Date
Injured Employee Name
Address
City, State Zip
Dear Injured Employee,
We are pleased to offer you temporary transitional work while you are recovering from your industrial injury.  It is our goal that this temporary assignment will aid in your recovery and in your transition back into full work activities.


Your physician has released you to perform the work activities as outlined in the attached medical status form. This form has been reviewed with your supervisor to ensure that you are only tasked with duties that have been approved by your physician.  Working outside of these restrictions places you at risk of further injury, and is not acceptable. Disciplinary action will follow if you are found to be working outside of your restrictions. 
Any difficulty in performing the tasks you are assigned must be reported to your supervisor immediately. We will review the appropriateness and availability of continued temporary transitional work opportunities with you every week, and after each medical appointment.
Your wage for this temporary transitional position will be __, with __ hours of work available per week. If reduced working hours are prescribed by your medical provider, you may be entitled to additional compensation through Montana State Fund workers compensation insurance.  
Please indicate your acceptance or rejection of this job offer and sign below.  If you choose not to accept this temporary assignment as approved by your physician, you may not be entitled to further Time Loss benefits from Montana State Fund. Rejection of this temporary transitional position will be considered your voluntary resignation from the Organization Name.  

Our business needs require that you communicate your decision to us by end of business day on Date.  We look forward to your return to work at Time on Date when you check in with Contact Person.  Please contact me at Phone Number if you have any questions or to discuss this further.

Sincerely,




_____
Yes, I accept this offer

Contact Person



_____ No, I do not accept this offer
Organization Name








________________________

___________________________/________
Employer Signature



Worker Signature
     

Date
CC:  Claims Examiner - Montana State Fund 

Enc:  Copy of  Medical Status Form
