________


	Scheduled Workdays
	Specific Duties to be Performed

	
	

	Hours of Work
	· 

	
	· 

	Treatment Appointments

	

	Additional Equipment to be Provided

	

	Any Additional Accommodations Required

	

	Activities to be Avoided

	


_______________________________


______________________________

Employee’s Signature
        
 Date 


   
Supervisor/Manager Signature
     Date
