








AUTHORIZATION FOR DISCLOSURE OF
NONPUBLIC PERSONAL INFORMATION

Claimant Name:
Claim No.:

By signing below, I, , (claimant) authorize my healthcare
provider, their agents, employees or representatives, to release to

(“the Employer”) for the return-to-work process, my medical
records that include: physical therapy notes, information or medical opinions including
diagnosis and prognosis, information on work status and activity restrictions, information
regarding impairment and disability, and information regarding maximum medical
improvement.

A copy or facsimile transmission (fax) of this Authorization is as valid as the original.
This Authorization is effective on the date signed below and will remain in effect for 24
months after signing, unless otherwise specified below.

I also understand that I have the legal right to revoke this Authorization by writing to
(the “Employer”) at

(address),
Attn: . If the Employer or a disclosing entity has already acted in reliance
on my Authorization, my revocation will not apply to that action or transaction.

The potential exists that a recipient of nonpublic personal information might re-disclose
information used or disclosed pursuant to this Authorization, in which case medical and
other privacy laws may no longer protect it.

With limited exceptions, treatment, payment, enrollment in a health plan, or eligibility for
benefits may not be conditioned on obtaining an Authorization.

Signature of Claimant or person legally authorized to act for Claimant

Please describe authority to act on behalf of claimant
Date Signed
Time Authorization in Effect 24 months
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Checklist for Making a
Bona Fide Offer of Employment

When the treating doctor releases an injured employee to return to work in any capacity,
you should make a bona fide (valid) offer of employment to the employee. Making a bona
fide offer of employment may affect the employee’s income benefits, so we must consider
the following information (from DWC Rule 129.6) before we can determine whether an
offer is bona fide.

O Did you include a written copy of the Work Status Report (DWC-73) with the
offer?

O Is the offer for a job at a geographically accessible location for the employee?

O Is the job consistent with the doctor’s certification of the employee’s physical
abilities?

O Did you communicate the offer to the employee in writing?

We have provided a sample letter on the following page to help you make a bona fide offer.
Before you make an offer, you may want to call us and ask for assistance. We can help if
you have questions or need additional information. Follow this checklist when you write
your own offer:

Include a copy of the Work Status Report (DWC-73) with the offer.

State the location at which the employee will be working.

Indicate the schedule the employee will be working.

State the wages that the employee will be paid.

Give a description of the physical and time requirements that the position will entail.

Include a statement indicating that you, as the employer, will only assign tasks
consistent with the employee’s physical abilities, knowledge and skills, and that you
will provide training, if necessary.

Oooo0ooOonO

Remember: By making the offer in writing (and keeping a copy for your records), you will
be able to prove that you made a bona fide offer of employment in accordance with DWC’s
requirements, should the need arise. Without a written offer on file, DWC could require the
carrier (Texas Mutual Insurance Co.) and/or the employer (you) to provide “clear and
convincing evidence” that you actually made the bona fide offer of employment to the
employee.

For more information on bona fide offers of employment, call us at (800) 859-5995 or visit
our website at www.texasmutual.com.
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Sample Bona Fide Offer of Employment

CERTIFIED MAIL
RETURN RECEIPT REQUESTED

Date

Injured Employee
Address

Texas, Texas 70000

Dear

(Company’s name) would like to offer you a temporary, modified-duty job assignment at
our main assembly plant at location. The schedule for this position is from hours and
days of week, and the job pays wages per hour. The job duties meet the work restrictions
sanctioned by doctor’s name (see enclosed work status report).

Write a paragraph that describes the job duties, physical limitations, maximum
Pphysical requirements, and time requirements.

While you are working in this modified-duty job assignment, we will only assign tasks
that are consistent with your physical abilities, knowledge, skills, and work restrictions as

sanctioned by (doctor’s name). We will provide training, if necessary.

Please contact me by day and date at (phone number) if you are willing to accept this
offer of a temporary, modified-duty job assignment.

Sincerely,

Name, Title
Company

Enclosed: DWC-73, Work Status Report from (doctor’s name)
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Sample Modified Duty Work Agreement

Employee’s name: Department:
Employee’s title: Date:
My work duties are changed from (date) until (date).

I am assigned to modified work duties or limited duties. My new work duties are listed
below.

The duties above have been described to my doctor. My doctor has signed Form DWC-
73 stating that I may do these activities under the following medical restrictions.

I agree to do the above work duties and follow my doctor’s medical restrictions. If I
ignore my medical restrictions, I understand that my employer may take disciplinary
action.

If a supervisor or anyone else asks me to do work assignments or activities that don’t
follow my medical restrictions, I must immediately report the situation to

(name of return-to-work coordinator), who will take action to correct the situation.

If I think my new work duties are causing discomfort or making my medical condition
worse, [ will report this immediately to (name of
return-to-work coordinator).

Employee signature: Date:
Supervisor signature: Date:
Return-to-work coordinator signature: Date:
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Muestra de un Acuerdo de
Trabajo Alternativo (Sample Modified
Duty Work Agreement)

Nombre del empleado: Departamento:
Puesto del empleado: Fecha:
Mis deberes de trabajo han cambiado de (fecha) al (fecha).

Estoy asignado a los deberes de trabajo alternativos o limitados. Mis deberes de trabajo
nuevos estan listados en la parte inferior.

Los deberes descritos en la parte superior han sido explicados a mi doctor. Mi doctor ha
firmado una Form DWC-73 estableciendo que yo puedo realizar estas actividades bajo
las siguientes restricciones médicas.

Acepto los deberes de trabajo listados en la parte superior y seguir las restricciones del
doctor. Si ignoro mis restricciones médicas, entiendo que la compaiiia para la que trabajo
puede tomar acciones disciplinarias.

Si un supervisor o cualquier otra persona me pide que haga tareas o actividades que no
cumplan con mis restricciones médicas, debo reportar la situacion inmediatamente a
(nombre del coordinador del

regreso al trabajo), quien corregira la situacion.

Si pienso que mis nuevos deberes de trabajo estan causando incomodidad o estan
empeorando mi condicion médica, lo reportaré inmediatamente a
(nombre del coordinador del regreso al trabajo).

Firma del empleado: Fecha:
Firma del supervisor: Fecha:
Firma del coordinador del regreso al trabajo: Fecha:
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After-Injury Telephone Report

Employee’s name: Home phone:
Employee’s supervisor: Date of injury:
Treating doctor: Doctor’s phone:

Has the employer discussed workers’ compensation benefits with the employee?

Yes No

Has the employer discussed the return-to-work process with the employee?

Yes No

Log of Doctor’s Appointments

Date: Time:

Comments

Contacted by:

Date: Time:

Comments

Contacted by:
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Supervisor’s Telephone Log

Date Time Comments
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How to Contact Us

Main number
(800) 859-5995

Claim reporting

Online www.texasmutual.com
Phone (800) TX-CLAIM (892-5246)
Fax (877) 404-7999

Claim information
(800) 859-5995

Loss prevention
(512) 505-6042
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