








I. PURPOSE
The purpose of this FSSP is to outline Facilities Services (FS) procedures if a FS employee requests modified job duties to return to work following a non-work related injury or illness.

II. GENERAL
This FSSP is specific to non-work related injuries and illnesses.  For the purpose of this FSSP, a non-work related injury or illness is defined as an employee’s injury, illness, medical condition, etc. that is not work related (i.e. not covered by Workers’ Compensation Act).  It is imperative that supervisors be consistent in accommodating employees.  

This FSSP does not address work related injuries. A work related injury is defined as an employee’s injury on the job as a result of a compensable accident and loss of time from work due to the injury.  Worker’s Compensation benefits are available to any full-time, part-time, or temporary employee who suffers an accidental injury or contracts an occupational disease within the meaning of the North Carolina Workers’ Compensation Act. The Worker’s Compensation Program for ECU is administered by the Office of Environmental Health and Safety.  For more information about the University’s Worker Compensation Program contact the Workers’ Compensation Manager in the Office of Environmental Health and Safety or refer to the following web sites:

· Office of Environmental Health and Safety web page at http://www.ecu.edu/oehs/ .

· Workers’ Compensation Leave on the web at 

http://www.ecu.edu/business_manual/Human_Resources_Policy13.htm#pol13l in Policy Statement 13l: Leave Benefits – Workers’ Compensation in the Human Resources section of the Business Manual.  

· Workers’ Compensation Benefits on the web at

http://www.ecu.edu/business_manual/E_H_&_S_Policy11.htm#pol11 in Policy Statement 11: Workers’ Compensation Benefits in the Environmental Health & Safety section of the Business Manual.

III. PROCEDURES
A. When an employee is unable to perform normal job duties as a result of a non-work related injury or illness.
A FS employee shall immediately advise their respective supervisor by providing acceptable documentation including specific description of limitations signed by a qualified physician when he/she is unable to perform his/her normal job duties as a result of a non-work related injury or illness.  

It is the FS employee's responsibility to keep his/her supervisor informed about his/her medical status, changes in condition, and intention to return to work.   The employee shall contact his/her supervisor at reasonable intervals (as agreed upon with supervisor i.e. weekly or monthly) to inform the supervisor about employee’s medical status, changes in condition, and intention to return to work.  In addition, the employee shall report to his/her supervisor within a week following a required physician visit or change in medical condition.  The employee’s supervisor shall notify the Manager/Assistant Director of the employee’s progress.   In turn, the Manager/Assistant Director shall notify the Director.  

A FS employee is responsible for following the University’s leave policies regarding leave benefits such as vacation and sick including application of the Family and Medical Leave Act (FMLA).  

B. Employee returns to work following non-work related injury or illness and does NOT request modified job duties.

1. Employee contacts supervisor prior to reporting to work

A FS employee returning to work following a non-work related injury or illness but NOT requesting modified job duties should contact their supervisor prior to reporting to work.  The supervisor shall notify Manager/Assistant Director that the employee has advised that he/she will be returning to work following a non-work related injury or illness and discuss need for acceptable documentation verifying no limitations with the Manager/Assistant Director and Human Resources – Employee Relations.  With approval of Manager/Assistant Director, the supervisor may request that the employee submit acceptable documentation indicating that the employee is able to return to work with no limitations signed by a qualified physician to their supervisor before employee returns to work.  The attached Report of Medical Evaluation (Attachment 1) is recommended.  If the documentation signed by a qualified physician is not acceptable, the supervisor may request the physician complete a Report of Medical Evaluation before employee returns to work.

