{EMPLOYER LETTERHEAD}
Date

Via Hand Delivery or Certified Mail or Facsimile 

Injured Worker

Street Address

City, State and Zip Code

Re:
Bona Fide Offer of Employment



DWC No.
:
 



Claim No. 
:




Claimant:
:




Employer
:




D/Event
:  


Dear Injured Worker:
________ {Employer} would like to offer you a temporary, modified-duty job assignment at ________ {Employer} SEQ CHAPTER \h \r 1, _________{Street Address, City}, Texas {Zip Code} {location}. The schedule for this position is from __:00 a.m., to ___:00 p.m., Monday through Friday which is ______________{hours and days of week}, and the job pays $__.00 per hour {wages per hour}. The job duties meet the work restrictions sanctioned by ______ {doctor’s name}.  Enclosed please find a copy of the most recent Work Status Report {DWC form 73} from Dr. ______ {doctor’s name}.
Your job duties will be to {describe in detail} at the above ____ {name of City} address.  You will be walking for no more than __ hours per day.  {In the event of travel state: There will be some travel and transportation will be provided by Employer.}  You will be sitting for no more than __ hours per day.  {Describe the activities allowed by the doctor on the DWC form 73 as set out by the doctor e.g. You will be kneeling or squatting no more than 8 hours per day.  You will be bending or stooping no more than 8 hours.  You will be pushing or pulling no more than 8 hours per day.  You will be twisting for no more than 8 hours per day.  You will be climbing stairs and ladders for no more than 8 hours per day.  You will be reaching for no more than 8 hours per day.  You will be reaching overhead no more than 8 hours per day.}

{Describe the restrictions listed by the doctor on the DWC form 73 as set out by the doctor e.g. You will not be grasping and/or squeezing for more than 2 hours per day.  You will not be flexing or extending your wrists for more than 2 hours per day.  You will not be keyboarding for more than 2 hours per day.  You will not be lifting or carrying objects in excess of 5 lbs for more than 2 hours per day.}

{If the doctor prescribed any physical aids then state e.g. You will be permitted to wear your {e.g wrist splints} as required by Dr. 's Work Status Report dated ___, 2009.  Additionally, your duties will be monitored to assure that any tasks or activities are within the restrictions set out in the Work Status Report.


Your contact at ____________ {Employer} will be ______ {name of contact}whose telephone number is (   ) ______ {Contact’s telephone number}.  
While you are working in this modified-duty job assignment, ________ {Employer} will only assign tasks that are consistent with your physical abilities, knowledge, skills, and work restrictions as authorized by Dr. ____ {doctor name}. _________________ {Employer} will provide training, if necessary.

Please telephone me no later than {day of the week}, {month, day, year}, at (  ) _____ {signatory of letter’s telephone number}if you are willing to accept this offer of a temporary, modified-duty job assignment.


Please let me know if you have any questions regarding the above job offer.  Please sign below where indicated to acknowledge receipt of this letter.
Sincerely,

{Name of Letter Writer}
Enclosed:  DWC-73, Work Status Report from {doctor’s name}
cc:
{Plant Manager or Human Resources}{Via E-mail or Hand Delivery}
{Employer name and address

With enclosure}


{Injured Worker’s Attorney

{Via Facsimile or First Class Mail}
Firm Name

Street Address

City, State Zip Code 

 With enclosure}


{Adjustor name


{Via E-mail or Facsimile}
 SEQ CHAPTER \h \r 1Insurance company name or Third Party Administrator name

address
With enclosure}


RECEIVED:

_______________________________________



Injured Worker
Date:  _____________________
 SEQ CHAPTER \h \r 1This form is not intended as legal advice and is provided as a sample by Pringle & Gallagher, LLP

