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Temporary Modified/Light Duty (TMLD) Agreement 
Employee Name:                                                                                                                                     Employee ID#: 

Official Job Title: 

Department/Division: 

Hourly Rate of Pay: 

*Temp Mod Duty Assignment Title/Division: 

*While on this TMLD assignment you will continue to receive pay and benefits in alignment with your official assignment. 

Date of Injury/ Onset of Illness: 

Date Assigned to Temporary Light Duty by Physician: 

Light Duty Start Date:      Light Duty End Date:  

Description of Work Restrictions, per Treating Physician (List specifically what is stated in medical note) 

 

Description of Accommodation(s) Offered: 

 

Work Schedule     

❑Unchanged    ❑ Changed    

Work Days: M T  W  TH  F  S  SU  Other:______________________ 

Work Hours per Day from __________ am/pm to __________ am/pm 

Assigned Supervisor’s Name, if different  

 
I agree to follow and adhere to the temporary work restrictions as prescribed above by my treating physician.  I also understand 
if I am asked to perform any work assignments or activities that I believe are unsafe or exceed my work restrictions, I will 
immediately report the situation to my direct supervisor and Human Resources, and I will not perform these activities. I also agree 
I will immediately report to my direct supervisor and to Human Resources if any of the job activity causes me discomfort, is causing 
pain or makes my medical condition worse.   

 
I understand my employer has offered me a Temporary Light Duty (TMLD) assignment as a way to support me to maintain work 
patterns and income while I continue to medically improve.  I understand TMLD assignments typically will not exceed a maximum 
of 90 days, and this TMLD assignment does not imply entitlement to a permanently modified position.  
 
This TMLD assignment may be extended upon approval at 30-day intervals if I continue to medically improve, as evidenced by 
reduced restrictions. I understand it is my responsibility to provide Human Resources with a new medical notice at the conclusion 
of the initial approval period. I understand this approval period ends on the date listed above and will not be extended, and my 
TMLD Assignment may be ended, unless I provide additional needed medical certification. I also understand that this assignment 
will end immediately when my condition has reached permanent and stationary status and if I am provided with permanent work 
restrictions.     

Employee’s Signature:  Date:  

Supervisor’s Signature:  Date:  

HR Signature:  Date:  
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