
Return to Work (RTW) Plan 
(CONFIDENTIAL ONCE COMPLETED) 

Employee’s Name:_________________________​ ​Manager / Supervisor: _____________________   

Job Title: ________________________________  Department: ______________________________ 

RTW Plan Start Date:______________________​ Expected Plan End Date:___________________ 

End goal of the RTW Process (ie, original job, original job with modifications, alternate job, etc): 

Define Limitations (cognitive, episodic, physical, equipment, environmental, etc): 

Define Accommodations: 

RTW suggested weekly rollout 

Week Hours Limitations Accommodations 

This document is a general plan and is subject to changes that might be introduced during the monitoring 
stage of the process.   

Check-ins will occur every:___________________  Plan will be reviewed:____________________ 

 _________________________​ ________________________​ _________________ 

Employee’s Signature​​ Manager’s Signature​ ​  Date 

For further support, please contact the Epilepsy Toronto Employment Services at info@epilepsytoronto.org. 

mailto:info@epilepsytoronto.org
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