MODIFIED DUTY/ACCOMMODATED DUTY STATEMENT
Date:__________________________                                                     


                                                              , you are to return to work on                                          at 

            
             Employee’s Name                                                                                                                             Return Date
modified duty/accommodated  duty.  This is to inform you that  there  is  a  Ninety (90) day  limit  on modified duty/accommodated duty, starting on the return date stated above.* 

Employee Modified Duty/Accommodated Duty Information

Begin Date: __________ Review Date (60 days): ___________ End Date (90 days):__________                   

Note:  Employees on accommodated duty please disregard items 1b and 2b.
1. Current Position Information: ___________________________________________________
a. Position Number & Title: _________________________________________________

b. Regular Pay (hourly/annually): ____________________________________________ c.  Job duties: ____________________________________________________________

________________________________________________________________________

________________________________________________________________________
________________________________________________________________________                                                                                                                                          

2.  Modified Duty/Accommodated Duty Position Information: ___________________________
a. Position Number and Title: _______________________________________________ b. Modified Pay (hourly/annually): ___________________________________________

c. Account #: ___________________________ Pay Dept. Code: ___________________ d. Job duties: ____________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________

_____________________________________________
 

Supervisor’s signature                                                                    Employee’s signature & date received

*  Policy Memorandum Number III-56                                                                       http://chancellor.mst.edu/documents/III56.pdf
The Missouri University of Science and Technology provides modified duty assignments to employees who have suffered injury/illness on the job. Such assignments will be customized for a period of up to ninety days to retain as many of the normal functions of a position as possible while allowing the employee to work within the restrictions as formally identified by the medical provider. Meaningful modified duty experience may require that some job duties and functions be performed outside routine responsibilities. Employees not on FMLA leave, who have been certified by a medical provider as capable of performing available modified duty but elect not to participate will be subject to termination. 
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