WIRM® REHABILITATION & RETURN TO WORK PLAN
531Z Email & : WIRM@marsh.com
*DOCTOR TO COMPLETE *

The Employer/Main Contractor g ¥ / #273&¥ 7 :

The Injured {53 : DOI E4\BH: Diagnosis E2
[ Fit for normal duties /% & &R B 1E % T e GLEH o
O Fit for modified duties from ¥ & &R B4 ¥ T £ GLEH to £

3 Any other treatment/ 13758525 %: ] Yes & [ No 7 &EatH
(Tick relevant information and cross out the N/A items for the ones with **) / Z F51/'\" & B B &L > FI G T2 B 1) IE )

The following Restrictions Apply / FR&i:

] No lifting over kilos/ /N REHE B I AT

0 No work above shoulder height/ 7~ fig $ 588 18 5 41

I **No left / right handed work continuously for min/ BERIEAE LA F AR HIE i

I **No pushing / pulling over___ kgs continuously for___ min/ &g/ ghEiEE_ ATIE@EE 8
1 No repetitive use of continuously for__ min/ A~GE 5 75 i F e I iy

] **No bending / twisting / squatting continuously for__ min/ 8 0 il 45 85 / F il 5 / B R il rds

1 **No prolonged standing / walking/sitting for over __ hrs/ i 40k £ 1%/ AAEIE  /NEE

0 No climbing of flight of stairs/ & % _E7% &

] **No driving / operating machinery/ & 55 B / 454 AT T Bk
[0 Keep wound clean and dry/ {35 113z 3875 18 S gk i K

] Restricted hours per day/ PR il &5 K TAE /Ny
[ Rest mins for working hrs/ NS TAEAR Gan
Others / FHAth :

[ Does NOT need further review/ A~ FH & L] Next review on/ X7 H 1

Please explain the above to the injured, copy of this form, instruct s/he to contact Supervisor and hand this form to the Supervisor for "Modify

Duties" arrangement. /
BRBULANREO—REAGES, BETEERERELRETRTATE, UERHEE SETERL

Acknowledaement/ BJ (3 S FfE 22

Doctor Signature with chop / B& 4 %5 & [ % Ell The Injured Signature / 54 % &

Date/ H #f : Date/ H 3} :

* THE EMPLOYER/THE SUPERVISOR TO COMPLETE*

The following "Modify Duties" have been designed for the above Injured/ T3 Z"&#E LR EREE#HA LibkiGE,

The Injured / #5%& The Employer / {3 Doctor / 5/ MARSH Consultant / 45 i 4& 2
Date / H# : Date / H#j : Date / H : Date / H#j :

Version: May 2021



