
	Work trial
Workplace Assessment & Suitable Duties Plan

	Name
	     

	Date of referral
	     

	Date of injury
	     

	Referred by
	     

	Nature of injury
	     

	Medical clearance to return to work
	     

	Stated medical restrictions
List restrictions stated in medical information/certificate:
	     


	Workplace assessment
	Date:
     

	
	Location: 
     

	
	Names of those present:
     


	Job role details

	Proposed role
	     

	Description of position
List job tasks & responsibilities
	     

	Employer
	     

	Company name and location
	     

	Nature of the business
	     

	Physical work environment
	     

	Team structure and supervision arrangements 
	     


	Goal of placement:

	     


	Hours/Days of work: Phase 1 (   /   /    –    /   /    )

(dd/mm/yy – dd/mm/yy)

	
	Start-finish time
	Total hours

	Monday 
	     
	     

	Tuesday 
	     
	     

	Wednesday 
	     
	     


	Thursday 
	     
	     

	Friday 
	     
	     

	Saturday
	     
	     

	Sunday
	     
	     

	
	
	


	Suitable duties – Phase 1

	
	Duties
	Supports/considerations/ restrictions

	01.
	     

	02.
	     

	03.
	     

	04.
	     

	05.
	     

	
	

	Hours/Days of work: Phase 2  (   /   /    –    /   /    ) 
(dd/mm/yy – dd/mm/yy)
	

	
	Start-finish time
	Total hours

	Monday 
	     
	     

	Tuesday 
	     
	     

	Wednesday 
	     
	     

	Thursday 
	     
	     

	Friday 
	     
	     

	Saturday
	     
	     

	Sunday
	     
	     



	Suitable duties – Phase 2

	
	Duties
	Supports/considerations/ restrictions

	01.
	     

	02.
	     

	03.
	     

	04.
	     

	05.
	     


	Monitoring arrangements: 
	
	
	

	Week
	Agreed monitoring activity

Include: On-job support activities, phone/email monitoring, client meetings (on and off site) and how many hours of support
	Date
	People responsible
Who is providing the support for each activity?

	Week 1
	     
	     
	     

	Week 2
	     
	     
	     

	Week 3
	     
	     
	     

	Week 4
	     
	     
	     

	Week 5
	     
	     
	     

	Week 6
	     
	     
	     

	Week 7
	     
	     
	     

	Week 8
	     
	     
	     

	Week 9
	     
	     
	     

	Week 10
	     
	     
	     

	Week 11
	     
	     
	     

	Week 12
	     
	     
	     


	Supervisor details

	Name
	     

	Contact details
	Email:
     

	
	Phone:
     

	
	Mobile:
     


	Rehabilitation provider details

	Name
	     

	Contact details
	Email:
     

	
	Phone:
     

	
	Mobile:
     


	The following parties have agreed to the Suitable Duties Plan and the Return to Work Goal as indicated by the signatures below

	Title
	Name
	Signature
	
	Date

	Client

	     
	
	
	     

	Host Employer

	     
	
	
	     

	Rehabilitation provider
	     
	
	
	     

	
	
	
	
	

	It is the responsibility of all parties listed above to advise the rehabilitation provider of any concerns regarding the Suitable Duties Plan as soon as any issues are identified.


	

	CC:
	

	Client:
     

	Employer:
     

	Case manager:
     

	Insurer:
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