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DALLAS COUNTY <«— | epartment etter

January 1, 2017 «—  Date letter is being written

Jane Doe Employee Name

1201 Elm Street < | P y&

Dallas, Texas 75270 Address

RE: Bona Fide Job Offer - Workers” Compensation

Doctor name Facility name
45 day Employee Name Data from report (Box 5) (Box 6)

light duty Dear Ms. Doe,
expiration Department Name \l/ [/

date, this | Dallas County IS Teceipt o a report dated January 1, 2017|from[John Doe, Md/ of Concentralrelating to your
date is 45 current mediczl/c:)ﬂndition and your ability to work. A copy of that report is enclosed with this letter. Dallas County
calendar _js\heriff’s Department\has used guidelines provided by the physician to identify an appropriate light duty position for
d_ays_ you.‘!‘hﬁassjg%ant may last up to a maximum of 45 days (or less, if you are released by your doctor) and will not
beginning | pe extended beyond \February 14, 2017/ If applicable, Family Medical Leave (FMLA) may be requested after this
onthedate | date. You were contacted agJanuary 1, 2017 and verbally accepted our offer of light duty. Dallas County hereby
employee | extends to you a bonafidé cffer of employme ule 17 Job duties

starts light Supervisor name P Job assignment
duty. This-aSsignment reports to Mr. Doe in\Human Resources—Front Desk.|—\70ur task will include \answering phones.\z

You will be expected to return to work on| January 1, 2017. Your work schedule will be as follows: Monday thru

Date |Friday, 8:00 a.m. to 4:30 p.m. \Your wages will be the same w Date employee is notified to =

employee return to work. Schedule
was We acknowled| Schedule jjpe working under restrictions and want to emphasize the importance of working

notified of | safety. Your restrictions are as followed:| no climbing stairs or ladders. |Therefore, it is important that you take

light duty responsibility for working within your restrictions.

assignment ‘\ Use boxes 14 thru 20 for restrictions.

This offer will be considered accepted by signing and dating your name below and returning this to the undersigned.
If Dallas County does not receive this letter back from you within seven (7) days of the above date, Dallas County
will assume you have rejected this offer.

Respectfully,

Supervisor name and signature

Workers’ Compensation Specialist/Safety Officer

[ I accept the light duty position offer to me and agree to fully comply with my doctor’s restrictions.

O I refuse the light duty position offered to me

Signature Date

Equal Opportunity Employer
Renaissance Tower Dallas, Texas 214.653.7638
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_ TEXASWORKERS COMPENSATION WORK STATUS REPORT

cior's Name and Des {Of BIramis3On purposes anly) ent
PART I: GENERAL INFORMATION jonn Fjoej l\/ld f fﬁl’f

1 - [ N o Cijie(F aciiy Name 9 Empiyery Name
(e 10y P Dallas Count
2 & of Ly ‘}3 Seetu Setuty NusDer (88t |7 S aciltyDockr Fione & Fix 1 Empiers Fax l o 5*1,\! Aih¥ 0% fq’,“i W)
Til2on b 20132 A5 iy
4 Empicyee’s Descnphon of jpunsasckient 8 CamcFacalyiDir Adaress (el adress) 71 IrSigan: & L.,‘rme-l

122 E\M St orle & Sk- SUN IS
F&Ll Cty Shile ] i 12 Cariw 5 Fie® Of EMal AJe55 [F kicwr

PART ll: WORK STATUS INFORMATION Fuity COMPLE TE ONE INCL UDING E* ) DATES AND DES ¥ 13ic) AS AFFLICABLE
The inured employes’s medical condticn 1BSUlting rom e Workers com pensation njury

[_Lia) wil siiow the empisyee (o return 1o work a5 of e (date} withoul restrictions

|A].0) wil sllow the empioyee (o return 10 work 33 of l / [ZGI I (date} with the restrictions identifled in PART Il which ars expectsd to iast
through
€] has preveiied 3 1 prevens the employee from reburning 1o work 35 of [3d2) ang 15 & pecied 0 (oninue through el
he followng desaribes now is inury prévents the employse from re lurning lo work:

D AR A NESTR 0
14. POSTURE RESTRICTIONS (if any): 17. MOTION RESTRICTIONS (ifany): __| 19. MISC. RESTRICTIONS (if any): _
MaxHowsperday 0 24 6 8 Other Max Houms per day 0 24 & B[ Other D"H‘ hours per day of work __
Standing Oo0o0o0 o Walking ocooo O sivstetchbrasks of per
5ming OO0 Slasfaaders ml'_'m N D Mustwear spinticast atwork
Kneelng/Squattng OOCICIC] GospngSarerng OO | | [ Mustuse cuteres ataltmes
Benangswoping  OO00O0O [T ——— mm Ous driving/opersting he 3w equipment
PUSI’!WPLIIW B rrTm Reaching 00000 D Can only drive automatiz ransmission
Twisting oo overmeagReacnng CO00O mEE T

2 heights oron scafoldng
Oither 0oooa Reybnaring Ooooa st ieep pevated [ Frean s oy
15. RESTRICTIGNS SPECIFIC TO (if applicable): | ope o skn contactwin
[ Len Hanawrist OJ LentLeg 16. LIFT/CARRY RESTRICTIONS (if any): []omssing changes pecessary ot wark
D Rigtianyns D igntLeg May not if¥cany obiects more than E [j‘l G rUnning

Rl Amn Left Footinide _ |20, MEDICATION RESTRICTIONS (if any):
Ng‘: B Right FootiAnide [JMay not pertarm any ing/camying st e prescription mese sHon(s)
[Jaavised to take overths-courter meds

E Left Am Back o mote than ()

Ommer. Cither
16, OTHER RES THICTIONS (f any): O meaication may make drowsy (possibie
safely dnving 15505

* These reshicSom are based on [he dodors bes indsrsianding of e empiayee’s essenial b funclions. ¥ & paraular resiicion does ot apply. § S10UG be Giregarded. § modsied Uy Il
meals Mage restridtinns ks not alabie, the pabant shoud be considared i be ofifweark. Wote - iesa reshictions shoadd be Bilbwed oulsids of work a8 wel a3 2l work

PART IV: TREATMENT FOLLOW-UP APPOINTMENT INFORMATION
21. Work Injury Diagnosis 22, Expocled Follow-up Services Include:

information: [CJevaluation by the treating doctor on (date) at : am/pm
Oreterral to/Consust with on (date) at : am/pmm
Ormysicat meakine X per week for waeks staring on (date) &t : an/pm
Cspecial studies sty on (date}at ampm
[None_ Tris is e Iast scheduled visit for s problem_ At Bys Bme. no further medical care |s anbcpated.
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