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WEEKLY INDEMNITY BENEFITS

A. What are weekly indemnity benefits?

o Weekly indemnity benefits supplement hourly employees’ incomne (approximately 60%) when an
enployee is unable to work for a medical reason supported by a physician,

¢ Weekly indemnity benefits are provided by BC Life Casualty Company for the CEP

B. When to apply for weekly indemnity benefits

= You should apply for weekly indemmity benefits if,
V" you are unable to work because of a non work related illness, injury or a planned surgery

v" you are unable to work because of a work related iltness or injury and you have submitted a
WCB claim but the claim has not yet been adjudicated or aceepted

C. Collection weekly indemnity benefits

¢ “Weekly Indemnity benefits will be payable beginning with the 1*' day of disability caused by
non-oceupational accident and beginning with the 4™ day of disability caused by non-
occupational sickness, except that in those cases of non-occupational sickness, which result in
the claimant being hospitalized as a bed patient, and in those cases where surgery is performed
which necessitates loss of time from work, benefits will be payable beginning the 1 day of
sickness,”

*  “If you become disabled and are seen and treated by a licensed doctor (M.D.); and absent from work for
more than the waiting periad; short term Dbenefits will be made to you for the period following the
later of; the date you are fivst seen by and treated by a leensed doctor (MLD.)...During this perfod
of disability you must be under confinuons care of a physician licensed to practice
ntedicine.” Benefits will be payable for a maximum of 52 weeks during one period of disability,”

D. Responsibilities at work

» Ensure you contact yowr Supervisor directly regarding your absence {rom work

* You are responsible for ensuring human resources has your correct mailing address,
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E. Applying for weekly indemnity benefits

Weekly indemnity forims arve available at Security,

Arrange {o have your physician cotnplete the physician’s form.

Complete the employee’s statement; be sure to sign and date the forn,

Return the forms to the HR Administrative Assistant who will fax them to BC Life.

You or your physician can fax the physician’s form directly to. Follow up fo ensure it has been
sefil.

Complete and sipn the Request for Bank Deposit and aitach a “VOID” cheque, If you do not
have VOID cheques, payment can be made to the satne account your direct pay is deposited into.
Sign the form attached.

F. The duration of your claim

Onee your clain has been accepted you will be paid until the date your physician indicated on
yout physician’s form as your expected return to work date,

If you are unable to return to work, you must submit additional medical information;
supplementary physician statement forms will be sent out by BC Life and are also available at
Human Resources  Forwatd the completed form to BC Life or to the HR Administrative
Assistant who will fax it for you,

Depending on the length of your claim and nature of your illness ot injury, BC Life will
periodically request updated medical information, If you do not provide updated medical
information as required your claim will be suspended or denied.

When your physician has recommended you can return to work

G. Returning to work

If you retun to work on a graduated return to work under your physician’s recommendations,

If you are ready o return to work and have been off for more than 30 days and/or require a
graduated return to work, your doctor will need to complete the Physician’s Assessment for
Return o Work Form, Return this forin to HR to arrange a return fo work meeting,

You will be paid by the mill the for the hours you work and will be topped up by BC Life for the
remaincler of the amount you were receiving from BC Life while you were off of work.
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H. Vacation pay and banked overtime

¢ You cannot claim vacation or any type of paicl absence while receiving weekly indemnity
benefits.

o If you have previously scheduled time off and will be receiving benefits during that time, contact
your supervisor or scheduler to cancel it,

I. Contact information

Human Resources Administrative Assistant  Cathy Lindenthaler 604 - 483-2830
Human Resources Advisor Marte Nygaard 604 —483-2705
Specialist, Occupational Health Doreen Yanick (Nanaimo) 250 - 734-8005
Assessment Resource Service IEAP Counselling 604 - 485-2800

v, Mareh 2000



T British Columbi Life & Cosualty Company

Providing members with
the information they need

Helping You During a Difficult Time

Who is BC Life?

British Columbia Life ancf Casualty Company

(BC Life) Is based in Britlsh Columbla and owned by
Paclfic Blue Cross. In addition to supporting employees
who are experiencing a disability, we also provide life
insurance praducts for BC residents.

