
 

 

 

City of Burlingame 
CITY HALL 
HUMAN RESOURCES DEPARTMENT 

501 PRIMROSE ROAD 
BURLINGAME, CA 94010 

TEL (650) 558-7206 
FAX (650) 340-0331 

 

Employee Name:____________________________________________________ 
Date of Injury:______________________________________________________ 
 
 
I, __________________________________ understand that I am returning to work with the 
following restrictions as set forth by my treating physician: 
 
1._________________________________________________________________________ 
2._________________________________________________________________________ 
3._________________________________________________________________________ 
4._________________________________________________________________________ 
5._________________________________________________________________________ 
 
My signature below indicates that I understand these limitations and will comply with them. I 
understand that if I voluntarily exceed my limitations, I may be subject to disciplinary action up 
to and including termination of this modified duty assignment. I understand that if I decline the 
temporary modified duties as set forth by this agreement or I voluntarily exceed my limitations, I 
may become ineligible to continue receiving Modified Duty Benefits from the City or 
Temporary Disability Payments under Worker’s Compensation for this injury. I understand that 
declining this temporary modified duty assignment does not disqualify me from seeking further 
medical treatment for this injury. 
 
My supervisor’s signature indicates that these limitations are understood and that I will not be 
allowed to or required to perform any duties that would cause me to exceed these limitations. 
 
The conditions of my modified duty job are as follows: 
 
1. My modified duty work schedule is:______________________________________________ 
starting on:____________________________________________________________________ 
 
2. I will report to:_______________________________________________________________ 
 
3. Tasks will include:____________________________________________________________ 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
 
4. No change in this schedule is authorized unless a new Temporary Modified Duty Assignment 
is signed replacing this one. 



5. No hours in excess of this schedule or overtime is authorized unless pre-approved in writing
by my modified duty supervisor.

6. Meals and rest periods will be in keeping with normal company policy.

7. Compensation will be at my regular rate.

8. I will keep all medical appointments that may be scheduled for me in connection with my
work-related injury or illness and report any change in my condition to my treating physician.

____ I accept the terms of this Temporary Modified Duty Assignment. 

____ I decline the terms of this Temporary Modified Duty Assignment. 

________________________________________                  ___________________________ 
Employee’s Signature     Date 

_________________________________________                 ___________________________ 
Supervisor’s Signature    Date 

Cc: Personnel File 
       Worker’s Compensation File 
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