BLUE CROSS®

CANASSURANCE

Return to Work Notice

IDENTIFICATION

Name of Insured: Policy No.:

INFORMATION ON RETURN TO WORK

1. Return to work date:

2. Isitthe same position that you had prior to your disability: dyes W no
If no, please provide details in the CommenTs section.

3. Isitagraduated return to work: Qdyes Wno
If yes, please specify:
- Number of hours per week prior to disability:
- Number of hours recommended by your doctor, per week:

From: to: , hours
From: to: , hours
From: to: , hours
From: to: , hours

4. Ifyou did not return to work for personal reasons (back to school, leave without pay, etc.) please provide details in the Comments section.

COMMENTS

STATEMENT

I hereby certify that the above information is, to the best of my knowledge, true and complete.

Signature Date

0TVRIO086A (02-13)