As yourr disabllity benefits provider, we understand
how difficult it can be when you're no longer able to do
everything you did before; when an accident or illness
prevents you from working, What we also know Is that
work [s an Integral part of living a meaningful and
productive life,

Reflecting on hls momentous Man in Motlon World Tour,
Rick Hansen saldh:

“The original visioh was not to ralse money. It was (0
demonstrate the potential of people with disabliitles

if barrlers were removed, The Intention was fo draw
attentlon ta the fact that people with disabifittes could
make great contributlons and achleve amazing things If
they put thelr mind to it and soclely was enabling”

At BC Life, we belleve there Is a difference between
having symptoms and being disabled. There Is also

a lifference between being disabled from your
occupation and disabled from work in gencral,

Qur goal Is to help navigate these differences and
remove harrters to help you get back to making the
most of your abilities. We want to help you get back
on track so your can move towards achleving what you
are capable of,

It's not a one-person show,
it's a partnership

A dlisabllity 1s a pertod of transition, In order to best
support you through this difficult period In your life,
we work with you, your employer or plan adiministrator
and various other support systems, Our success
depends on our abliity to work collaboratively,

It's OUR responsilility to

¢ Conduct prompt and falr assessments

e Work with you to develop a return to work plan

¢ Communicate openly and compietely with you

o Partner with you and your employer to ensure an
early and safe return to work

¢ Determine your ability to function in a workplace

it's YOUR responsibility to

o Provide us with complete information, including
completed clalm forms with supporting medical
doctmentation

o Let your supervisor/manager know how you are
dalng and provide updates on your progress

o Actively participate In evaluations and telephone
interviews

o Help to develop a return to work plan

It's YOUR EMPLOYER'S or PLAN ADMINISTRATOR'S

responsibility to

o Provide accurate information to BC Life Including
Insurance cletails and job information

& Beactlvely involved in helping you return to work

s Keep open and continuous communlcation with you
while you are away from work

Contact BC Life

Tel 604 419-8040

Fax 604 419-8055
Toll-free 1888 275-4672

[ww.pachluecrossica
W
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fritish Columbla Life & Casuaity Compony

Understanding the

Providing members with
the information they need

Disability Claim Process

Step 1 — Paperwork

Your plan administrator will provice you with

the necessary forms, There are three;

1. Employer farm(s} to be completed by your
plan administrator,

2, Employee form{s) to be completed by you.

3, Medical form to be completed by your doctor
with all clinical notes, consultation reports
and test/investigation reports from the date
disability started to the current date,

For Short-term disabllity (STD) forms, please
submit them as soon as possible, For Long-term
disability {LTD), BC Life recommends that you
submit afl forms at least eight weeks prior to the
end of the waliting perlad,

Step 5 — Return to Work

It can be difficult to go back to work after a long
absence.We will work with you to help you
Integrate back into your workplace,

wwww.pachluecross.ca
(wwpep )

Step 2 — Assessment

BC Life will review the nformation provided:

Do we have everything we need to assess

your claim?

o {fyour claim is approved, move onto Step 3.

¢ If we don't have everything we heed to makea
declsion about your clalim, we will ask you for
more information. This may include a telephone
Interview with you and/or your employer to
determine how your current function affects
your ability to do your day-to-day job,

Step 3 — Payment

How mitch? Payment pertods depend on the
arrangements made with your plan administrator.
The amotmt payable also depends on your poltcy.
Consult your benefits booldet.

When? Payment will he Issued after the walting
period has ended.

& STD is pald weekly or bl-weekly.

o [TD Is usuaily paid monthiy,

Step 4 — Develop a Plan

BC Life's case management philosophy s based
on our bellef that an early and safe return to

work Is a healthy part of racovery. If you require
assistance, we will work with you and your
employer to develop a return to work plan specific
to your needs.

w3 Paific Bloe Cross, 14 (eg'stered Uade pema eI FEL Hzth Beeefits Sodaty i zn Fdepaadintl teases of tha Candan Associatien ef Bluz Cross Firns EC Life b Wrerig steridinadaneme of Bitvh Cl o B2 & Capuaty Company,
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Catalyst

Rehabilitation and Reintegration Program

Employee Responsibilities: You become ill or injured on the job:

»  Advise your supervisor you are going to Protection Services to report the injury or illness.

