Date

Mr. John Doe

PO Box 99999

Sample, VT 999999

Dear               :

This document is intended to be a joint agreement between you and the workplace Supervisor [Name], or someone serving as Acting Supervisor.  The agreement is intended to provide an appropriate work environment for you during your recovery from a work related injury/illness. The job modifications and workplace accommodations utilize the Vermont State Position Description as the basis for a return to full, unrestricted duties.  This agreement was intended to start on [Date], and will be applied for not more then 90 days, but may be adjusted for a longer period of time if necessary for additional recovery and upon agreement of all parties.  Your inability to perform the essential functions of the regular full duty job due to a work related injury/illness shall not be considered in your performance evaluation while working under this agreement.

Job Activity Modifications:
You are currently assigned to the [Agency or Department & Division], in the job position of   [Job Title]                              .  Due to medical limitations associated with your current work related injury you are not able to perform all the Essential Job Functions of your position at this time.

The [Agency or Department & Division] is willing to accommodate you during your recovery by providing this modified duty as follows:

List modified duties being assigned:

Before this Modified Duty assignment is over you will need to supply a medical note from your physician releasing you to full duty with no restrictions.
This is not disciplinary action and should not be construed as such; however, your failure to follow the instructions in this agreement could lead to disciplinary action.
Signatures of Acknowledgement
I have read, understand, and accept this modified assignment.  If I have any questions I will notify my supervisor immediately. I also understand that I will need to submit a release from my physician stating that I may return to full duty without restrictions or limitations.
Employee Signature







Date

I understand and will support [employee name] modified duty assignment and will monitor his/her progress. I also understand that before the he can return to full duty, [employee name] must submit a release from his Physician.

                            , Supervisor







Date

Cc:
Personnel Administrator

Signed copy to employee
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