2. Employee does not contact supervisor prior to reporting to work but Supervisor has firsthand knowledge of the employee’s non-work related injury or illness

When a FS employee returns to work following a non-work related injury or illness without previously contacting a supervisor and does not request modified job, a supervisor may still request acceptable documentation indicating that the employee is able to return to work with no limitations signed by a qualified physician if the supervisor has firsthand knowledge that the employee has experienced a non-work related injury or illness that may impede his/her job performance.  Firsthand knowledge means that the supervisor learned of the employee’s non-work related injury or illness directly from the employee or an immediate family member.  The supervisor shall notify Manager/Assistant Director that the employee has returned to work following a non-work related injury or illness and discuss need for acceptable documentation verifying no limitations with the Manager/Assistant Director and Human Resources – Employee Relations.  With approval of Manager/Assistant Director and assistance of Employee Relations, the supervisor may request that the employee submit acceptable documentation indicating that the employee is able to return to work with no limitations signed by a qualified physician before employee begins work.  The attached Report of Medical Evaluation (Attachment 1) is recommended.  If the documentation signed by a qualified physician is not acceptable, the supervisor may request the physician complete a Report of Medical Evaluation before employee begins work.  Employee Relations shall assist supervisor with requesting and obtaining acceptable documentation and sending employee home if employee is unable to provide acceptable documentation.      

Obviously, it is preferred that an employee contacts his/her supervisor before returning to work to avoid delay in beginning work.

3. Employee does not contact supervisor prior to reporting to work and supervisor has secondhand knowledge of the employee’s non-work related injury or illness
When a FS employee returns to work following a non-work related injury or illness without previously contacting a supervisor and does not request modified job, a supervisor may not request acceptable documentation indicating that the employee is able to return to work with no limitations signed by a qualified physician if the supervisor has only secondhand knowledge that the employee has experienced a non-work related injury or illness that may impede his/her job performance.  Secondhand knowledge means that the supervisor learned of the employee’s non-work related injury or illness from sources other than directly from the employee or an immediate family member.  

The supervisor shall notify and discuss the secondhand information with the Manager/Assistant Director.    As appropriate, the supervisor with approval of Manager/Assistant Director may contact Employee Relations and discuss need for acceptable documentation verifying no limitations.  Employee Relations may consult with employee regarding the secondhand information.  Based on this consultation, Employee Relations may request that the employee submit acceptable documentation indicating that the employee is able to return to work with no limitations signed by a qualified physician before employee begins or continues work.  Employee Relations shall assist supervisor with requesting and obtaining acceptable documentation and sending employee home if employee is unable to provide acceptable documentation.

C. Employee returns to work following non-work related injury or illness and requests modified job duties.

A FS employee requesting modified job duties to return to work following a non-work related injury or illness shall contact their supervisor prior to reporting to work.  The employee shall submit acceptable documentation including specific description of limitations signed by a qualified physician to their supervisor.  The attached Report of Medical Evaluation (Attachment 1) is recommended.  If the documentation signed by a qualified physician is not acceptable, the supervisor may request the physician complete a Report of Medical Evaluation.  The Report of Medical Evaluation (Attachment 1) requires a qualified physician to specify when the employee may return to work with described modifications.  

Before the employee returns to work, the supervisor and Manager/Assistant Director shall review the employee’s request, acceptable documentation signed by physician, and FS job duties available to reasonably accommodate the request and make a recommendation to the Director or designee for approval.  The Director or designee may consult with the Office of Environmental Health and Safety and Human Resources - Employee Relations.  The Senior Associate Vice Chancellor for Campus Operations or designee may review Directors’ decisions or require the Directors to meet periodically to review decisions to insure consistency in accommodating employees.  FS shall respond, in writing, to the employee’s request within three workdays of the employee’s request for modified job duties to return to work and submission of acceptable documentation including specific description of limitations signed by a qualified physician.  The employee’s supervisor shall notify the employee that FS has completed review of the employee’s request, etc. and coordinate pick-up of the written response by the employee.  Employee Relations shall assist supervisor with requesting and obtaining acceptable documentation, review of the employee’s request and FS job duties available to reasonably accommodate the request, and sending employee home if employee is unable to provide acceptable documentation or FS is not able to reasonably accommodate the request. 