A. Protection Services advises you to return to work - follow column A below.
B. Protection Services advises you to seek further medical attention - follow column B below.

A. Protection Services advises employee

to return to work:

B. Protection Services advises employee to seek

medical attention:

Report back to your supervisor to do an
incident investigation,

if you are not able to return to your regular
duties right away, disctiss your concerns
with your supervisor who will determing if
alternate duties are available.

Your supervisor can modify your work for
remainder of tour or work week.

If you fesl you will need to extend your
modified work beayond the tour or work
woek notify your supervisor immediately.
See Column B,

Protaction Services will provide you with the Physiclan’s
Assessment of Return fo Work form and/or an offer of
modified duty from your supervisor to take to the doctor.

If your doctor indicates you can return to full dutiss, report back
to protection services and your supervisor,

You will need to attend an incident investigation upon your
return.

If your doctor indicates you can perform some fype of alternate
work, return to protection services after your appointment with
the Physician’s Assessment of Return to Work form.
Protection services will contact your supervisor and human
resources who will schedule a modified work imeeting which
could involve a union representative.

Attend regular update mestings with your supervisor fo review
your progress.

If at any time you have concerns with your modified work plan,
talk to your supervisor, protection services, unton
representative.

Provide human resources (2830) updates from your doctor
(Physician’s Assessment of Return to Work form} for your
modified work plan as required.

Provide human resources a doctor's note approving your return
to regular duties when you are ready.

I your doctor indicates you cannot return to work you will need
to return the completed Physician’s Assessment of Return to
Work form to protection services after your appointment and
you must alse notify your supervisor and human resotirces
{2830) that you are unable to return to work.

If needed you may elect o complete the weekly Indemnity benetit
forms to ensure you will get paid white you are off. When your
WorkSafe BC claim is accapted, you will have to pay back any
Weekly Indemnity money recelved.

If your are off work you may be contacted by the company
occupationat health nurse (Nanaimo) to see how you are
doing.

November 2011

Human Resources

Flle name RTW Employee Package .Doc
The current version of this document Is located on the Intranet
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Catalyst

Rehabilitation and Reintegration Program

Employees Responsibilities (cont’d}): You become ill or injured off of the job:

»

»
B

Inform your supervisor you will be away from work, it is your responsibility to keep in contact with your supervisor
regarding your status while you are off of work.
Complete the Weekly Indemnity Benefit forms (available from protection services).

Expect calls from your union representative, supsrvisor, scheduler, human resources and occupational health
nurse during your absence to see how you are doing and to ensure you are aware of the rehabilitation and

reintegration program avsilable to you.

The mill will provide transitional work whenever possible {modified duties, hours).

A. You are ready to return to work bul will require modifled duties or hours ~ follow column A

B. You are ready 1o return to work but have been off of work for more than 30 days - follow column B
C. You are ready to return to work and have been off work less than 3 days- follow column C

A. You are ready to return but will

require modified duties or
hours:

B. You are ready to return to regular

work but have been off of work
for more than 30 days:

C. You are ready to return {o
regular work and off for less
than 3 days:

Advise your supervisor, human
resources or scheduler,

Provide human resources (2830)
recommendations from your doctor
Physician’s Assessment of
Return to Work form to guide the
modified worl plan.

Human resources will arrange a
madified work mesting with you,
your supervisor and a union
representative,

If at any time you have concerns
with your modified work plan, talk
to your supervisor or union
representative.

Alttend regular update meetings to
review your progress.

Provide updates from your doctor
as required

Provide human resources a

doctor's note approving your return
to regular duties.

Prior to returning to work you must
provide a Physlefan’s
Assessment of Return to Work
form completed by the doctor
approving your return to regular
duties.

