DWC-AD 10003 NOTICE OF OFFER OF REGULAR WORK

For injuries occurring on or after 1/1/04


THIS SECTION TO BE COMPLETED BY EMPLOYER OR CLAIMS ADMINISTRATOR:

Claims Administrator:
Claim Number:



(Name of Insurer/Claims Administrator )

The Primary Treating Physician, QME or AME: 



(Name of Physician)


 has released you to return to your usual and customary occupation or job held at the time of injury.


(Date of Report)

Date you are eligible to return to job:  
  (as stated in the above Physician’s report)

Employer
is offering your usual and customary occupation or job


(Name of Firm) 

held at time of injury
.

(Name of Job)

You may contact 
 concerning your return.  Phone No.:



(Name of Contact Person)

Date job starts:  
.

Wages and compensation of $
per week remains the same as to what was paid to you at the time of injury.

THIS SECTION TO BE COMPLETED BY EMPLOYEE:

Name of employee:  _________________________    Date offer received:  

__
I accept this offer of regular work. (You must report to work on the date the job starts or the date you and your employer agree to.)
__
I reject this offer of Regular work.  I understand that I am not entitled to the Supplemental Job Displacement Benefit.




Date:  




Signature 

I feel I cannot accept this offer because:

NOTICE TO THE PARTIES

If a dispute regarding this offer of return to regular work occurs, either party may request the Administrative Director or designee to resolve the dispute by filing a Request for Dispute Resolution (Form DWC-AD 10133.55) with the Administrative Director.

MANDATORY FORMAT


STATE OF CALIFORNIA


Proposed March 3, 2005