D. Notification Process:  

The supervisor should contact the employee to coordinate pick-up of the written response.  The supervisor should note the date, time, and means of notification i.e. who did he/she speak to, etc.   If the employee is unable to pick up the written response, the supervisor may read the written response to the employee over the phone. If the supervisor reads the written response to the employee over the phone, the supervisor should note the date and time and mail the written response to the employee by certified mail with a return receipt request.  

The written response may include the following:

· a request for a second medical opinion at no expense to the employee

See the section below.  

· a temporary job assignment

The response shall indicate the duration of the temporary job assignment.  In general, this assignment shall not exceed 30 days. The Director shall determine if the temporary job assignment requires a written transitional duty plan.  See the section below.  The response shall indicate that the employee is expected to return to performing regular job duties at the end of the temporary job assignment.  The response may require the employee obtain a medical release from the employee’s physician to return to performing regular job duties.   The attached Employee Authorization for the Release of Medical Information Report of Medical Evaluation (Attachment 2) is recommended.   The supervisor shall advise administrative support as appropriate.

· a denial of the employee’s request because FS is unable to reasonably accommodate the employee’s request for modified duty

The supervisor shall advise administrative support as appropriate.

E. Second Medical Opinion

To insure the employee’s well being while performing modified job duties, the written response may include a request for a second medical opinion at no expense to the employee.  FS may request a second medical opinion to determine fitness for duty at no expense to the employee.  The Director may authorize a medical examination of the employee by the ECU Prospective Health Physician or other approved care provider approved by the Office of Environmental Health and Safety. The Director shall request the employee authorize the release of medical information pertinent to the non-work related injury or illness for review by the ECU Prospective Health Physician or other approved care provider using the attached Employee Authorization for the Release of Medical Information Report of Medical Evaluation (Attachment 2). The Director or designee shall coordinate the scheduling of the examination directly with the approved physician.  FS shall cover the expense associated with the medical examination authorized by the Director.  The employee shall not be responsible for any expense associated with the medical examination.   The employee shall be responsible for transportation to and from the medical examination.  The employee should arrive at the appointment 10-15 minutes prior to the scheduled appointment time.   If the physician’s Report of Medical Evaluation is available following the appointment, the employee shall immediately deliver the Evaluation to the supervisor. The employee shall be compensated for time involved in the medical examination including delivery of the Evaluation to the supervisor as work time. The supervisor shall advise administrative support as appropriate.  FS will advise the employee in writing if FS is able to reasonably accommodate the employee’s request for modified duty upon review of the second medical opinion.   The employee’s supervisor shall notify the employee that FS has completed review of the second medical opinion, etc. and coordinate pick-up of the written response by the employee following the Notification Process outlined above.   

Refusal of the employee to allow the physician chosen by employer including ECU Prospective Health Physician or other approved care provider to determine fitness for duty and ensure the appropriateness of the temporary assignment may be grounds for denying temporary placement.

F. Temporary Job Assignment    

If a FS employee is unable to perform the essential functions of his/her present job, FS shall strive to reasonably accommodate the employee’s request for modified job duties.  FS is not required to fundamentally alter or change the employee’s present job to accommodate the employee’s request for modified job duties.  The Director shall determine if the temporary job assignment requires a written transitional duty plan.  To reasonably accommodate the employee, FS may temporarily reassign the employee to another shop, shift, position, etc. with a lower salary grade. However, a temporary job assignment with a lower salary grade will not result in a reduction in salary.  In general, a temporary job assignment shall not exceed 30 days.  

FS shall consider the severity of the employee’s injury or illness, the on-going safety and well being of the employee, and the departmental impact of the temporary assignment.  If FS is unable to reasonably accommodate the employee’s request for modified duty, then the employee’s request will be denied and the employee must remain on appropriate leave until he/she can provide medical documentation that supports his/her return to work without limitations.

G. Employee is unable to return to regular duty at the end of temporary assignment

If the FS employee is not able to return to performing regular job duties at the end of the temporary job assignment, the employee shall contact his/her supervisor and the outlined process may be repeated.  