You need to contact human
resources (2830}, the scheduler
(2729) and your supervisor
regarding your raturn to full duties.

Human resources {2830) may
arrange a return to work meeting
if you have been off work beyond
3 to 6 months.

o For non work related illness:
advise the scheduler (2729)
and your superviser prior to
returning to work,

o For non work related injury:
please provide a note from
your doctor approving your
return to regular work.

Advise the scheduler (2729)

and your supervisor prior {0
returning to work.

November 2011
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Bc British Columbla Life & Casually Company Short Term Disability

Lif¢ Claim Form
o Failure to provlde all Informatlon raqurested may delay this clalm, Disabllity & Life Claims Depariment
You must submit this claim to BC Llfe by the policy clalming deadline, PO Box 7G00 Vancouver BC VBB 4E1
Telephone 604 419-8040 Toll-free 1 808-278 4672
Employee’s Statement (Please type or print In Ink) Fax 604 419-8055
Name Sex OF O M  Sodal insurance number
Dateofbirth |1 | 1 Jobtitle Number of years in this job
Mo Duy e
Address Box no. {if applicable)
Clly Province Postal Code Phone number
Dateyoubecame unabletowork [ [ 1 | Daemstablotoreturntowork || | |
t Dy Y T Dy vr

Date you first saw a doctor after you stopped working | | | ]
Fo iy ¢

Name and phone number of physician(s)

Are you entitled to receive any Income from ather Income replacement plans or sources? QYes O No

Ifyes, amount of other income  $ Nams of company

Accldent Information {complete this section If your ¢lalm Is the result of an accident)

Date of accldent | | | | Time of accident 0O AM O BM.
My Dy Y

Whare did accldent happen? O Work (0 Home O3 &isewhere (speclly)

Describe how the accldent happened

SignaturefAuthorization
h, the undersigned, hereby make clalim for short term disabllity benofits. | cortify that the above facts ara true and complete and authorlze the release to
British Columbla Life & Casualty Company (BC Life) alf medical reports and other Informatton requested to assess my claim,

Signat Date Lt 1 |
gnature of employee _ . La e ety
Employer's Statement
Name of employee Date of hire  |____| | | Identification number
o Day Yr
Employer name Palicy humber
Dlvislon Chass Sub-divislon (if applicable)
X . y - L | | L ] } . L1 | |
f self-reporting, provide effectivo date of coverage for:  STD oy LY BBy Premiums pald to T
Has coverage been cancelled! U Yes [ No {f yes, provide date ITID—L?r—J Reason
, ”
Date lastworked L1 [ 1 Baslc earnlngs $ Hours per week
W Dy Y —_— ———
As of today, has this employes returned towork? 8 Yes  €F No  Ifyes, provide date returned to wark %F_L?r_l
4

{s absence due fo an accupational Injury or liiness? O Yes (1 Neo

Has claim been flod with the Worker’s Compensation Board U Yes (O No If yes, data filed IV_LEAJ_Y_I Status
to I 't

Employee's job title and dutles

if the employes has holldays scheduled, or is on any type of feave during this absence, please complete the following:

L Jro L [ 1 |
¥r fte  Day Yo

(1 Leave ofabsence O Paid sickloave (T Holldays () Bereavement [ Maternity  Provide dates [ F [ =
‘o 4

Please lnclude any other information which may help BC Life assess this claim

'This cartifles that accarding to our records, the employee was covered under our plan when this absence commenced,

I Y SO
Fitle Date o

Stgnature of authorized officlal T

1 BC L s the regitered tradenime of Brisith Columbi Lifa & Casuslyy Compiny. 2 whoBy-vwmed tebiliary of Pacific Blue Cross. OS45.00F 92.€0.153 Pglof2 10N CUPEIBES



Attending Physiclan’s Statement - Accurate assessment of this claim depends on each question being answered in ful,

], Name of patient 2. Dateofbith |1 1 |
e

Dy ¥Yr

3. Primary diagnosls

4, Other condition(s) that may affect recovery

5. Ii pationt [s pregnant, provide expected date of delivery {WID—;YLﬁ“J

If condition Is dute to an accident, provide date accident occurred [ 1 | ]
tho Day Yr

