
 INDIVIDUALIZED
VOCATIONAL REHABILITATION PLAN

Claim numberInjured worker

INSTRUCTIONS:
• Please print or type
• Make sure to enter 4 digits for the year in all date fields.
• If more space is needed for narrative justification, use a blank sheet and attach to this plan.
• Follow distribution list at bottom of page 2.

RTW goal
(check one)

Allowed injury –

Targeted job/job group –

BWC-2952  (Rev. 3/2/1999)
RH-2

Better Workers’ Compensation
Built with you in mind.

(First)(Last) (M.I.)

Date recommended for
Vocational Rehabilitation Services SJSE           DJSE           SJDE           DJDE

Narrative Justification: (Should include medical and vocational history; level of hierarchy for return-to-work (RTW), and rationale; barriers to RTW,
including unallowed conditions; plan strategies and services for injured worker's  RTW; and in amended plans, rationale for additional services and/or
change in plan direction.  See the vocational rehabilitation plan element section in Chapter 4 of the MCO Policy Guide.)

Distribution:  BWC claim file, Injured worker, Injured worker representative, Employer, Employer representative, MCO



Date

OR Verbally approved by injured worker (awaiting injured worker's signature)

Acknowledged
by

Date

I have received a copy of the Rehabilitation Agreement (RH-1) and understand and accept its conditions.  By signing this plan of service, I agree
to participate in all planned services as scheduled.  My attendance is necessary to achieve the goal of returning to work.  My attendance and active
participation will be viewed as an example of my work behavior and my return to work effort.  Unexcused absences from scheduled services may
result in a reduction of living maintenance or possible discontinuation of rehabilitation plan services.

Signature of injured worker

 TYPE OF SERVICE  SERVICE PROVIDER
SERVICE DATE

ESTIMATED COST

Type of plan (check one)
Original                    Amendment #

Total length of service to date Total cost of service to date $

From To

PLAN OF SERVICE APPROVAL

Date

Signature of employer DateApproved
by

Signature of vocational rehabilitation case manager

Date

Signature of MCO representative DateAuthorized
by

OR Verbally approved by employer (name of person)

OR Verbally approved by MCO (name of person) Date

Claim number