H. Supervisor’s responsibility to keep administrative staff up to date on process with regard to employee’s status

It is imperative that supervisor communicates with administrative staff regarding the employee’s status.  

I. Transitional Duty Plan

Transitional duty is defined as work activity performed by an employee who has had a non-work related injury or illness which has resulted in that employee’s inability to perform some or all of their normal job activities.  The results of an effective transitional duty program will maximize potential for worker recovery and organization cost savings.  Communicating with the injured employee on a regular basis and bringing them back into the workforce as soon as possible following the injury will minimize the employee’s insecurities as a result of the injury, enhance the employee’s sense of confidence and promote a cooperative relationship between employees and management.  Transitional duty is directed at bringing the injured employee back to work in a capacity that will be beneficial to the employee as well as the employer.  Transitional Duty has the following requirements:

1.  In each non-work related injury or illness case, FS shall identify a Transitional Duty Team that will consist of the injured employee, the employee’s supervisor, the Manager/Assistant Director, Director, and the medical provider.  The Transitional Duty Team is responsible for preparing a transitional duty plan and monitoring the injured employee’s progress toward returning to full duty without restrictions.  The team should review the restrictions placed on the employee by the physician to identify the parameters under which an employee may return to work.  If difficulties are encountered in the return to work efforts, FS may contact the Office of Environmental Health and Safety and Human Resources for assistance.  

2.  From the onset, the transitional duty plan must specify a starting and ending time that is monitored and modified on a regular basis by the Transitional Duty Team.  In general, the time frame shall not exceed 30 days, although the length may be vary on a case-by-case basis.  The employee should be continually monitored for improvement in abilities to function in their normal position until such time as the employee is able to return to work without restrictions.  Transitional duty is a temporary and dynamic situation, and not designed to create a static job assignment of an undetermined length.  General principles of Transitional Duty are:

· Keep the employee in their own department, if possible, to help maintain connection

· Keep the employee working in some capacity with fellow workers

· Get input from both the employee and the supervisor

· Don’t be afraid to be creative with transitional duties

· Integrate work activities with medical treatment or physical therapy 

3.  The duties assigned should be tailored to the abilities of the employee and also to maximize recovery.  The duties should be flexible within the parameters, depending on the employees’ medical progress and the organizational needs of the agency.   

4.  Job assignments should be consistent with normal job assignments and should be in line with normal workflow.  The supervisor should provide close oversight of the   progress of the employee.  The Transitional Duty should strike a balance between the worker’s limitations and promoting endurance and recovery while performing either their essential job activities or transitional work that is useful and productive for the organization. 

5.  A Transitional Duty Plan (Attachment 3) should be developed by the Transitional Duty Team for the injured employee with clearly spelled out responsibilities and expectations.  

Attachment 1 to FSSP 21-0022

Report of Medical Evaluation 

eMPLOYEE Name: ____________________________________________ DOB: __________________ 

SS# ___________________________ date of Injury or Illness: _________________________ 

Employer:  ECU-Facilities Services Department: __________________________ 

Job Title: _________________________________ 
Phone: ___________________ 

Supervisor: ______________________________ 
Phone: ___________________

Based upon my evaluation of this employee:

· 1.  No medical contraindication to performing this job without accommodation.

· 2.  The above named employee may return to work on _____________ with NO work restrictions.

· 3.  May perform job on (date) _______________ with the following accommodations:

1. No lifting, pushing, pulling over ____________ lbs.

2. No frequent bending, twisting. 

3. Minimal use of _________ arm, _________ leg, specify: ________________________________

4. Other: _______________________________________________________________________

5. Expected duration: _____________________________________________________________

· 4.  Medical hold: Waiting for additional data.  Re-evaluate on ______/____/____ at ____ am pm

· 5.  Further testing is required to fully evaluate ability or risk.