6
7. Ifreported to W.C.B. or related to patlent’s occupation, provide detalls
8

. Subjective complalits, Including date of onset, severity and frequency

9, Diagnostlc studies and indings {please Include coples of results)

10. Date your patient was advised to stop working || | [

to Dy Yr
{1, Date of firstvislt after your pattont stopped working [ } | J 12, Date of most recont treatment
Me Doy Yt e Dy Yr

13. If you have veferred patient to a speclalist, provide nama(s) of physictan, speclality and appointment date

4. [f patlent was relerred to you, provide name of refarring phystcian

£5. i hospltalized, name of hospital Dates conflned to hospital || i ] TO L |1 i
Me  Day i

o Dy Yt

{6. What surgery if any was performed? Dateofsurgery |1 1 |
M Dy Yr

7. Treatment {e.g. medication & dosage, physiotherapy, psychotherapy, etc.) and frequency

18. Checkdates | Place | Month] Year { 1]2]3]4 15|67 18] 91IO]iHI2 113114115116} I7118 11920 21) 22|23 24| 25|26 2728/ 2930|31
of visits
exclusive Olfice
of above
procedures Hospital

19. Restrictions (what pattent should not do)

20. Limitatlons (what patlent can not do)

21, If appropriate treatment Is followed, do you oxpect your patient to roturn to pre-linessfinjury functionlng? Q1 Yes O No

22, Y yes, provide date [ | i OR  from today, the estimated number of woeks bafore recovery

23, If no, please explaln Dy W

Name of physiclan {print) MSC number

Address Phone Fax

Specialey Signature Date slgned l [ L
tfo Ty Yr

Authorization of Patlent

| authorize the release to British Columbla Life & Casualty Company (BC Lifo), all medical reports and other information requested to assess my clalm.

Date L1 I I
Mo Dy ¥r

Signature of pattent

The pattent Is responsible for any charges made for completion of this form.
0544001 9260153 Fg2of? 10N CUPEIBIS



Direct Deposit

for Pacific Blue Cross & BC Life claim payments

Diract deposit is a safe, convenlent and confldential way for you to receive your clalm payments.

How does [t work? After adjudicating a benefit clalim, we send an eleclronic message to your bank craditing your account
with the amount your benefit plan pays for the product or seivioe,

It’s convenient

It’'s safe

confidentiality In mind.

It’s flexible

No more walting for the letter carrier to dsliver a cheque. Money is avalilable as soon as it
is deposited, sven if you are unable to get to the bank or are away on holidays,

Unlike paper cheques which can sometimes go asiray or can be forgotten in a jacket
pocket; payments made (hrough direot deposlt always reach thelr deslination.
It remains confidential

Your informatlon Is safe with us, As a health organization, we regularly recelve and
process confidential information, so our systems hava baan deslgned with security and

Slgning up, making changes to your bank information and canceliing direct deposil can be initiated any time you
choose, Simply complete a Direct Deposit Enroliment form and send it directly to Pacific Blue Gross. These forms are
avalfable on our wabsite at www,pac.bluecross.ca or from our offlcs, localed In Burnaby,

Questions you may have...

How will | know that my claim payment has been
deposlied?

Two ways: First, your bank statement will indicate an
electronic payment has been made to your account.
Second, you will contlnuie to receive Explanation of
Bonefits (EOB) stataments by malil.

How do 1 sigh up?

Simply complete a Direct Deposit Enroliment form and
send It directly to us, These forms are avallable on our
website at www.pac.blulecrogs.ca of from our office.

What happens if the direst deposit fails?

If a bank account Is closad or the account humbet we
have on file Is Incorrect, the direct deposlt procedure
could fail, In this case we will mall you a cheque,

Does Pacliie Blue Cross/BGC Life charge for this
service?

No. We provide this convenlont service at no charge to
youl or your employer.

PAGIFIG
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L 8O Me & iha ey slated tradznare of BrYsh Colerbla e & Coavnaly Company e whallyaierdd subeld aty ol Pactn Bi# Cross,
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What If | have more than one plan with

Paciflec Blue Cross/BC Life?

* If you are the cardholder on both plans: Once direct
deposit arrangements are complets, payments from
both plans will be deposlted directly into your bank
account, Only one bank account can be used per
person, regardless of the number of plans on which you
are a cardholdet,

* I you are the cardholder under one plan, and your
spouss Is the cardholder of the other plan: To protect
the conficlentiallty and privacy of your Informatlon, each
of you wilil need to complete a Direct Deposit Enrollment
form,

If | slgn up for direct deposht, how can | he sure that ho
one slse wlli have aooess 1o my ascount?

Your banking information is safe with us. As a health
organization, we regulatly recslve and protect confldantial
information. Our access to your account Is limited to the
deposliing of claim payments. Only you can authorize
withdrawals from your account,

Receiving your maney through direot deposit is actually
more reliable and confidential than belng pald by cheque
because fewer steps are involved in the dslivery and deposit
of your claim payment.

Page §
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PATIFIO

. gy 1w BC
SLUE CRHOSS : . .
L Lijeg Direct Deposit Enrollment

To hava your clalim payments toposhied divectly to your accounl, complete and relurn this forn: to!

Paclfic Blue Cross/BC Life
Alln: Group Admlinistration Deparimont
PO Box 7000 Vancouver, BC V6B 4E1

Member Information

Lastname Flrst nams Kenlty number

Etended Health Care grovp humbet Danta] Gars group nunmher BG Ue po¥ey number

E 004356 D 907312 43717
Addrass City Preatrss Postal coda

DPayfims phone numbes E-mal address

Actlon Reguested

L [nltlal satup of direst doposit

L Change 1o exlsting direol deposll Effactiva date of change ORI

(DAY

O Tarmilnalion of exisling direct deposii Eitecliva dale of tarmination

Financial Instltution Information

Altach your sample cheque marked VOID [n the space below. If yau do not have a vold cheque, attach a copy of a bank stalement that clearly Indicales the
Dranch number, franclal institution number and your account number, ar have your bank complale he seclton belows, The informallon must ba for the account

into which vour would like the clalm payments dopositad,

Hama of Enancta) fasthoion

Address City Prenines Poals] eeds
Branch rwnher (5 dhyts} Fnanlad Inilivton numhet [3 dgis) Acsoual numbet fup to 12 digis)

Tedersizmp

Direct Deposit Authorization
| inderstand thal the personal infarmation on thls form [s collected and used to deposit paymsnts lo my account In accordance with the privacy pollcy of
Pacilic Blug Gross/BG Life,

Hioreby authorfze he use of my Soclal Insurance Number when applicatile, for direc! deposit purposaes and for the ldentilication and admintstation of
my hanedlls under the above polley, extended health or dental group numbers, | undetstand that PBG/BG Mo will nol uge my personal information for any

purpose sxcept lo adminlster my banofits and lo pay clalms,

{ heteby authortze PRC/BC Lile to dapost, unfll furthar notlce by me In valting, payments due to me Inlo my accotint. | agree that PBG/BG Life will have no
further liablfily with respect to any paymants made [n accordanca wilh this authorzation and may at any lima discantinue payment by diract depostt.

Heebes nama (prnd} Membes s'gnature Bale yyymmdd)

A copy of our privacy policy Is avaliabla by contacling Pacific Blue Gross, It Is also avallable on otir \webslle al vanvipac.bliiecross.ca,

* pag're Bhax Crass, 12 reg'alered Ledsrame of PEG Iteath Banatis Boctely, b an nde peadent Joaraie of tha Ganadan Aselalon of Bl Grost Plama, Pege?
D26-1170-105 0305 GUPEIRES
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BC British Columbla Life & Cusualty Company

Life

Employer

Policy No Division No

Because of the Federal Income Tax Act provision which states that my taxable
income shall include any benefits received under my Employer's disability
insurance plan, | hereby consent to the withholding of Federal Income Tax from
any benefits payable to me for this claim to the extent that such tax applies to
slich benefits,