Return visit: ___________ Refer for Consultation/Transfer Care: ___________ Schedule PT: __________

COMMENTS: _________________________________________________________________________

____________________________________________________________________________________

DIAGNOSIS:  _________________________________________________________________________

Name of Doctor: ______________________________________________________________________

Address: _____________________________________________________________________________

Phone: ___________________ 



Fax: ____________________

DATE OF EXAM:________________ Signature: _________________________________________, MD
The information on this form, including restrictions, has been explained to me.  I have had an opportunity to ask questions and understand the restrictions provided.

______________________________________________Employee
ECU Supervisor & Manager/Assistant Director: Contact Doctor for clarification of restrictions. 

Upon review of the employee’s request, this Evaluation, and Facilities Services job duties available to reasonably accommodate the request, I recommend that Facilities Services can _____ cannot ______ accommodate the restrictions as written.  

Signatures:  _______________________________________________________, Supervisor

____________________________________, Manager / Assistant Director
   DATE _______________________________   

Attachment 2 to FSSP 21-0022

Employee Authorization for the Release of Medical Information

I, ___________________________, do hereby authorize any physician, dentist, chiropractor, therapist, clinic, hospital or other health care provider or administrative staff, to release to East Carolina University Prospective Health Physician or other approved care provider, all medical records related to my examination, evaluation, and/or treatment by such health care provider beginning ________________, including but not limited to, the following:__________________________________________________________________ 

                                      Description and Date of Injury or Illness.
1. All progress reports and summaries;

2. All clinical records;

3. Results of all laboratory tests, including x-rays;

4. Records of all prescribed medications and treatments;

5. All correspondence between my doctors or their administrative staffs or the administrative staffs of all hospitals, clinics, or other medical treatment centers where I am, or have been, a patient or from whom I received medical care;

6. All correspondence either by facsimile, electronic mail or hard copy between my doctors or their administrative staffs, or the administrative staffs of all hospitals, clinics, or other medical treatment centers where I am, or have been, a patient or from whom I have received medical care, and any insurance companies or their representatives concerning any claims made on my behalf for medical treatment or for benefits of any nature including, but not limited to, disability benefits, social security benefits, and Veteran’s Administrative benefits;

7. All correspondence of whatsoever nature concerning any non-work related injury or illness claims filed on my behalf;

8. All statements rendered for medical services and supplies;

9. All notes, correspondence, or other records of any nature made by my physicians, nurses, or any other persons concerning me, my condition, or my treatment.

A photocopy of the signed original of this “Authorization For Release of Medical Information” shall have the same force and effect as the original and shall be sufficient for the same purposes.

________________________                   __________________

Signature

                           
 
Date 

________________________                   __________________

Witness


                       

Date



Attachment 3 to FSSP 21-0022

Transitional Duty Plan

Employee Name _______________________________
  Department _________________________

Official Employee Position Title __________________
  Supervisor’s Name ___________________

Date of Injury _________________________________

Transitional Duty Team Members: _____________________________________________________

__________________________________________________________________________________

Injury and Restrictions _______________________________________________________________

Transitional Duty Position Title ________________________________________________________

Transitional Duty Position Requirements ________________________________________________

__________________________________________________________________________________

Name of Transitional Duty Supervisor __________________________________________________

Date of Expected Completion for Transitional Duty ________________________________________

Updates to Transitional Duty Plan (Transitional Duty Team must initial and date):

I acknowledge that I have read FSSP XX-XXXX, Return to work following non-work related injury or illness, and transitional duty plan.  I agree to work with the Transitional Duty Team to return to full duty as soon as it is possible to safely do so.
Employee Signature/Date _____________________________________________________________

We have reviewed the transitional duty plan and believe it will assist the employee in returning to full duty within the stated period.  We will continue to monitor the employee’s progress and modify the plan as needed. 
Director’s Signature/Date _____________________________________________________________

Manager/Assistant Director’s Signature/Date _____________________________________________

Supervisor’s Signature/Date ___________________________________________________________

Transitional Duty Supervisor’s Signature/Date ____________________________________________

Medical Provider Signature/Date _______________________________________________________

Date of Completion of Transitional Duty  ________________________________________________

Final Outcome: 
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