0 10% 0 15% 0 20% O Other %

Employee Nams

Date: | | —_—
Employee's Signature MM DD YY

Return completed form to; BC Life & Casualty Company
Disabhility & Life Claims
PO Box 7000
Vancouver BC V6B 4E1
Tel: 604 419-8040 or 1-888-275-4672
Fax: 604 419-8056

L8 Lito I3 the reg'sleted tradanzms of Brilish Colunibla Life & Casua'ty Company, & wholly-ouned subs!dary of Pacfio Blug Cross. 0574.003 01110
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Catalyst

Powell River Division

Employee Rehabilitation and Reintegration Process

Dear Employce:

Catalyst Paper is dedicated to minimizing the human and financial cost of injury and disability by developing an
individualized, safe and timely process for rehabilitating and reintegrating employees back to meaningful and
produstive work following an injury or iliness.

For Modified/Light Duty or a Graduated Refurn to Work, please ensure you take the attached form when you
visit your doctor. The Rhysician's Assessment - Stay At Work / Return to Work Form, is designed to assist
your doctor in providing the necessary information to facilitate your safe and fimely return to work.

Note To Physician

Dear Physician:

To assist us in facilitating a safe and timely return to work for our employee, your assistance in completing the
Physician’s Assessment of Stay At Work/Return to Work form on the attached form would be greatly

appreciated,

Please return the completed form divectly to the employee,

Catalyst Paper Contact:

Catliy Lindentltuler
Human Resounrces Catalyst Paper Powell River Division
Fax: 604-483-2903

Reimbursement for completion of this form will be made according to the BCMA Guide to Fees Code AG0032
upon receipt of an original mailed invoice.

Revised: April 2012
Version: 2
Page;: 1of2



Catalyst Paper, Powell River Division
Physician’s Assessment - Stay At Work/Return To Work Form

Worker's Name

Date of injuryfillness

] The employee can return to work with no restrictions,

The emplovee ean return to work with the foliowing limitations and restrictions,

Walking

[ ] Restricted (o less than 1 hour
] Restricted, other — please specify

[ ] No Restrictions

Standing

T Restricted to fess than 1 hour
[ Restricted, other — please specify

{1 No Restrlctions

Sitting

L] Restricted {o less than 1 hour
[ Restricted, other — please specify:

{1 No Restrictions

Bending /Twisting, Repetitive
Movement

L] No bending or twisting, [] No repetitive movements
[ Restricted, other — please specify

"1 No Restrictions

Lifting/Carrying Floor To Waist

["TNe lifting {] no carrying

] No lifting over 20 lbs. [} No carry over 20 Ibs,
] No lifting over 40 ibs. [] No carry over 40 Ibs.
1 No Restricttons

Lifting/Carrying waist to hread

I No lifting [ no carrying
{1 No lifting over 20 Ibs. [_] No carrying over 20 Ibs,
[ Ne lifting over 40 Ibs. Il No carrying over 40 lbs,

[] No Restrictions
Pushing/Pulling [ Restricted, please specify
1 No Restrictions
Reaching Above/Below Shoulder F 1 Restricted, please specify
[ Ne Restrictions

Climbing Stairs/Ladder

[ | Restricied, please specify

No Restrictions

Kneeling/Crouching

Restricted, please specify

{"] No Restrictions

Gripping/Grasping, Fine Manipulation

] Restricted, pleasc specify
[} No Restrictions

Memery/Concentration, Judgment

L] Restricted, please specify

[7] No Restrictions

Equipment Qperation/Diriving

L] Prescription medication prohibits driving
[} No night time drivingfequipment operation

Specific Situations To Be Avoided

Please Specify

Other Comments/Recommendations

[T Graduated Return: Start date:

Hours/day:

Daysfweek:

Estimated duration

Follow up appointinent:

] Reviewed Qffer of Modificd dulies and employee is able to retumn to work with the above restrictions.

Physician’s Name (please print):

Address:

Telephone:

Fax No.

Signatore:

Bate:




